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Abstract 
The National Health Insurance Scheme (NHIS) was introduced in Ghana to enable every citizen to get access to very 

affordable and quality healthcare services. The health insurance scheme since its introduction has been well embraced by 

majority of Ghanaians. Statistically speaking, out of approximately 25 million Ghanaians, 15.6 million people have 

subscribed to NHIS which is very encouraging. Though, some successes have been chalked such as providing affordable 

healthcare to the Ghanaian populace, there are still challenges facing the scheme. This paper contains a detail account of 

the Effects of the National Health Insurance Scheme on health service provision in the Wa Municipality in the Upper West 

Region of Ghana. Data collection tools such as questionnaires were used to get information regarding why people register 

for the NHIS, the factors that influences NHIS registration and also as to whether there has been an improvement in terms 

of quality of services since the introduction of the NHIS. Descriptive statistics, logit model and chi square were used to 

analyze the data gathered from respondents. The findings from the study shows factors that cause people to enroll in the 

NHIS of which however, marriage is the most dominant factor. Also, the study reveals that there has been an improvement 

in the health service provision since the introduction of the NHIS. In conclusion, health insurance has become beneficial to 

the people in the Wa Municipality by helping them to meet their health needs. 
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INTRODUCTION 

 
The Concept of National Health Insurance 

 

Health Insurance may be described as 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 (Rangachary, 

2001). 

National health insurance also called 'statutory health 

care coverage' is a protection that guarantees all the 

citizens of a nation for the expenses of social insurance and 

generally is set up as a program of healthcare change. It is 

implemented by law. It might be overseen by people in the 

public sector, the private sector, or an amalgamation of 

both. Methods for financing fluctuate with the specific 

program and nation. National medical coverage does not  
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compare to government run or government financed social 

insurance, however it's generally settled by national 

enactment (Price, 2001 cited in Gilmer and Kronick, 2010). 

Germany has the world's most established national 

medical coverage, through the world's most seasoned all 

inclusive healthcare framework with sources going back to 

Otto von Bismarck's social enactment, which incorporated 

the Health Insurance Bill of 1883, Accident Insurance Bill 

of 1884, and Old Age and Disability Insurance Bill of 

1889. In Britain, the National Insurance Act 1911 denoted 

the initial steps there towards national medical coverage, 

covering most utilized people and their budgetary wards 

and all people who had been constant supporters of the 

plan for no less than five years whether they were working 

or not. This arrangement of medical coverage proceeded in 

constrain until the point when the formation of the National 

Health Service in 1948 which made an all-inclusive 

administration, supported out of general tax collection 

instead of on a protection premise, and giving wellbeing 

administrations to every single legitimate inhabitant. Most 

other nations' national medical coverage frameworks were 

actualized in the period following the Second World War 

as a procedure of think social insurance change, expected 

to influence wellbeing to mind moderate to all, in the spirit 

of Article 25 of the Universal Declaration of Human Rights 

of 1948 by countries which had received the announcement 

as signatories (Gerald, 2006).   

 

National Health Insurance Scheme in Ghana  
 

There have been various changes in Ghana's health sector 

throughout the years which was aimed at ensuring effective 

and productive conveyance of administrations. Medicinal 

services financing is one of the real segments that has 

experienced many changes, along these lines from 

perceiving free healthcare on the eve of freedom, 

presentation of a minor expense in the 1970s and the 

presentation of cost recuperation instruments through client 

charges customarily referred to in Ghana as "cash and 

carry" in the 1980s. The "Cash and Carry System" of 

paying for healthcare at the purpose of administration was 

viewed as forcing a monetary impediment to healthcare 

access for poor people, causing real imbalances in well-

being in Ghana under the cash and carry system. The 

health need of an individual was just gone to after 

introductory installment for the services were made. 

Indeed, even in situations when patients had been brought 

into the emergency facility on crises it was required that 

cash was paid at each purpose of administration 

conveyance (Osei and Adamba, 2010). 

The thought for the National Health Insurance Scheme 

(NHIS) in Ghana was seen by the previous President John  

 

 

 

Kufour who when looking for control from the general 

population of Ghana in the 2000 elections, guaranteed to 

dispense with the cash and carry arrangement of health 

service delivery. Upon winning the election, President 

Kufour pushed forward his concept of annulling the "cash 

and carry system" and substitutes it with a reasonable 

insurance scheme that guaranteed that treatment was given 

first before payment. 

The plan was passed into law in 2003, along these lines 

National Health Insurance Act 2003 (Act 650) made with 

the point of eliminating the cash and carry system and 

restricting out of pocket payment at the point of service 

rendered. Under the law, there was the foundation of 

National Health Insurance Authority which warrants, 

monitors and manages the operation of medical coverage in 

Ghana and furthermore allows for the concurrence of 

District-wide Mutual Health Insurance schemes (DMHIS), 

Private Mutual Health Insurance schemes and Private 

Commercial Health Insurance schemes. In the same way as 

other different nations on the planet, Ghana's medical 

coverage was made to meet the exact needs of its natives. 

Act 650, 2003 and LI 1809 2004 are the main legal 

frameworks guiding the implementation of health 

insurance in Ghana. A Fifteen (15) member National 

Health Insurance Council was established to manage a 

National Health Insurance Fund, provide subsidies to 

District wide mutual Health Insurance Schemes regulate 

the insurance market and license and monitor service 

providers under the scheme (NHIS Status Report, 2008). 

 

Vision, Mission and Core Values of the NHIS 

 

Vision 

“To be a model of a sustainable, progressive and equitable 

social health insurance scheme in Africa and beyond” 

 

Mission 

“To provide financial risk protection against the cost of 

quality basic healthcare for all residents in Ghana, and to 

delight our subscribers and stakeholders with an 

enthusiastic, motivated, and empathetic professional staff 

who share the values of accountability in partnership with 

all stakeholders” 

Core Values 

1. Integrity 

2. Accountability 

3. Empathy 

4. Responsiveness 

5. Innovation      

                                       

(NHIS Annual Report, 2010) 

 



 

 

 

NHIS Policy 

The health insurance policy was built up to enable 

everyone to make commitments into a common reserve so 

that in case of infection, donors could be helped by the 

fund to access moderate medicinal services. Under this 

arrangement, three major kinds of medical insurance plans 

were established. They were:  

 The District-Wide Mutual Health Insurance 

Scheme.  

 The Private Mutual Health Insurance Scheme.  

 The Private Commercial Health Insurance Scheme.  

 

To guarantee that the framework functions well, the 

administration chose to help the District Mutual Health 

Insurance Scheme idea to guarantee that:  

 

 Equal opportunity is given to all Ghanaians to have 

means to utilize working structures of health insurance.  

 Ghanaians don't migrate from a costly 'cash and 

carry' administration to another costly Health Insurance 

one.  

 A maintainable Health Insurance option is made 

open to all Ghanaians.  
 The quality of healthcare is not decreased under 

Health Insurance.       

