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Abstract

This thesis examines the problems of health financing and the emergence of Mutual
Health Organisations under the health sector reforms in Ghana. Governments of sub-
Saharan Africa region have embraced the Community-based health insurance
schemes concept under the health sector reforms, with momentous enthusiasm. They
believe that these newly emerging hcalth financing arrangements could easily be
utilised as platforms for initiating Social Health Insurance strategies to reach the
economically deprived people. Without such schemes, citizens would become poorer
because they would have had to dispose of their family’s wealth in order to treat a
member who falls sick. Ghana, a developing country in West Africa has introduced a
National Health Insurance Scheme, which is fused with Social health insurance and
Community-based health insurance schemes. This study examines pro-active plans to
address the financial viability of the schemes, to prevent them from going insolvent.

The study generally, investigates health sector reforms in the context of Ghana. Four
operating District Mutual Health Insurance Schemes (MHOs) were selected using
geographical locations, among other criteria, as case studies. Data was gathered
through interviews. The findings of the empirical study were analysed and interpreted
using social policy and community ficld theories with the support of available
documents. The evidence from the study concludcs that government’s intervention
(implementation of NHI Act 650) has increcased and expanded the membership base
of the schemes: from small group-based to district-wide schemes under the ambit of
the District Assemblies. However, such intervention has equally led to diminished
community initiatives in establishing, and the complete collapse of the original small
group-based schemes. The study also finds among other things that:

1. The financial viability of thc schemes depends on the provision of long-term
government subsidy. However, they may not be financially viable beyond
subsidy-funding due to uncontrollable high utilisation rate, occurrence of
health insurance fraud, moral hazard and associated exorbitant claims made on
them by health care providers.

2. There are problems with late release of reimbursement tunds for discharging
with claims by the central government. This has impacted heavily on the
financial and strategic management and decision making processes of health
institutions in the operating districts.

3. Hcalth managers are unable to fulfil their contractual obligations to their
supplicrs as their capital funds are locked up with the Mutual Health
Organisations that arc also unable to provide front loading for thc health
providers even up to a period of three (3) months of their financial operational
requirements.

4. There is thercfore, a perceived tension between the schemes and the health
institutions as the health institutions prefer to treat clicnts who come under the
*cash and carry’ group since they provide prompt payment, to the detriment of
insured clients whose reimbursement is delayed causing the institutions to be
cash-trapped. This is recommended for immediate attention.



Declaration

I declare that this thesis titled ‘Health Sector Reforms: A Study of Mutual Health
Organisations in Ghana’ has never been presented anywhere for an academic award.
All cited works have been acknowledged in the references accordingly. [ may
however, be pardoned for any unacknowledged work which might have been caused

by oversight.

Signature......................

Augustine Afari-Adomah

(Student)
Signature..............oo Signature....................
Prof. J.A. Chandler Prof. G.A. Mountain

(Supervisor) (Supervisor)



Dedication

This piece of academic work is dedicated to the memory of two most important
pcople who provided the fundamental challenge and motivation for my academic
pursuits. They are: the late Pastor Mary Adarkwa Yeboah-Afari, who is represented
by Miss Valentia Maame Adarkwa-Afari (my daughter) and the late Bishop (Dr) Paul

Owusu-Tabiri, who is represented by Mr Eric Papa Owusu-Afari (my son).

“But when you humble yourself like a lamb before the LORD, He will lift you up and

you will work miracles and God will do wonders in your life”” (Owusu-Tabin, P..
2004:99).

1



Acknowledgements

The pursuit of this PhD study was made possible through the untiring efforts of some
individuals and organisations and must be acknowledged.

I owe a debt of gratitude to the Almighty GOD who granted me the wisdom. strength
and the necessary assistance through diverse ways since the start to the finish of this
great academic exercise.

The completion of this thesis would not have been made possible without the
acceptance of my supervisors, Professor James A. Chandler, Leader, International
Business Subject Group, Sheffield Business School, Sheffield Hallam University and
Professor Gail A. Mountain, Research Professor Occupational Therapy, Faculty of
Health and Social Care (currently at the School of Health and Related Research, The
University of Sheffield), who first and foremost agreed to supervise me, which led to
my admission for the PhD programme by the Sheffield Business School, Sheffield
Hallam University, UK. Their commitment to the cause and course of the project was
demonstrated by reviewing and constructively commenting on the numerous drafts,
which finally, led to the completion of this thesis. To them I say a BIG THANK
YOU, ‘Meda Won Ase’.

My immediate family deserves the highest of commendations. [ cnjoyed tremendous
support from my wife, Ms Alice Asobayire. My two children, Miss Valentia Maame
Adarkwa-Afari and Mr Eric Papa Owusu-Afari, always kept me on my toes. They
indeed provided the motivation | needed throughout the course of my studies in the
United Kingdom.

My cxtended family also did their possible best by supporting me in prayers and
deserves a word of appreciation: Ms Janet Akosua Gyau, Ms Sophia Mcnsah-Afari,
Ms Juliana Ycboah, Ms Christiana Beatrice Frimpomaa, Mr Emmanuel Yeboah-
Afari, Ms Agartha Kumi and Ms Rose Gyamfi; my mums: Ms Comfort Mintah, Ms
Agnes Mintah, Ms Akosua Kumi, Ms Christiana Amankwaa, Mrs Yaa Animah-
Tuffour, Nana Ama Amankwaa a.k.a. *Aunty Nana Ama’ and Mrs Georgina Owusu-
Tabiri; and my uncles: Mr Yaw Badu, Mr Kwame Baah-Korang, a.k.a. ‘Kwame
Ghana’; all other cousins, nieces and nephews. Particular mention should be made of
my senior brother, Mr James Kwame Twumasi-Afari, who provided the expected
financial assistance when it mattered most, during my educational journey.