                                       

Problem Statement 
 

NHIS was introduced in order to eliminate the problems 

„cash-and-carry‟ brought. The Health Insurance scheme 

since its introduction has been well embraced by majority 

of Ghanaians. Statistically speaking, out of approximately 

25 million Ghanaians, 15.6 million people have subscribed 

to NHIS (GSS 2010 census projection) which is very 

encouraging. Though, some successes have been chalked 

such as providing affordable healthcare to the Ghanaian 

populace, there are still problems and challenges to be dealt 

with. Some of these problems and challenges are peculiar 

to the scheme. There remains frequent duplication of effort 

and manual processes and procedures abound in the 

scheme‟s operations and opportunities for economies of 

scale are lost which are manifested in the following: 

1. Healthcare delivery. 

2. Registration of NHIS subscribers. 

3. Renewal and replacement of NHIS cards. 

 

Research Questions 
 

Main Question                                                                                                                                           

What effect has the National Health Insurance Scheme had 

on health service provision in the Wa Municipality? 
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Specific Questions 

 Has the introduction of the NHIS helped to 

improve health service delivery in the Wa Municipality?  

 What are the factors that influence people to 

participate in NHIS? 

 

Research Objectives 

 

Major Objective                                                                                                                                                     

To determine the effect the National Health Insurance 

Scheme on health service provision in the Wa Municipality 

 

Specific Objectives  

 To examine the determinants of participating in 

NHIS. 

 To analyse the effect of NHIS on quality of service 

provision. 

 

Profile of the Study Area  

 

The Wa Municipality is one of the nine administrative 

areas (District Assemblies) that makes up the Upper West 

Region (UWR) of Ghana. The Wa municipality is bordered 

to the north by the Nadowli District, to the east by Wa East 

District, to the West by Wa West District and to the South 

by both Wa East and West Districts. The vegetation is 

characterized by Guinea Savannah. It comprises of short 

trees and shrubs of varying height, with grass cover in the 

rainy season. Trees that are commonly found are the Shea 

trees, dawadawa, kapok, baobab, nim, cashew and mango. 

The soil is normally shallow and rough on the undulating 

territories. Average annual rainfall in the municipality is 

around 1000 mm, almost all of which occurs between May 

and October. Following the May–October rainy season is a 

cool dry period called the Harmattan when a steady, often 

dusty, north wind blows from the Sahara (Wa Municipal 

MTDP, 2009-2012). According to the 2010 Population and 

Housing Census (PHC), the Wa Municipality has a total 

population of 107,214 (Ghana statistical service 2010). The 

major economic operation in the municipality is peasant 

farming. About 72% of the economically functioning 

groups are all involved in agriculture or related activities 

(Ghana statistical service 2010). Christianity, Islam and 

traditional worshipers are the three dominant religious 

groups in the Municipality. Christians constitute 24.7%, 

Islam 44.4% and Traditional religion 27.1 %. 

 

LITERATURE REVIEW 

 

There is no doubt that one‟s health is a basic need which 

must be considered as a serious component of everyday 

life. This makes health insurance necessary in safe  
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guarding it. It enables individuals to access health care 

services therefore enabling one to maintain good health, 

contribute their effort to national income and also enhance 

their livelihood and that of their dependents. This section is 

to review studies made on health insurance, its contribution 

to quality health care delivery and also review studies on 

what influences individuals` participation in such 

insurance. 

 

Why People Register With the NHIS 
 

People have diverse reasons for registering for the NHIS; 

however, there are four major components that together 

impact a family's interest for a medical insurance policy. 

They are household perspective, quality of the healthcare 

system, characteristics of the health insurance policy itself 

and religious diversity (Bhat and Jain, 2006). 

 

  Household Perspective 

 
Various studies has shown that financial and statistical 

qualities of the family unit, for example, training of family 

individuals, salary level, health status, employment, 

presence of kids and the aged, marital status and sex of 

family head are key determinants of interest for medical 

insurance.  

Household's income level for instance has been found in 

both present and past studies and in developing and 

developed nations to have a positive relationship with the 

likelihood of obtaining medical insurance (Cameron et al. 

1988). The quantity of family members secured or the 

amount of medical insurance obtained is controlled by the 

income of the household (Bhat and Jain, 2006).  

The health status, the quantity of kids and age in a given 

family unit has an impact on the choice to buy medical 

insurance. Research based on visitation to a doctor, 

consistency and extent of hospitalization and self-evaluated 

health as intermediaries for health status have dependably 

been found to decide medical insurance take-up (Cameron 

et al. 1988). The notion of "adverse selection" has been 

utilized to depict this connection between health status and 

the choice to buy insurance. Adverse selection is 

understood as the circumstances where consumers have 

differential health risk however are not charged an 

exceptional equivalent to the normal peripheral cost of 

their insurance. Because of this, high risk customers find 

common medical insurance extremely appealing and 

henceforth tend to raise the amount purchased 

(Rangachary, 2001). 

 

 

 

 

 

 

  Quality of the Healthcare System 

Another perspective which contemplates the whole social 

insurance framework takes a look at how the health 

facilities and work force are disseminated, the quality of 

these facilities, and the price of healthcare services.  

Higher health expenses emerging out of low health status 

additionally causes a higher shot of obtaining medical 

insurance (Bhatt and Jain 2006). A reduction in socio-

economic welfare may happen when the price of health 

services is paid with a family's asset. Hence, as the cost of 

health insurance ascend because of medical improvement, 

the danger of total assets consumption additionally 

increments. Feldstein (1973) denotes that this increase in 

price of health services should raise interest for medical 

insurance.  

The theories of risk aversion and buyer reasonability 

have been utilized to clarify why family units will buy 

medical insurance on the premise of expected utility gain 

(disutility minimization). Due to risk averseness, 

consumers will for the most part buy medical insurance to 

diminish their danger of agony out-of-take, and on 

condition of rationality, they will rather settle on a medical 

insurance administration (as far as the sum buy) that will 

maximize their utility gain. 

 

  Characteristics of the Health Insurance Policy 
The third point of view is simply the attributes of the health 

insurance policy itself. One of the key highlights of a 

medical insurance policy in terms of regularly subjected to 

exact investigation is the field of administrations and 

sickness that a policy covers (nature of the bushel), the cost 

of the policy (premium) and the exchange cost, while the 

cost of the insurance policy and the nature of services 

secured by the policy are not fundamentally unrelated. 

Bhat and Jain, (2006) takes note that if a medical insurance 

policy is well planned to cover benefits as often as possible 

requested by individuals or sicknesses frequently endured 

by individuals, the odds of buying such an approach is 

high. Coverage which determines the categories of health 

care services the policy covers is thus a major factor in 

determine ones enrollment on an insurance policy (Osei-

Akoto and Adamba, 2010).  

Another characteristic identified is the extent of 

geographical coverage of the policy. Coverage here looks 

at how wide the health insurance is being operational in 

that even if a client moves from his immediate 

geographical area they still have access to health care 

services under the insurance policy (DeLia and Belloff, 

2006). The network nature of the policy determines this  

 



 

 

 

 

and individuals planning in obtaining or choosing 

insurance consider this as an important issue. 

 

  Religious Diversity 

There is a higher level of solidarity and shared trust and 

demonstrations of cooperation in religiously homogeneous 

groups when compared with heterogeneous and distinctive 

societies involving individuals of various ethnic 

foundations. Most studies have shown that increasing 

levels of diversity pose a challenge to civic and 

redistributive morals (Alesina and La Ferrara 1999). Large 

amounts of religious differences come along with lower 

levels of trust. Putnam (2007), finds distinctions in religion 

apply antagonistic here and now consequences for 

confiding in other individuals. These outcomes likewise 

affirm different works in sociology and psychology and in 

political theory that put forward that trust flourishes in a 

homogeneous settings and is destroyed when looked with 

heterogeneity (Miller, 1995 referred to in Stolle et al., 

2007). In essence, religious diversities discourage the 

dependence on the behavior of one‟s neighbor, friends and 

colleagues (Messick and Kramer, 2001 cited in Ginges, 

2007) thereby diminishing levels of trust, the limit with 

respect to joint effort and support for collective activity. 

Religious difference changes individuals' opinions of risk 

and social or shared help.  

Communities with a homogeneous group of people are 

more affable and more arranged and willing to add to 

programs implied for the benefit of all. Studies 

demonstrates that in the Northern Region of Ghana where 

there is a great extent of religious homogeneity 

(commanded by Islam) association in the medical coverage 

is fundamentally higher than Greater Accra district where 

there is higher religious decent variety (Ghobarah, 2008 

cited in Johnson, 2011). 

Understanding the connection amongst assorted variety 

and medical insurance penetration (take-up) is significant 

as a result of its suggestions for compelling individuals' 

recognition, comprehension and acknowledgment of the 

scheme (Scheve and Stasavage, 2006). 

 

  Risk Associated With Being Uninsured

  

Regarding risk, the new theory relies on experimental 

studies showing that consumers actually desire the risk of a 

large loss to incurring a smaller loss with certainty. 

Therefore, if consumers buy insurance, it is not because 

they wish to avoid risk. Instead, the new theory proposes 

that consumers simply pay a premium when healthy in 

exchange for an entitlement on additional income (effected 

when insurance pays for the medical care) when they  
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become ill (Krivanek, 2012).  Another major concern is 

that when uninsured, you get less medical care and less 

timely care and these seem to be the people that experience 

the worse health problems. Although insurance can be 

expensive it can cause a bigger burden not having 

insurance when serious injuries occur (Secci, 2012). The 

main issue for individuals who are uninsured is that, they 

are more ailing and are well-suited to pass on prematurely 

than the individuals who have insurance. Then again, 

having health insurance comes along with good health 

related issues. There are a great deal of confirmation which 

originates from many examinations using different sources 

of information and diverse techniques for investigation. 

Death risk has all the earmarks of being 25 per cent or 

higher for individuals with certain enduring conditions, 

which prompted the IOM approximation of around 18,000 

additional deaths for each year (Ekman, 2004).  

Some protest that low health status might be a premise of 

uninsured status, as opposed to the different way (Note that 

this protest is the invert of the protestation noted above that 

great health may discourage purchasing of medical 

insurance). Again, in any case, as the Insurance 

Outsourcing Managers (IOM) noticed, a few investigations 

utilize methods to regulate for this "reverse causation" and 

still find that nonappearance of health care insurance brings 

about poorer health results. The investigation of unforeseen 

accidents and new incessant conditions likewise tended to 

this issue; its short-term follow-up indicated that uninsured 

accident casualties will probably have finished treatment 

without being completely recovered and that those with 

interminable conditions still detailed more regrettable 

health status (Bovbjerg and Hadley, 2007). 

 

Health Insurance and Health Service Delivery in Ghana 
 

There are various reasons for introducing health insurance 

in developing countries. The often stated reason is 

improving health financing given the increasing evidence 

of a direct relationship between how a health system is 

financed and the performance of its functions and 

achievement of its goals (Preker and Carrin, 2004). This is 

to emphasize that, if systems are being given the necessary 

funding they need, it directly affect their performance in a 

more positive way.   

The general impression from exiting data and opinions 

from field studies is that health insurance has increased 

access and is beneficial to the population (Sory, 2009). The 

scheme has had direct effect on the health system by 

reorganizing the nature of quality control through facility 

assessment and accreditation. This has brought on board 

effective private sector participation and leveled the field to  

http://www.analyticbridge.com/profile/MirkoKrivanek
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allow the private sector access government funding for 

services provided. In the process, it has increased access by 

roping in the private sector which otherwise would have 

been out of reach of the poor (NHIS Annual Report 2010). 

Another contribution to systems development is the 

industry effect where hitherto diagnostic and imaging 

facilities in the private sector not reviewed and regulated 

have been reviewed and regulated for service provision. 

Though not perfect, these facilities are subjected to 

meeting a minimum level of service standards to retain 

their accreditation. Thus health service providers who wish 

to join the scheme have all the motivation to upgrade their 

facilities to a certain minimum standard as may be 

prescribed by the NHIA which directly will enhance the 

quality of their services. 

One of the fundamental orders of the NHIS is the 

affirmation of quality inside NHIS certified healthcare 

service provider facilities. This in any case, at the initiation 

of the scheme, the general public, the quasi-government 

and the mission health facilities were given cover transitory 

accreditation, while private healthcare facilities were 

required to look for accreditation. Under this arrangement, 

the healthcare facilities were not checked before being 

given temporary accreditation. Since 2009, 

notwithstanding, a formal accreditation framework has 

been built up under which healthcare facilities are carefully 

examined to guarantee that they meet pre-decided 

standards before being given accreditation. To date, more 

than 2,600 providers have been formally licensed. 

PharmAccess a Dutch Non-Governmental Organization 

(NGO) has given vital help to the licensing program of the 

NHIS. To promote quality improvements in healthcare 

services benefit arrangement, NHIS will proceed with the 

licensing and make stronger post-licensing observing. 

 

Funding and Exemption Policy 
 

The NHIS is funded for the most part by means taxes on 

specific products and ventures, (through VAT), 

maintenance on employees Social Security and National 

Insurance Trust (SSNIT) commitment and premium 

installment by means of membership registration. The 

NHIS Act, 2003 (Act 650) enforced a 2.5% VAT imposed 

on selected products and ventures in the nation to fund the 

scheme, and a 2.5% of employees commitment to the 

SSNIT is taken at source as their commitments to the 

scheme. By this, all SSNIT contributors are automatically 

exempted from payment of premium. They however are 

required to register keeping in mind the end goal to benefit 

from the scheme. A premium, decided on the bases of the 

level of income of subscribers, is paid by all informal  

 

 

 

 

sector employees with a specific end goal of getting means 

to the basic health services under the NHIS. A member of 

the community through Community Health Insurance 

Committee (CHIC) helps in the identification and 

classification of occupants into social groups to decide the 

premium (sum) to pay. Because of anticipated issues 

related to adverse and risk selection issues, and 

furthermore because of low earnings, the system set up a 

reserve to sponsor (reduce) the cost of giving healthcare 

services to DMHIS subscribers.  