There are certain people who through different ways either supported me on finalising
my decision to travel to the United Kingdom for this PhD programme or contributed
by providing constructive comments in one way or the other. Amongst thesc arc: Mr
Joscph Appiah-Mecnsah, Administrative Manager, Sompa Kokoo Buying Company
Limited, Kumasi; Mr Philip Appiah-Mensah, Manager, Branch Banking, Ezi Savings
and Loans Limited, Accra; Mr Kofi Okofo Dartch, Dircctor of Audit, Ghana Gnd
Company Limited (GRIDCO) Accra; Mr Stephen Kwamce Korang, Principal
Pharmacist. Hecad of Regional Medical Stores, Ministry of Health, Brong Ahafo; Mr
Peter Kwame Asante; Rev. Enoch Oduro and Apostie E. Afriyie, all of the Bethel
Praycr Ministry International (BPMI), Brong Ahafo; Rev. (Dr) Lawyer Amponsah
Frimpong. Christ Apostolic Church, Accra.

v



The rest are: Mr Emmanuel T. Tidakbi, Director, Health Administration and Support
Service-Ghana Health Service (HASS-GHS); Mrs Victoria Dako, Former Director.
Health Administration and Support Service-Ghana Health Service (HASS-GHS); Mr
Alfred Manu Sarpong, Principal Health Service Administrator. Public Health
Directorate-Ghana Health Service (PH-GHS); Mr Kwadwo Kusi Kwakye ‘KK’
Principal Health Service Administrator, Ankaful Psychiatry Hospital and Lecturer,
University of Cape Coast; Mr Augustine Yaw Boamah, Deputy Director of
Administration, Greater Accra Regional Health Administration; Mr Yaw Brobbey-
Mpiani, Deputy Director, Head of Administration Unit, Health Administration and
Support Service-Ghana Health Service (HASS-GHS); Mr Kofi Opoku, Deputy
Director of Administration, Ashanti Regional Health Administration; Mr Kwame
Owusu Boampong, Deputy Director of Administration, Central Regional Health
Administration; Mr Kofi Opoku, Deputy Director of Administration, Ashanti
Regional Health Administration; Ms Faustina Agyeiwaa, Nurse, Brong Ahafo; Dr
Kwame Adu Gyamfi, USA, Mr J.K. Appiah Kubi, Chartered Accountant. Accra:
Lawyer Robert Kingsley Yeboah, Private Legal Practitioner, Accra; Mr K.B.Boakye-
Boateng, Agriculturist and Politician, Sunyani; Mr Kwabena Anane Adjei, Scholar
and Politician, Sunyani; Mr Yaw Boateng Gyan, Politician, Sunyani; Dr Chris Atim,
Senior Health Economist, the World Bank, Africa Region, AFTHE / Dakar HSO Hub
Dakar, Senegal; and Mr Benjamin Tawiah, Freelance Journalist, Canada. I owc all of
them ‘Ayekoo’.

I also extend my appreciation to the Board of Directors, management and staff of the
Manor & Castle Development Trust Ltd, Shefficld, UK for their support. Particularly,
Mrs Jenny Pupius (former Business Director). should be singled out for employing
me and Ms Debbie Mathews (Chief Executive Officer), for her flexible approach,
which enabled me to combinc my studies with work.

I thank Liz Brearley, Graduate School Administrator, Research & Knowledge
Transfer Tcam, Shefficld Business School, Shefficld Hallam University, UK for her
administrative support in all academic matters.

Last but not the lecast, my ‘Thank You’ also goes to all the individuals who agreed to
participate in the study and the organisations that granted me access for the data
collection in Ghana. [ also wish to express my appreciation to every individual that
supported me but is not mentioned here.



ACOPAM

ADHA
ADMHO-M

ADMHO-NM

AGMs
ANMC
ASKMHO-M

ASKMHO-NM

ASNMHO-M

ASNMHO-NM

AU

BIT

BP
BRMHO-M

BRMHO-NM

BSc.
CAGD
CBHIS
CHAG
CHI
CHIC
CHPS
CM
CPP
CRMS
CS
DANIDA
DCEs
DDHS
DfID
DMHIS
DMMHIS
DPF
EC

k:d

EDL
ERP
FCO

FE

M
FoN
GCL O’Level
GCS
GD
GDP
GHS

Abbreviations

Appui Associatif et Coopératif aux initiatives de
Développement a la base (programme du BIT)
Additional Duty Hours Allowance

Aduana Mutual Health Organisation-Member
Aduana Mutual Health Organisation-Non-Member
Annual General Assembly Meetings

Alliance National Mutuelles Chrétiennes Belge
Asakyiri Mutual Health Organisation-Member
Asakyiri Mutual Health Organisation-Non-Member
Asona Mutual Health Organisation-Member
Asona Mutual Health Organisation-Non-Member
African Union

Bureau International de Travail

Blood Pressure

Biretuo Mutual Health Organisation-Member
Biretuo Mutual Health Organisation-Non-Member
Bachelor of Science

Controller and Accountant General’s Department
Community-Based Health Insurance Schemes
Christian Health Association of Ghana
Community Health Insurance

Community Health Insurance Committees
Community Based Health Planning Services
Claims Manager(s)

Convention People’s Party

Central and Regional Medical Storcs

Civil Servants / Civil Service

Danish International Development Agency
District Chief Executives

District Director of Health Service

Department for International Development
District Mutual Health Insurance Schemes

District and Municipal Mutual Health Insurance Schemes

Donor Pool Fund

Electoral Commission

Education

Essential Drugs List

Economic Recovery Programme
Foreign and Commonwealth Office
Financial Encumbrance

Frequency Modulation

Federation of Nigena

General Certificate of Education (Ordinary Level)
Ghana Civil Service

Ghana Districts

Gross Domestic Product

Ghana Health Service

Vi



GMC
GNA
GNeMHO
GNHIS
GNP
GOG
GPRS
GPRS
GSS
HIPC
HMP

HND
HR

ICT
ICU

ID

IGF
ILO
IMF
ISSER
L.I
LLB

LR
MCEs
MDAs
MDGs
MDHS
MHI
MHO
MHOs
MMHIS
MMHIS
MOFEP
MOH
MOHCW
MPS
MTEF
NCHIS
NDC
NDPC
NEPAD
NGOs
NH!
NHIA
NHIC
NHIDL
NHIDL
NHIF
NHIP
NHIS

Ghana Muslim Council

Ghana News Agency

Ghana Network of Mutual Health Organisations
Ghana National Health Insurance Scheme
Gross National Product

Government of Ghana

Ghana Poverty Reduction Strategy

Growth and Poverty Reduction Strategy
Ghana Statistical Service

Heavily Indebted Poor Country (ies)

Health Managers and other Personnel

Higher National Diploma

Human Resources

Information, Communication and Technology
Intensive Care Unit

Identification (ID) cards

Internally Generated Fund

International Labour Organisation
International Monetary Fund

Institute of Statistical, Social and Economic Rescarch
Legislative Instrument

Bachclor of Legal Laws

Liquidity Ratio

Municipal Chief Executives

Ministries, Departments and Agencies
Millennium Development Goals

Municipal Director of Health Service

Mutual Health Insurance

Mutual Health Organisation

Mutual Health Organisations

Municipal Mutual Health Insurance Schemes
Municipal-wide Mutual Health Insurance Scheme
Ministry of Finance and Economic Planning
Ministry of Health

Ministry of Health and Child Welfare
Marginal Propensity to Save or Spend
Medium Term Expenditure Framework
Nkoranza Community Health Insurance Scheme
National Democratic Congress

National Development Planning Commission
New Partnership for Africa’s Development
Non-Governmental Organisations

National Health Insurance

National Health Insurance Authonty

National Health Insurance Council

National Health Insurance Drugs List
National Health Insurance Levy

National Health Insurance Fund

National Health Insurance Programme
National Health Insurance Schemce

vil



NIC
NMC
NPP
NSS
NVQ
OECD
Ol

OPD
PAS
PHC
PHI
PHR
PHRplus
PIS

PMS
PMHIS
PNDC
POW
Post-NHI
Pre-NHI
PSU

QA

RCE
RECD
ROCI
RSE
SAPs
SBS
SDC
SHI
SHU
SMMHO
SSNIT
SR

SSS
SWAP
UK
UNDP
UNICEF
USA
USAID
USD
VRHA
WB
WCA
WHO
WHO/SEA
WSM

National Insurance Commission

Nurses and Midwifery Council

New Patrniotic Party

National Service Scheme

National Vocational Qualification

Organisation for Economic Co-operation and Development
Other Income

Out Patient Department

Public Address System

Primary Health Care

Private Health Insurance

Partners for Health Reform

Partners for Health Reformplus

Paying Informal Sector

Policy Makers and Stakeholders

Private Mutual Health Insurance Schemes
Provisional National Defence Council
Programme of Work

Post-National Health Insurance Act 650 (2003)
Pre-National Health Insurance Act 650 (2003)
Pennsylvania State University

Quality Assurance

Ratio of Coverage of Expenses

Ratio of Efficiency in Collecting Dues

Ratio of Operating Costs to Income

Ratio of Subscription to Expenditure

Structural Adjustment Programmes

Sheffield Business School

Swiss Agency for Development and Cooperation
Social Health Insurance

Sheffield Hallam University

Scheme Manager — Mutual Health Organisation
Social Security and National Insurance Trust
Solvability Ratio

Senior Secondary School

Sector-Wide Approach to Programme

United Kingdom

United Nations Development Programme
United Nations Children’s Fund

United States of America

United States Agency for International Development
United States Dollar

Volta Regional Health Administration

World Bank

West and Central Africa

World Health Organisation

World Health Organisation / South East Asia
Solidarité Mondiale

viii



Table of Contents

Health Sector Reforms: A Study of Mutual Health Organisations in Ghana

Abstract
Declaration
Dedication
Acknowledgements
Abbreviations
Table of Contents
List of Figures

List of Tables
Appendices

Chapter Heading

Chapter 1: Introduction

.0. Background to the Study

1. Statement of the Research Problem
.2. Rationalc of the Study

3. Aims of the Study

3.1. Objectives

3.2. Research Questions

4.