A portion of aggregate mobilized funds for the scheme is 

repackaged as an "exemption fund" and diverted through 

district implementation associations to provide for the poor 

and vulnerable groups as defined under the Act2. As 

indicated by the Act, there ought to be an efficient social 

grouping approval set up in all Districts/Sub-metro, to 

guarantee that the actual core poor are recorded for 

Government to pay their contributions from the National 

Health Insurance Fund (NHIF). The CHIC are charged to 

distinguish and group residents into four primary social 

groups in this manner, the core poor, the poor people and 

the extremely poor, the middle class and the rich and the 

exceptionally rich. People exempted from paying premium 

are the core poor, together with SSNIT retired people, 

individuals more than 70 years and youngsters beneath 18 

years.  

 

Challenges Facing the Scheme 
 

One challenge identified by stakeholders is with the 

management of the fund (Seddoh et al, 2011). They noted 

that management of the NHIL in particular is too 

bureaucratic and not transparent.VAT service has to 

forward the funds to the Ministry of Finance which in turn 

puts it in a common pool. Respondents noted that when 

these funds get into the pool, government sometimes, uses 

it for other pressing issues. Some respondents alleged that 

government used NHIF to fund the 2008 Africa 

Confederation of Football tournament hosted by Ghana. 

They stated that, the levy is not dedicated and suggested an 

independent body be put in charge of managing the NHIL 

distinct from the scheme. 

The structure of Act 650 and the LI1809 was also 

identified as posing financial challenges to the NHIS. For 

instance, currently, because of the structure of the law 

every scheme should have a claim processing center and so 

there could be about 145 claims processing centers 

scattered all over the country. Every scheme runs its own 

financial management system and this creates an inability 

for synergies and efficiencies. Respondents reported of 

laxity in the monitoring system within the NHIS. They  



 

 

 

 

stated there is little monitoring of the activities of the 

schemes at the district level. 

Some respondents doubt whether there is real 

accountability and transparency within the schemes at the 

district level since they are not being effectively monitored. 

Respondents suggested that funding for the NHIS is 

inadequate. This assertion came from their observation in 

the delays in reimbursements for claims submitted by 

service providers. They also noted that on several 

occasions, officials of the NHIA have made public 

pronouncements to that effect. In their responses the 

sustainability of the NHIS will be dependent on several 

factors which are inextricably related. This includes the 

disease pattern in the country as complicated disease 

conditions increase the costs of treatment thereby raising 

costs incurred by the NHIS (Seddoh et al., 2011). 

A change in the disease pattern in the country will in the 

long term affect the benefits package. They emphasized the 

need for the scheme to support prevention activities. It was 

also noted by several respondents that the sources from 

which funds flow into the NHIF are not many. 

Respondents called for deliberations not only by the NHIA 

but stakeholders as well towards devising methods of 

ensuring continuous flow of resources into the NHIF. 

The bulk of funding for the NHIS is from the tax levy, 

which is linked to the VAT system (Ad valorem) and 

deductions from SSNIT contributions. Respondents 

proposed that for NHIS to be adequately funded and 

sustained, these sources must be reviewed. However, there 

was strong opposition from a majority of respondents to 

any increments of these taxes as some argue it will increase 

the tax burden on the average Ghanaian. A compromise 

position was suggested by some who stated the tax is a 

guaranteed source of resource flow and could be increased 

systematically whiles widening the tax net. The NHIL is 

linked to the growth of the economy – an economic growth 

will mean more resources generated from the NHIL and 

vice versa. 

Generally, respondents noted that increasing the SSNIT 

deduction may not be the best possible option. They 

contend that somewhere along the line workers will want 

to know how long the deductions will continue, how much 

is being deducted and the effects on the individual‟s 

pension benefits; and that if workers continue to be kept in 

the dark about these issues, there may be agitations 

(Nazzar, 2009 cited in Appiah et al., 2011). Others 

suggested an increase in the tax on some luxurious 

consumables.  

Deployment of ICT into the scheme‟s operations is 

ongoing and rolled out in phases. Phase A (Schemes 

Applications) deals with configuration and rolling-out of  
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schemes and providers software whereas phase B&C 

(NHIA Applications) involves the configuration and 

implementation of finance, payroll, accreditation, scheme 

registration and procurement systems. However, the ICT 

platform is not at the optimum level yet (Kusi, 2009). An 

optimum is needed to be achieved to solve problems in 

delays in processing cards, networking branches and 

collecting and maintaining proper records on clients. Also 

whereas the benefit package covers a significant number of 

ailments, anecdotally at 90-95 per cent of all conditions, 

the referral systems are so weak that when disease 

conditions arise beyond the package, there is no safety net 

to address the resource needs.  

The cost of care is rising. Medications represent 53% of 

claims cost. Around 80% of drugs are gained from 

unorganized sources. Due to this, current pricing and cost 

structures catch the wasteful aspects of the market. The 

NHIA has not possessed the capacity to successfully utilize 

its market share and prevailing position to use bring down 

costs for medicines dispensed on the scheme. Instead, it is 

focusing on supply side issues of „dictating‟ physician 

dispensing practice with potential consequences for 

treatment outcomes (Nyman, 2003). 

The Ghana Diagnostic Related Group (G-DRG), a 

system where diseases are categorized and a predetermined 

fee is attached and paid to service providers in advance. 

The amount is paid whether or not the enrolled subscriber 

access services within the payment period (Saleh, 2006).  

This system has brought about a number of wastefulness. 

The standard number of visits for a disease episode 

allowable is three. Practitioners have been observed to use 

this as an allowable end level use and billing for multiple 

visits that did not occur. 

There are additionally significant worries of wrong 

classification of conditions and diseases, up-coding, over-

charging and intentional deception and deceitful practices 

among administrators of scheme and service providers. The 

majority of these are put down to weak capacity and 

supervision. 

The National health insurance scheme has indicated its 

intent to introduce its own prescriptions forms linked to 

identification numbers of schemes, has started centralizing 

claims management and piloting a capitation payment 

mechanism. It is assumed that capitation will let all 

stakeholders share risk and streamline and ensure efficient 

use of financial resources (NHIS Annual Report 2010). 