1
1.
1
1.
1.
l.
1.4. Outline of the Thesis

Chapter 2: Health Sector Reforms in Developing Countries:
A Review of Related Literature

Introduction
Terminologies
1. Health
.2, Hcalth Insurance
3. Health Financing and Expenditure
Problems of Health Financing
.2.1. Problems of Health Care Delivery
Economic Reforms
.1. Hcalth Sector Reforms

2. 3 3.1. Cost Sharing (Uscr Fees) Policy
2.3.3.1.1. Weaknesses in User Fees Policy

2.3.3.2. Risk Sharing (Health Insurance) Policy
2.3.4. Constraints to Implementing Health Insurance Schemes

2.3.4.1. Weak Administrative Structures
2.3.4.2. Economic Disparities

I
2. Justification for Health Sector Reforms
.3. Health Financing Reform in Sub-Saharan Africa

1
i
v

Page

AN N — —

10
11
11
14
16
17

17
21

R

R

23
24
24
25

e -



2.3.4.3. Lack of Trust in the Public System
2.3.4.4. Neglect of the Informal Sector Economy
2.4, Summary of the Chapter

Chapter 3: Sustainability of Mutual Health Organisations: A Review
of Related Literature

3.0. Introduction

3.1.  Mutual Health Organisations

3.1.1. Sustainability of Mutual Health Organisations

3.2.  Financial Viability of Mutual Health Organisations

3.2.1. Interplay between Financial Viability, Institutional Viability and
Social Viability

3.2.2. Institutional Viability

3.2.2.1. The Role of Government

3.2.2.1.1. The Provision of Regulation

3.2.2.1.2. The Provision of Subsidy

3.2.3. Social Viability

3.2.3.1. Relationship between MHOs and Stakeholder Organisations

3.2.3.1.1. Health Care Institutions

3.2.3.1.2. International Donors and Non-Governmental Organisations

(NGOs)

3.3. Managing Mutual Health Organisations’ Risks Factors
(Technical Viability)

3.3.1. Adverse Sclection

3.3.2. Moral Hazard

3.3.3. Cost Escalation

3.3.4. Fraud and Abuse

3.4. Summary of the Chapter

Chapter 4: Theoretical Framework

4.0. Introduction

4.1. Nco-Classical Economics Theory

4.1.1.  Ncw Institutional Economics

4.1.2. Transaction Costs and Reform

4.1.3. New Institutional Sociology

4.1 4. Private Finance Initiatives

4.1.5. Justification for the Choice of Social Policy and Community

Ficld Theories

4.2, Social Policy Thcory

4.2.1. The Residual Welfare Model of Social Policy

4.2.2. The Industrial Achievement -Performance Model of Social Policy
4.2.3. The Institutional Redistributive Model of Social Policy

4.2.4. Thc Rationale of Government Involvement

28
28
29
31

33
35
36
36
37
38
39
40

41

43
44
44
45
45
46



4.2.4.1. Undeveloped Private Health Sector
4.2.4.2. Faimess in Health Financing
4.2.4.3. Social Security System

4.2.4.4. Poverty Alleviation

4.2.4.5. Equity Implications

4.2.4.6. Enhancing Altruism

4.2.5. Process of Setting Standards and Regulation
4.2.6. Weaknesses in Social Policy Theory
4.3. Community Field Theory

4.3.1. The Interactional Community
4.3.1.1. Local Ecology

4.3.1.2. Social Organisation

4.3.1.3. Community Action

4.3.2. Social and Human Capital

4.3.2.1. Community Solidarity

4.3.2.2. Community Leadership

4.3.2.3. Community Cohesion

4.4. Harmonisation between Social Policy and Community Field Theories

4.5.  Summary of the Chapter

Chapter S: Ghanaian Environment

5.0. Introduction
5.1.  Ecological Framework
5.2. Political Framework

5.2.1. Modern Government System: Local Government Administration

5.2.2. Traditional Governance System: Chieftaincy
5.3: Economic Environment

5.3.1. Economically Active Population

5.3.2. Economic Reform

5.3.3. Economic Reform and the Private Sector
5.3.4. The HIPC Initiative

5.3.5. Debt Status

5.4. Social Environment

5.4.1. Traditional Social Welfare System

5.4.2. Formal Social Security System

5.4.3. Weaknesses in the Social Security System
5.5.  Summary of the Chapter

Chapter 6: Ghana’s Health Sector Reform

6.0. Introduction

6.1. Problems of Health Financing and Delivery
6.2. Hecalth Sector Reform

6.3. Hcalth Institutional Reform

67
68
69
70
70
70
71
72
73
73
74
75

76
77
78
79
80
80
81
82
83
84
84
86
87
87
89
90

91
91
93
94



6.3.1. Ministry of Health

6.3.2. Ghana Health Service

6.3.3. Teaching Hospitals Board

6.3.4. Private Health Sector

6.4. Health Human Resources Reform

6.4.1. Challenges of the Exodus of Health Personnel to the Diasporas
6.4.2. Effect of Incentivisation

6.5. Health Financing Reform

6.5.1. Government of Ghana Funding via Taxation

6.5.2. Donor Funding

6.5.3. Cost Recovery or User Fees — ‘Little R’ Reform

6.5.3.1. The Bamako Initiative and Cash and Carry

6.5.3.2. The Effect of Cost Recovery Policy (Cash and Carry)

6.5.4. Risk Sharing: Health Insurance Scheme - ‘Big R’ Reform
6.5.4.1. The Pilot National Health Insurance Scheme: 1997

6.5.4.2. The National Health Insurance Scheme 2003 (Act 650):2004
6.5.4.3. The Model of the National Health Insurance Scheme

6.5.4.4. National Health Insurance Council & Authority (NHIC & NHIA)
6.5.4.5. Private Health Insurance Sector

6.6. Summary of the Chapter

Chapter 7: The Emergence of Mutual Health Organisations

7.0. Introduction

7.1.  Stimulus for the interest in the Mutual Health Organisations

7.2, Pre-NHI 2003 Mutual Health Organisations Era

7.2.1. Community-Based Health Insurance Era: 1850 — 1998

7.2.2. Mutual Health Organisations Era: 1999 — 2004

7.3. The NHI Act 650 and the Challenges for the Mutual Health Organisations
7.4. Summary of the Chapter

Chapter 8: Research Methodology

8.0. Introduction
8.1.  Philosophical Paradigm
8.1.1. Researcher’s Perspective: Interpretivist

8.1.2. Justification for the Researcher’s Perspective

8.2.  Research Methodology: Debate between Quantitative and Qualitative
8.2.1. Qualitative Research Methodology

8.3.  Rescarch Design and Strategy

8.3.1. Sampling Strategies

8.3.2. Case Study

8.3.3. Selection of Studied Organisations

8.3.3.1. Regional Consideration

8.3.3.2. Geographic Location

95

96

97

97

98

99

100
101
101
102
104
105
105
106
107
107
108
109
110
110

112
112
113
113
115
117
117

118
1138
120
120
121
123
12§
125
126
127
127

127



8.3.3.3. Duration of Establishment

8.3.3.4. Size of the Mutual Health Organisation (s)

8.3.3.5. Founders’ Background: Pre and Post NHI 2003 MHOs
8.3.4. Selection of Research Participants

8.3.4.1. Policy Makers and Stakeholders

8.3.4.2. Health Managers and Personnel

8.3.4.3. Staff of the Mutual Health Organisations

8.3.4.4. Contributors of the Mutual Health Organisations
8.3.4.5. Non-contributors of the Mutual Health Organisations
8.3.5. Negotiating Access to Studied Organisations and Research Participants
8.4. Data Collection: Field Study

8.4.1. Research Method(s)

8.4.2. Interviews

8.4.2.1. Hospital Exit Interviews

8.4.2.2. Snowball Sampling Method

8.4.2.3. Office Situation

8.4.3. Participant Observation

8.4.4. Audio Recording

8.4.5. Documentary Analysis

8.4.6. Analysing and Interpreting the Interview Data

8.4.6.1. Codes for the Research Participants

8.5.  Quantitative Research Methodology

8.5.1. Measuring the Key Viability Indicators

8.5.1.1. Measuring Financial Viability

8.5.1.1.1. Access to the MHOs’ Financial Statements
8.5.1.1.2. Limitations in the MHOs’ Financial Statements
8.5.1.1.3. Formula for Calculating Financial Viability Ratios
8.5.1.1.4. Calculating the MHOs’ Financial Viability Ratios: 2005 and 2006
8.5.1.1.5. Additional Financial Analysis

8.5.1.2. Measuring Institutional Viability

8.5.1.3. Measuring Social Viability

8.6.  Summary of the Chapter

Chapter 9: Case Results: The Performance of the Mutual Health
Organisations

9.0. Introduction
9.1.  Operations of the Four Mutual Health Organisations
9.1.1. Description of the Case Study Mutual Health Organisations
9.1.1.1. Aduana Mutual Health Organisation
9.1.1.2. Asakyiri Mutual Health Organisation
1.3. Asona Mutual Health Organisation
4. Biretuo Mutual Health Organisation
Management of the Post-NHI 2003 MHOs (DMMHIS)
. Gencral Assembly
. The Governing Body (Board of Dircctors)
. The Schemc Manager and Management
Membership Categorisations and Eligibility

o O O O O O O
WIJ—-

1.
g1
1.
1.
1
1.
1.

L'Jle)lJt\)—-

128
128
128
129
129
130
130
130
131
131
133
134
134
136
137
137
137
138
138
139
140
142
142
143
143
144
145
147
149

151
152
154

155
157
157
157
158
158
159
159
161
162
164
166



1. Formal Sector Membership: Social Health Insurance Contributors
2. Informal Sector Membership: Community-Based Health Insurance
Contributors
9.1.3.3. Exempted Members or Social Group Elements
9.1.3.4. Non-Members and Ineligibility under NHI Act 650
9.2. Financial Performance and Viability of the Mutual Health

Organisations
9.2.1.  Funding Streams of the four Mutual Health Organisations
9.2.2. The Cost of Health Insurance Policy of the MHOs: 2005-2006
9.2.3. Financial Viability Indicators
9.2.3.1. Liquidity Ratio of the MHOs: 2005-2006
~ 9.2.3.2. Solvability Ratio of the MHOs: 2005-2006