The Chief Executive of the NHIS Mr. Sylvester Mensah 

reported to a Health Partners Summit in April 2010 that it 

made savings of over GH¢6.43m from 161 clinical audits 

as at March 2010. It also reported that approximately 15% 

of the money paid for claims in 2009 was overpayment. 
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METHODOLOGY 
 

Methodology literally means a system of methods and 

principles used in a particular activity. It contains the 

standards and principles employed to guide the choice, 

structure, process and use of methods as directed by the 

underlined paradigm (Ahuja, 2007). It is also the procedure 

of research technique. Methodology is not a research 

model utilized in a specific task however it is a technique 

which involves theoretical principles and structure that 

gives guidelines about how research is carried out in the 

center of a specific paradigm. 

This section discusses the methodology that was used in 

carrying out the study. The methodologies which were 

employed are as follows: 

 

 Research design  

 Sampling design  

 Sources of data 

 Tools of data collection 

 Data analysis and presentation 

 Scope of the study 

 

Research Design 
 

The research was conducted in the Wa Municipal located 

in the Upper West Region of Ghana. The researchers in 

their effort to make in depth investigation into the subject 

matter used both the primary data and secondary data for 

the study. The primary data was collected from the field 

thus through the use of questionnaire whiles secondary data 

was obtained from text books, magazines, journals, articles 

on issues relating to the effect of National Health Insurance 

Scheme on health service provision in the Wa 

Municipality. In this study, a cross-sectional study 

approach was adopted to collect data from a cross-section 

of scheme stakeholders. 

This research was approached from a deductive 

perspective, where hypothesis were carefully formulated 

and tested to ascertain the outcome. A descriptive survey 

was used for the study. 

 

Sampling Design 
 

Sampling is the process of selecting a portion of the 

population to represent the entire population (Amedahe, 

2001). This helps the researcher to study about a relatively 

small number of units in the place of the target populace 

and to acquire information that will give a clear 

representation of the study. 

 

 

 

 

 

This study employed probability sampling. In probability 

sampling, every unit of the population has an equal chance 

of being selected for the sample. Under this, simple 

random sampling, stratified sampling and systematic 

sampling were employed. 

 

Study Population 

Sample population refers to all those people with the 

characteristics which the researchers want to study within 

the context of a particular research problem (Ahuja, 2007). 

It is also the target group from which the research is 

interested in gaining information and drawing conclusions. 

In this study, the sample population is the people living in 

Wa Municipal. 

 

  Sample Frame

For the purpose of this study, the sampling frame is 

registered and non-registered members of NHIS in the Wa 

municipality.  

 

Sample Size 

Sample size is the number of respondents to be considered 

in the sample frame. The sample size was 250. This was 

obtained using the Taro‟s formulae. 

 

Sources of Data 

Data for the study was collected from primary source. 

 

 Primary Sources 

This is data collected directly from the field. This can be 

done through the use of research instruments such as 

observation, interviews and questionnaires to collect data 

from the respondents. 

 

Tools of Data Collection  

The research instrument which was used in collecting the 

data was the questionnaire. A questionnaire is a set of 

questions that has been specially designed as a means of 

collecting information and survey opinions on a specified 

subject. Basically there are two types of questionnaire 

namely, structured and unstructured questionnaire. These 

were used in designing questionnaires for respondent. 

Structured questionnaire contains itemized answers. 

Thus, they can be answered by underlining, ticking or 

circling answers deemed appropriate by the respondent. 

Usually, “Yes/No” are demanded under structured 

questionnaire. With unstructured questionnaires, spaces are 

provided for the respondents to give their own answers or 

express their opinion in the spaces provided. It is also 

called open-ended questionnaires. 



 

 

 

 

The questionnaire contains twenty-five (25) questions 

made up of both structured and unstructured questions 

which framed to guide the researchers to get the necessary 

information for the study. Respondents were required to 

provide answers by “ticking or state where appropriate”. 

Their answers serve as validation of the hypothesis. 

 

Methods of Data Analysis and Presentation 
 

The data was analyzed using both descriptive and 

qualitative methods. It is however important to note that 

since the main aim of the study is to analyze the effect 

National Health Insurance Scheme have on health service  
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provision in  Wa Municipality, questions were asked to 

people in bid to establish the relationship that exist 

between these phenomena.   

 

Data Analysis and Presentation Tools 
 

Descriptive statistics were used to analyze the 

demographical characteristics of the respondents (age, sex, 

level of education, marital status and religion) and 

respondent knowledge on NHIS. Descriptive statistics 

analysis (crosstabs) were used again to determine whether 

level of understanding of the respondents has influence on 

registering for the NHIS. 

The logit model was used to identify the factors that affect 

NHIS participation.  

    The logistic distribution function is given as: 

 

   
 

      
 

  

    
    …………………………… [     ] 

 

Where  

                                ....….[     ] 
 

Where 

 

F=             Female     

                                 

 A=             Age 

            E=             Educated 

            M=            Married 

             I=              Income       

            H=             High-knowledge 

 

As                        ,                   , 

and that    is nonlinearly related to   . 
   If    is the probability of Participating in NHIS, then 
(    ) is the probability of not Participating.      

                     Thus; 
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     …………….......…[     ] 

 

Hence,    
  

     
   is the probability that a person will 

participate in NHIS or will not participate? 

 Taking the natural log of the above equation,  
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Therefore    
  

    
                    

                  
                                

 

The coefficients are partial slope coefficient and measure 

the change in the Logit estimate for a unit change in the 

value of the given regressor, ceteris parabus. 

Chi-Square (X
2
) was used to analyze the relationship 

between health care as well as the quality of health care 

under the NHIS. This was represented on a table.   

 

Scope of the Study 
 

The study was carried out in the Wa Municipality of the 

Upper West Region of Ghana. The research seeks to cover 

issues on the effects of National Health Insurance Scheme 

on Health Service Provision the Wa Municipality. The 

study will help us to know how the people in the Wa 

Municipality are embracing the NHIS and also to assess 

the impact of the NHIS as to whether its introduction has 

improved upon the quality of health service delivery or 

otherwise. The study looked at the factors that influence 

NHIS participation. 
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                                        Table 1. Demographic Characteristics of Respondents 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                    N= 250 

 

 

DATA ANALYSIS AND PRESENTATION 
 

This section is focused on the analysis and presentation of 

data gathered from the field. It comprised of analysis on 

socio-demographic characteristics of respondents, an 

analysis of factors that influence one decision to register 

with the NHIS. This is done by using the Binary Logistic 

model. 

 

Socio-Demographic Characteristics of Respondents 
 

Table 1 shows the age, sex, religion, marital status and 

educational level of respondents in frequencies and in 

percentages. The highest age group was the “18-59” group  

with 93.2% of the total respondents. This is followed by 

the “60+” group with 4.0%.The least was the “Below 

18”group with a total of 2.8%. This is as a result of the 

youthful nature of the population in the Wa municipality.  

From the survey, it came to light that sixty-nine point 

six percent (69.6%) of the respondents was married with 

30.4% unmarried. This indicates the relationship between 

been married and registering as an NHIS member. We 

expect a positive relationship between Married people and  

NHIS participation. This relationship will be clearly 

identified using the Binary Logistics in our quest to 

analyze our first objective. 

 

 

 

 

 

 

 

Education is a process of acquiring knowledge and skills, 

hence a person with some level of education, whether 

formal or informal, is likely to have understanding on 

issues of Health of which NHIS is not an exception than a 

person without any education, ceteris paribus. It is 

therefore important to determine the educational level of 

the respondents. The research conducted revealed that 

44.8% of the respondents are having tertiary education; this 

is due to the present of free education to the SHS level and 

the presents of different levels of tertiary institutions in the 

municipality. It was expected that there will be a positive 

relation between Educated and NHIS Participation as our 

a-priori. 

It was revealed that 44.8% of the respondents have 

tertiary education which was followed by SHS with 17.6%, 

with the least being those with No-education (11.2%). This 

implies that most respondents are likely to have high-

knowledge about NHIS which can influence their decision 

to participate. Religion on the other hand is highly 

distributed in Wa Municipality. Out of the total of two-

hundred and fifty (250) respondent interviewed, fifty-four 

point eight percent (54.8%) representing hundred and 

thirty-seven (137) people are Muslims, where forty-three 

point two percent (43.2%)  representing  one-hundred and 

eight people(108) are Christians and the least religious  

 

Variable                   Category                                Frequency              Percentage        
Percentage                                                                                              

Age                           Below 18       28                                    11.2 
                                  18 – 59                                 176                                  70.4 
                                  60+                                                 46                               18.4  
 
Marital status        Unmarried                                      76                                    30.4 
                                   Married                                          174                                  69.6 
 
Education              Primary                                     33                                    13.2 
                                JHS                                                  33                                 13.2 
                                SHS                                                   44                                 17.6 
                                Tertiary                                               112                                  44.8 
                                No Education                                      28                                   11.2 
 
Religion                 Christian                                              108                                 43.2 
                                Muslim                                                 137                                54.8 
                                Traditionalist                                         5                                    2.0                          
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             Table 2. Regression Results on Factors that has Influence on NHIS Participation 
 

Variables                    Coefficient                                Marginal  effects 

 

                      Estimates     Z-value    P-value         Estimates     Z-value      P-value 

Female             1.097            2.47       0.014             0.107        2.37   0.018 

 

Age                  0.001            0.08       0.934             0.001     0.08           0.934 

 

Literate            1.508            3.32       0.001             0.166    2.95  0.003 

 

Married            2.032          4.55        0.000             0.237           4.18           0.333 

 

Income            0.002          2.67       0.008              0.001           2.80           0.005 

 

High knowledge 1.120      2.53       0.011              0.112           2.35           0.019 

 

Constant           -2.783      -3.94   0.000 

 

Model Diagnostic: Pseudo R2 = 0.4102, Prob = 0.000, Correctly Classified by 87.20% 

 

 

group been the Traditionalist forming only 2% of the total 

respondents. 

The age distribution of respondents “18-59” dominate 

with a frequency of 176 people representing 70.4%. The 

least age interviewed were those below the age of 18, they 

also occupy a frequency of 28 people and a percentage of 

11.2%, an illustration made by Sara Sulzbach (MPH) Abt 

Associates Inc. Bertha Garshong (MA) Gertrude Owusu-

Banahene (MSc) Health Research Unit, Ghana Health 

Service. In their research topic “Evaluating the Effects of 

the National Health Insurance Act in Ghana: Baseline 

Report (2005)” shows that children and the aged tend to 

participate in NHIS more than those between “18 and 59”. 

The illustration of the sex distribution of respondents 

shows 154 females representing 61.6% and 96 males 

representing 38.4% were interviewed. Table 2 indicates the 

relationship between Sex and one‟s decision to participate 

in the NHIS. It was realized that out of the total two-

hundred and fifty (250) people interviewed, two-hundred 

(200) of them are NHIS registered members whereas 50 of 

them are not registered, out of this 200 registered 

respondent one-hundred and thirty nine (139) are Females 

and sixty-one are Males (61). Using a simple ratio 

calculation indicates that, there is about ninety point three 

percent (90.3%) probability of a female registering as 

compared to sixty-three point five percent (63.5%) for that 

of a male registering.  

 

 

                          Female = 
   

   
                           

                          Male    = 
  

  
              

 

Since the female ratio which is 90.3% indicates that in 

every 100 female you meet at least 90 of them will be 

registered members of NHIS whereas 63.5% representing 

the percentage of Males liable to be registered in every 100 

men. This clearly indicates that there is high possibility of 

Females registering more than males, case study in Wa 

Municipality. 
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                           Table 3. Response on Level of Knowledge about NHIS 

                                   Low knowledge         High knowledge       Total 

Non participation  28 (11.2%)                22 (8.8%)                50 (20%) 

  

Participation               43 (17.2%)              157 (62.8%)            200 (80%)              

 

Total                           71 (28.4%)              179 (71.6%)            250 (100%) 

 

 

Factors That Influence NHIS Participation 
 

On a-priori expectation of signs of the various variables in 

the model; Age, Gender, Education, Marriage, NHIS 

Knowledge and Income had correct signs as expected 

except for the constant which is inversely related to NHIS 

Participation. In relation to variable significance results 

presented in Table 2, shows that Education, Income and 

Marriage are statistically significant at 1% level, whereas 

Females and High-knowledge are also statistically 

significant at 5% level with only Age not being significant 

in explaining NHIS participation.  

Age is statistically insignificant even though directly 

related to the independent variable, this implies that there is 

a high chance or probability of Age been selected other 

than been predicted by the research making it insignificant 

on the dependent variable. According to the research, it 

was revealed that Age do little in explaining the dependent 

variable which is NHIS Participation. 

Results further show that as an individual‟s Income 

increase his probability of participating in NHIS increases. 

This confirms the conclusion made by Dr. Adobea Yaa 

Owusu, in her book “National/Mutual Health Insurance in 

Ghana, Introduction, Access and Framework, 2010” who 

found that people with high level of income are more likely 

to adopt NHIS more than people with small income. This is 

due to the fact that, people who earn small income are 

unable to fund for their NHIS fees and its constant renewal 

even if the service is not enjoyed. 

The table also depicts that people who are able to read 

and write (literate) are more likely to participate in NHIS 

as compared to people who cannot read and write 

(illiterate), this is confirmed by „Slavea, Chankova and 

Sara Diop (2008) in the book “Impact of NHIS” but oppose 

by „Criel and Kegels 1997‟. This is because literates‟ are 

able to understand issues, have access to different sources  

of information and high probability to contribute to SSNIT 

which makes NHIS participation compulsory. 

Understanding and Knowledge about NHIS also has a  

 

positive relationship with NHIS Participation at 5% level 

of significant. This means that understanding the NHIS 

policies has a direct impact on participation. It can be 

explained in the direction that, when one obtains an in 

depth understanding concerning the NHIS then there is a 

high probability that the person will register as an NHIS 

member. 