9.2.3.3. Ratio of Coverage of Expenses of the MHOs: 2005-2006
9.2.3.4.Ratio of Subscriptions to Expenditure of the MHOs: 2005-2006
9.2.3.5.Ratio of Operating Costs to Income of the MHOs: 2005-2006
9.2.3.6. Ratio of Efficiency in Collecting Dues of the MHOs: 2005-2006
9.2.4. Additional Financial Analysis
9.2.4.1. Source of Income as a Percentage of Total Income of the MHOs:

2005-2006
9.2.4.2. Expenditure as a Percentage of Total Income of the MHOs:
2005-2006
9.2.4.3. NHIF Claims as a Percentage of Total Health Care Claims of the
MHOs: 2005-2006
9.2.4.4. Paying Informal Sector (PIS) Income as a Pcrcentage of Total Income
of the MHO: 2005-2006
9.2.4.5.Reserve Funds of the MHOs: 2005-2006
9.3. Perceived Benefits of the Mutual Health Organisations
9.3.1. Understanding and Reasons for Joining the MHOs
9.3.2.Institutional Viability Indicators
9.3.2.1. Rate of Membership Coverage of the Catchment Population of
the MHOs: 2005-2006

9.3.2.2. Rate of New Adherents or Penetration into the Target (Formal and

' Informal Sectors) Population of the MHOs: 2005-2006

9.3.2.3. Rate of New Adherents or Penetration into the Formal Sector
(SSNIT Contributors) Population of the MHOs: 2005-2006

9.3.2.4. Rate of New Adherents or Penetration into the Paying Informal Sector
Population of the MHOs: 2005-2006

9.3.2.5. Rate of New Adherents or Penetration into the Social Group
Membership of the MHOs: 2005-2006

9.3.3. Enhanced Universality in Health Financial Protection
9.3.4. Advertising the Benefits of Membership
9.3.4.1. Financial Peace of Mind and Renewed Confidence
9.3.4.2. Collective Bargain of Health Care Costs
9.3.4.3. Reduced Costs of Transportation to the Health Care Facilitics
94. Perceived Problems of the Mutual Health Organisations
9.4.1. Insufficient Education on the Concept of Health Insurance
9.4.72. Low Enrolment amongst the Paying Informal Scctor Members
9.4.2.1. The Effect of Premium on Membership Enrolment
9.4.2.2. Seasonality of Income
9.4.2.3. Timing of Registration

9.
9

1.3.
1.3

166

167
167
167

171
171
172
174
174
176
178
181
184
187
189

189
191
193
196
198
202
202
206

206



9.4.2.4. Prioritising Social Commitments over Health Care 2
9.4.2.5. Unfulfilled Expectations and Reduced Levels of Motivation 23
9.5.  Summary of the Chapter 2

Chapter 10: Case Results: External Influences on the Performance of the
Mutual Health Organisations

10.0. Introduction 241
10.1.  Contribution of Community Leadership upon the Performance of the
Mutual Health Organisations 242

10.1.1. District and Municipal Chief Executives 242
10.1.2. The Role of Assemblymen and Assemblywomen 243
10.1.3. The Role of District Directorate (Director) of Health Service 245
10.1.4. The Role of Religious or Faith Leadership 246
10.1.5. The Role of Traditional Leadership 248
10.1.6. The Role of Community Members 251
10.1.6.1.Sense of Mutuality 251
10.1.6.2. Sense of Solidarity 253
10.1.6.3. Sense of Ownership 255
10.2.  Efficiency and Effectiveness of Health Care Services on the

Performance of the Mutual Health Organisations 257
10.2.1. Social Viability Indicators 257
10.2.1.1. Rate of Access to Medical Care (Eligible Members and Health

Care Benefits of the MHOs): 2005-2006 257
10.2.1.2. Rate of Access to Medical Care (OPD Attendance): 2005 -2006 259
10.2.1.3. Health Risk Factors of Rural Dwellers 261
10.2.1.4. Joining Based on Selective Health Status 262
10.2.1.5. Non-Adherence to Gate Keeping System 263
10.2.1.6. Lack of Knowledge of the Costs of Health Care 265
10.2.1.7. Abuse of Privileges by Insured Members 266
10.2.2. Provision of Orthodox Health Care by MHOs’ Contracted Health

Care Institutions 268

10.2.2.1. Dwindling Funding Inflows of the Health Care Institutions 268
10.2.2.2. Health Treatment Protocols (Availability of Drugs) 271
10.2.2.3. Waiting Time 276
10.2.2.4. Relationship between Health Personnel and MHO Members 276
10.3. Implications of Regulatory Changes for the Mutual Hcalth

Organisations 280
10.3.1. Regularised Management System for the MHOs 280
10.3.2. Competition between the MHOs and the Private Commercial

Health Insurance Schemes 232
10.3.3. Pluralistic Health Sector Approach through the MHOs 283
10.3.4. Privatc Health Sector Conundrum 285
10.3.5. Collapsc of Pre-NHI MHOs and Non-Establishment of PMHIS 288
10.3.5.1. Policy Minutiae and Funding Uncertaintics of the PMHIS 289
10.3.5.2. Non-State Actors 292

10.4.  Summary of the Chapter 294



Chapter 11:  Analysis and Discussion of Empirical Findings

11.0. Introduction
11.1.  Social Policy Theory
11.1.1. Financial Performance and Viability of the MHOs

1
11.1.1.1. Liquidity Ratio
11.1.1.2. Solvability Ratio
11.1.1.3. Ratio of Coverage of Expenses
11.1.1.4. Ratio of Subscriptions to Expenditure
11.1.1.5. Ratio of Operating Costs to Income
11.1.1.6. Ratio of Efficiency in Collecting Dues
11.1.1.7. The Effect of Excessive Healthcare Utilisation Rate on the MHOs’

Income and Expenditure

The Effect of NHI Act 650 Tariff Structure on PIS Income
Reserve Funds of the MHOs

Uses of the Financial Information by the MHOs

11.1.1.7.