The table also indicates that there is positive relationship 

and a statistically significant level of 1% for married 

people in explaining the dependent variable. This is 

because, married people have a high probability of giving 

birth which makes it automatically free for the pregnant 

mothers to participate in NHIS and subsequently to 

continue their participation in order to capture their 

children under them, and they need to register. Female is 

statistically significant in explaining the dependent 

variable. This means that Females tend to register more 

than Males confirmed by the NHIA Operation Report, 

2008. 

Column 4 of Table 2 presents marginal effects of the 

explanatory variables on the probability of NHIS 

Participation. Holding other factors constant, Females are 

10.7% more likely to participate in NHIS more than their 

male counterparts. Similarly, Married people are 23.7% 

more likely to participate in NHIS more than Unmarried 

people holding other variables constant.  Also, ceteris 

paribus, educated people are 16.6% more likely to 

participate in NHIS more than uneducated people. 

Furthermore, holding other variables constant, a 1 GH₵ 

increase in one‟s Income increases his probability of 

Participating in NHIS by 3.0%. There is an 11.2% increase 

in probability that people with High-understanding will 

participate in NHIS more than people with No-

understanding in NHIS shown in Table 3 and Table 4.  

 

Knowledge of NHIS and Participation 

From the survey conducted, 71 people representing 28.4% 

had low-knowledge regarding NHIS whiles 179 people 

representing 71.6% had high knowledge on the NHIS. This  
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              Table 4. A Chi Square (X)
2 
Showing The Relationship Between Level Of Knowledge and NHIS    

Participation 

Observed               Expected   R                       R2                              R2/E 
28  14.2               13.8                  190.44                   13.40 

 

22                         35.8 -13.8                  190.44                     5.32 

 

   43                         56.8   -13.8          190.44                     3.35 

 

157                       142.2               13.8                 190.44                     1.33 

 
(X2)                                                                                                  23.49 

 

 

Degree of freedom (df) = (2-1)*(2-1) =1,    = 0.05   X
2
crit

 
= 3.841  

X
2
cal. (23.49)>X

2
crit. (3.841) 

 

 

is illustrated in Table 5 and further analyses were made 

using the Chi-square (X
2
). 

 

                          

SUMMARY, FINDINGS, CONCLUSIONS, AND 

RECOMMENDATIONS 
 

The H0 is rejected in favor of the H1.The implication is that 

respondents level of knowledge about NHIS influence their 

decision to participate in NHIS. This is clearly indicated 

under the Logit Model used earlier, where there is a 

positive relationship between High-knowledge and NHIS 

participation. There is 11.2% increase in probability that 

people with High-understanding will participate in NHIS 

more than people with No-understanding in NHIS. 

More participation is an indication that now people make 

use of the health facilities more than before hence 

indirectly informing health service providers to up their 

services. Thus, unlike first when people were not making 

use of the health facilities because they had no idea about 

the NHIS, now people will make good use of the health 

facilities because they have an insurance backing them to 

cut down some of the cost they use to incur when seeking 

for healthcare. 

Therefore, the more people are informed about the NHIS, 

the more they will know the benefits it comes with and 

become registered members. And also the more people  

 

 

register, the more they will make use of the healthcare 

facilities and providers.  

 

Customer Perception of Quality of Health Service 

Provision 
 

Hypothesis                                                                                                                                                 

 

H0: There is no relative improvement in Health Service 

provision with the introduction of NHIS 

H1: There is relative improvement in Health Service 

provision with the introduction of NHIS      

Decision rule; Reject H0, if X
2
cal >X

2
crit 

                             
Since X

2
cal.> X

2
crit, H0 is therefore rejected in favor of the 

H1, the implication is that, there has being a relative 

improvement in health service provision with the 

introduction of the NHIS in Wa Municipality. 

As already stated earlier, now people are well informed 

about the NHIS hence they have the knowledge about 

whom to report to incase dissatisfaction in health service 

provision. As a result, health service providers have now 

raised their standards in terms of providing healthcare 

service to client so as to avoid any complains logged 

against them by their clients to their superiors which may 

lead to the dismissal of some of the workers. Due to this, 

there has been an improvement in the services clients  
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           Table 5. Cross-tabulation of NHIS and Cash and Carry 

                              Poor                  Fair                    High                         Total 

NHIS                 36 (7.2%)          71 (14.2%)          143 (28.6%)             250 (50%) 

Cash & Carry 100 (20%)        112 (22.4%)         38 (7.6%)                  250 (50%) 

Total                136 (27.2%)       183 (36.6%)       181 (36.2%)             500 (100%) 

 

 

 

                                   Table 6. A chi-Square(X
2
) Indicating the Effects of NHIS on Health Service Provision  

Observed             Expected                   Residual                R
2                 

 

 ⁄
 

      36                     68.0                         -32.0                1024.00                  15.06 

 

       71                    91.5                         -20.5                420.25                     4.59 

 

     143                    90.5                          52.5               2756.25                   30.45 

 

    100                     68.0                          32.0               1024.00                   15.06 

 

    112                     91.5                           20.5              420.25                     4.59 

 

    38                       90.5                          -52.5              2756.25                   30.45 

 

X
2
cal                                                                                                           100.20 

 

                                        Degree of freedom (DF)   (row   1)    (column  1)   Row 2, Column     DF   

                                            Level of significance ( ) for the test is 0.050    X2crit 5.99   

                                             X2cal.(100.20)  > X2crit.(5.99) 

 

receive when they go to the various health service 

facilities. 

This concluding section summarizes the purpose and 

objectives of the study, the major findings and conclusions, 

discusses the implications of National Health Insurance 

Scheme NHIS on health service provisions in the Wa 

Municipality and makes recommendations. 

 

Summary of Major Findings 
 

High literacy among respondents, especially in terms of 

tertiary education as it was discovered that about 44.8% of 

the respondents had tertiary education which had a direct 

impact on NHIS Participation. 

Another key finding is the outcome of the chi-square 

distribution which indicated that the introduction of NHIS 

has led to an increase in Health Service Provision. This 

conclusion was made base on the fact that the X
2
cal. 

(100.20)  > X
2
crit.(5.99) hence the rejection of  H0 to the 

acceptance of the H1. 

The Cross-tabulation used to establish the relationship 

between Gender and NHIS Participation also indicates that 

Females tends to participate in NHIS more than their Male  

 



 

 

 

 

counterparts. The reason obtained for this relationship is 

that, pregnant mothers are registered for free. 

The structure of the respondents after the use of the Logit 

Model indicates Age is insignificant in explaining the 

dependent variable. This means Age contribute virtually 

nothing in explaining the variation in the dependent 

variable which is NHIS Participation. 

To sum up, these discoveries for NHIS Participation 

propose that, the establishing of the NHIS has been so far 

an expert rich change. Indeed, they demonstrate that the 

better of in the population will probably select, which 

suggest that the cost part of the NHIS is determinant in the 

choice to enlist, and that literacy and education are key 

determinants for enrolment. These outcomes are partly 

consistent with Mensah et al. (2010 cited in Brugiavini and 

Pace 2010). 