8.

9.

. Financing and Improved Financial Access
.So

.R

1.
11.
11.1.
11.1.
11.1.
1.1,
11.1.
1.1,

cial Health Insurance

egulation of Mutual Health Organisations
. Setting up and Subsidy for Mutual Health Organisations
. Social Group Members
.1. Inadequate Public Administration System and Oversight
11.1.7. Health Benefits and Utilisation
11.1.8. Developing Local Initiatives
11. 2 Community Field Theory
11.2.1. Community Wealth
11.2.2. Members and Non-Members of the MHOs
11.2.3. Traditional Leadership
11.3. Complementarity between Social Policy and Community Field Theories
11.3.1. Inter-Organisational Consensus
11.3.2. Traditional and Modermn Management Systems
11.3.3. Community Sense of Initiative in Health Financing Schemes
11.3.4. Membership Involvement in the Management of MHOs
11.3.5. Enhancing Complementarity between Social Policy and Community

Ficld Theories

11.4. Summary of the Chapter

—_——.—‘—-——.—__
XN DW= ——

Chapter 12: Conclusion of the Study

12.0. Introduction

12.1.  Summary of the study

12.1.1. Financial Viability of the Mutual Health Organisations

1. Reserve Funds of the MHOs

2. Ratio of Coverage of Expenses of the MHOs

3. Ratio of Operating Costs to Income of the MHOs

.4. The Effect of Excessive Healthcare Utilisation Rate on the MHOs'
Finances

12.1.1.
12.1.1.
12.1.1.
12.1.1

293
296
296
297
297
298
299
299
300

301
306
309
310
315
318
319
321
323
325
328
330
332
333
335
339
347
348
350
353
355

359
360

361
361
361
3162
363
364

364



12.1.1.5. The Effect of NHI Act 650 Tariff Structure on PIS Income of the

MHOs 365
12.1.2. Influence of Government Regulation on the MHOs 366
12.1.3. Influence of Government Participation on Health Financing 367
12.1.4. Influence of Community Wealth (Social & Human Capital) on the MHOs- 368
12.1.5. Problems facing the Mutual Health Organisations 368
12.1.6. Improving Financial Viability of the Mutual Health Organisations 369
12.1.6.1. Prudent Financial Management System for MHOs 370
12.1.6.2. Flexible Tanff Structure for MHOs 370
12.1.6.3. Government Subsidy to Enhance Financial Viability of MHOs 371
12.1.6.4. Portability of MHOs’ Services 372
12.1.6.5. Non-Politicisation of MHOs ' 3N
12.1.6.6. Replication of MHOs’ Model of Health Financing 373
12.2. Potential Contributions to Knowledge 374
12.2.1. Contribution to Theory 374
12.2.2. Contribution to Policy 375
12.2.3. Interplay between Financial, Institutional and Social Viability Models 377
12.3. Limitations of the Study 380
12.4. Directions for Future Research 381
12.5. Concluding Statement 382
References ' 383-435
List of Figures
Figure 1.1: Structure of the Study 8
Figure 2.1: Characteristics of Health Sector Reform 20
Figure 3.1: MHO Sustainability Framework 34
Figure 4.1: Elements of Social Policy and Community Field Theonies 54
Figure 5.1: Relationship between the Health Sector and National Framework 76
Figurc 6.1: Structural Relationship and Key Functions in the Health Sector 95
Figurc 6.2: Service Delivery Levels in the Health System 97
Figure 9.1: Organogram of the Post-NHI 2003 MHOs (DMMHIS) 160
List of Tables

Table 2.1: Health Financing Schemes 2
Table 3.1: Types of Voluntary, Non-Profit Health Insurance Schemes 29
Table S.1: Percentage Distribution of Urban and Rural Population by Sex:

1960, 1970, 1984 & 2000 (per cent) 78



Table 5.2: Economically Active Persons as Proportion of Population

(15 years and older) by Region (per cent) 81
Table 5.3: SSNIT Benefits Statistics: July 2009 (thousand old cedis, ¢) 88
Table 5.4: Distribution of Pensioners by Area of Operation: July. 2009 89
Table 5.5: Age Distribution of Pensioners: 72-90+ (July, 2009) 90
Table 6.1: Countries Hosting Ghanaian Doctors: 2002 99
Table 6.2: Ghana Nurses Verification: Country Verified for and Year 100
Table 6.3: Budget Ceiling by Item (million old cedis, ¢):2007 102

Table 6.4: Donor’s Expected Contribution to Health Account: 2003 (in USD) 103
Table 6.5: Donor Component: Budget Execution — Spending Against Budget by