 

Conclusion 
 

We concentrate on the current experience of Ghana, where 

a National Health Insurance Scheme (NHIS) was passed 

into law in 2003 and completely actualized from late 2005. 

Despite the fact that there is proof of an expanding level of 

coverage, there has been little research to date on the 

effects that the National Health Insurance Scheme has on 

health service provision.  

Utilizing information acquired from the field and Health 

Survey, we present some evidence on how the National 

Health Insurance Scheme affects Health Services Provision 

and the factors that influence NHIS Participation in Wa 

Municipality in the Upper-West Region. A Chi-square 

distribution table was used in establishing this effect that 

NHIS has on Health Provision. It was then discovered after 

the analysis that, the introduction of NHIS has led to an 

increase in Health Service Provision in Wa Municipality. 

The Logit Model was used in analyzing the factors that 

influence NHIS Participation where we found out that 

Female, Married, Education, NHIS Knowledge and High 

Income are all statistically significant and positively related 

to NHIS Participation and hence has the tendency of 

increasing NHIS Participants whenever those factors 

increases and vice versa. 

 

Recommendations 
 

As noted by Jakab and Krishnan (2001), the available 

literature may be subject to „publication biases. In other 

words, research that found no evidence of increased 

utilization of health care associated with MHOs might be 

less likely to be published. Furthermore, failed schemes  
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would not be likely to be included in studies, whereas 

successful schemes are more likely to be studied. 

Among other suggestions, the study recommends that the 

Scheme should be redesigned to benefit rural and poor 

households more than they do now. 

The study found that insured respondents in the 

household survey are more likely to seek formal outpatient 

care than were their uninsured counterparts. Insured 

respondents were also significantly more likely than 

uninsured to seek health care within the early days of 

illness, and to by-pass informal care and go directly to a 

formal health facility. Hence we recommends that, 

Governments and NGO‟s who seek to reduce mortality rate 

should target on projects and policies to increase NHIS 

Participation. 

In particular, since the analysis of the determinants of 

NHIS Participation suggests that cost is one of the major 

obstacles to participation, since Income is positively related 

to NHIS Participation. Thence the health care authorities in 

Ghana should probably work in two directions: i) 

differentiating the premium on an income/wealth basis to 

generate a progressive system in which the lowest income 

group pays effectively less than the highest income group, 

ii) finding more effective methods to identify the poor for 

the purpose of premium exemption. Moreover, because a 

woman‟s educational attainment is a strong determinant of 

NHIS participation and those with low education and not 

able to read are less likely to enroll, information on the 

NHIS should be disseminated in ways that reach those with 

little or no education. 
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ACRONYMS 

 

CHPs- Community Based Health Planning Service 

CHIC - Community Health Insurance Committee 

DMHIS - District- Mutual Health Insurance schemes. 

GSS - Ghana Statistical Service 

G-DRG - Ghana Diagnostic Related Group  

ICT - Information Communication Technology  

IOM - Insurance Outsourcing Managers 

MDG - Millennium Developing Goals 

NHA - National Insurance Authority 

NHIA - National Health Insurance Authority 

NHIS - National Health Insurance Scheme 

NHIF - National Health Insurance Fund 

NGO - Non-Governmental Organization 

SSNIT- Social Security and National Insurance Trust 

SHS- Senior High School  

VAT- Value Added Tax   

APPENDIX 

Research Questionnaires 

Dear respondent, 

We are students from University for Development Studies Wa campus and in the faculty of Integrated Development 

Studies (Department of Economics and Entrepreneurship Development). 

This is a research questionnaire to help analyze the effect National Health Insurance Scheme have on health service 

provision in the Wa Municipality in the Upper West Region of Ghana. 

 This is purely an academic exercise and you are therefore assured that all information provided will be kept in utmost 

confidence. The whole process will span about 20 minutes. It would be very much appreciated if you could spare a brief 

moment to complete this questionnaire as candidly as possible 
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PLEASE TICK AND/OR STATE WHERE APPROPRIATE 

 

SECTION A 

1. What is your gender?       

Male            Female 

 

2. How old are you?   …………………………………………………………………………………. 

 

3. What is your level of education?    

 

 Primary                      JHS                          SHS                       Tertiary                No education  

 

4. Marital status?  Single                     Married                    Divorced                 Separated 

 

5. What occupation are you engaged in?                                                                                        

 

Please specify ……………………………………....................................................................... 

 

6. On the average how much do you earn at the end of every month?  ………............................... 

7. What is your household size?  ……………………………………............................................ 

 

8. What is your Religion?    Christian                        Muslim                      Traditionalist                  Others 

(specify)……………………………       

 

 

SECTION B 

 

9. What is your level of understanding about NHIS?    

No understanding                   Fair understanding                   High understanding 

 

10. Are you a registered member of NHIS?        Yes                      No 

 

11. If no please state your reason 

………………………………………………………………………............................................. 

…………………………………………………………………………………..……………………........................... 

 

12. If yes, for how long have you been an HNIS subscriber?                                                                 

 

 Please specify……………………………………………………………………………………… 

 

13. Under what contribution related category do you fall under?    

 Informal sector               Indigent               SSNIT Contributor               SSNIT pensioner               Dependant 
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14. How often do you use the NHIS card to access healthcare?            

                                                                                                                                                  

Weekly     monthly         Yearly  Occasionally 

 

15. Do you face challenges when you use the NHIS card to access healthcare?                                 

 

Yes                      No 

 

16. If yes please state  some 

………………………………………………………….................................................................... 

……………………………………………………………………………………………................. 

 

17. Has the NHIS brought any benefit to you?        

 

Yes                      No  

 

18. If yes/no please state some 

…………………………………………………………………………............................................ 

……………………………………………......................................................................................... 

 

19. How would you rate the effectiveness of the NHIS card in accessing healthcare?                                  

 

Very Poor               Poor              Average                 High 

 

20. How would you rate the quality of healthcare service under the NHIS?                                      

  Very low                Low              Average                 High 

 

 

21. Which one do you think is better for you?    

Cash and Carry                  NHIS           Private Commercial Health Insurance Scheme  

  

22. Please state your reason 

……………………………………………………………………………........................................ 

……………………………………………………………………………………………….........................................

................................................................................................................................ 

 

23. Do you have any intention of switching to a Private Commercial Health Insurance Scheme?       

 

Yes                        No 

 

24. Please state your reason 

………………………………………………………………............................................................ 

……………….………………………………………………………………………………………… 

………………………………....................................................................................................... 

 

25. Do you have any comment you would like to add to the above about the NHIS? 

…………………………………………………………………………………………………………………………

……………………………………………………………………………………....................................................... 
                                                    

THANKS FOR YOUR TIME, WE ARE MOST GRATEFUL 

 