Selected Categories: 2008 (million old cedis, ¢) 104
Table 6.6: Informal Sector Categorisation: Ghana 108
Table 8.1: Different Methods used by Quantitative and Qualitative Research
Methodologies 122
Table 8.2: Codes for the Research Participants 142
Table 8.3: Financial Viability Framework 146
Tablc 8.4: Analysis of Aduana MHO’s Financial Statements (Financial Viability
Indicators): 2005-2006 (old cedis, ¢) 147
Table 8.5: Analysis of Asakyiri MHO’s Financial Statements (Financial Viability
Indicators): 2005-2006 (old cedis, ¢) 147
Table 8.6: Analysis of Asona MHO’s Financial Statements (Financial Viability
Indicators): 2005-2006 (old cedis, ¢) 148
Table 8.7: Analysis of Biretuo MHO’s Financial Statements (Financial Viability
Indicators): 2005-2006 (old cedis, ¢) 148
Table 8.8: Institutional Viability Framework 152
Tablc 8.9: Social Viability Framework | 153
Tablec 9.1: Ratc of New Adherents or Penetration into the Target (Formal and
Informal Sectors) Population of the MHOs: 2005-2006 208
Tablc 9.2: Rate of New Adherents or Penetration into the Formal Sector (SSNIT
Contributors) Population of the MHOs: 2005-2006 209
Tablc 9.3: Rate of New Adherents or Penetration into the Paying Informal Sector
Population of the MHOs: 2005-2006 210

Table 9.4: Rate of New Adherents or Penctration into the Social Group
Membership of the MHOs: 2005-2006 211



Table 9.5: Rate of Coverage of Membership (Paying Informal Sector Members)
of the Total MHO memberships: 2005 — 2006
Table 9.6: Premium Rates of the Aduana MHO: 2002 to 2003: and 2005 to 2006
(old cedis, ‘¢*)
Table 9.7: Premium Rates of the Biretuo MHO: 2002 to 2003 and 2005 to 2006
(old cedis, ¢)
Table 10.1: Rate of Access to Medical Care (Eligible Members and Health Care
Benefits of the MHOs): 2005-2006
Table 10.2: Rate of Access to Medical Care (OPD Attendance of the MHOs):
2005 -2006
Table 10.3: Outstanding Health Care Claims owed ‘Biako Ye Hospital’ by MHOs:
January to December 2006 (old cedis, ¢)
Table 10.4: Evolution of MHOs in Ghana: 1990 - 2007

Appendices

Appendix A: Administrative Structure of Pre-NHI 2003 MHOs

Appendix B: Characteristics of Case Study Mutual Health Organisations

Appendix C: Research Participant’s Consent Form

Appendix D1: Rate of Membership Coverage of the Catchment Population of the

Aduana MHO: 2005-2006

Appendix D2: Rate of Membership Coverage of the Catchment Population of the
Asakyiri MHO: 2005 - 2006

Appendix D3: Rate of Membership Coverage of the Catchment Population of the
Asona MHO: 2005 - 2006

Appendix D4: Rate of Membership Coverage of the Catchment Population of the
Biretuo MHO: 2005 - 2006

Appendix E: Health Care Benefits of Members — Post-NHI 2003 MHOs

Appendix F: Professional Background of Staff of the four MHOs

Appendix G: Cost of Health Insurance Policy of the MHOs: 2005-2006

(old cedis, ¢)

226

229

Appendix H: Summary of Financial Performance & Viability Ratios of the MHOs:

2005 - 2006 (old cedis, ¢)



Appendix I: Source of Income as a Percentage of Total Income of the MHOs: 2005 —
2006 (old cedis, ¢)

Appendix J: Expenditure as a Percentage of Total Income of the MHOs: 2005 - 2006
(old cedis, ¢)
Appendix K: NHIF Claims as a Percentage of Total Health Care Claims of the
MHOs: 2005 — 2006 (old cedis, ¢)
Appendix L: Paying Informal Sector (PIS) Incbme as a Percentage of Total Income of
the MHO: 2005-2006 (old cedis, ¢)
Appendix M: Reserve Funds of the MHOs: 2005-2006 (old cedis, ¢)
Appendix N: List of Research Participants
Appendix O: Interview Schedule for Policy Makers and Stakeholders
Appendix P: Interview Schedule for Health Managers and Personnel
Appendix Q: Interview Schedule for Scheme Managers-MHOs
Appendix R: Interview Schedule for Contributors of the MHOs
Appendix S: Interview Schedule for Non-Contributors of the MHOs
Appendix T: Research Framework: Health Sector Reforms: A Study of Mutual
Health Organisations in Ghana. Analytical and Data Collection Plan-
November, 2006-January, 2007-Sheffield Hallam University-
— United Kingdom



CHAPTER 1
INTRODUCTION

1.0. Background to the Study

This chapter introduces the study under consideration. It begins with the background
to the study, which is followed by the statement of the problem. These arc followed
by the rationale, aims, objectives and research questions. The outline of the entire

study is also presented diagrammatically.

The mutual health organisations phenomenon emerged in Africa in the latter part of
1980s and early 1990s; as a rapid response strategy to ameliorating the hcalth
financing crisis. The enthusiasm with which developing countries, especially, those
in sub-Saharan Africa have embraced this concept as a newly emerging institutional
arrangement for financing and increasing access to quality and modern hcalth care
services has been momentous. This has been boosted by the fact that governments
believe that the schemes could easily be utilised as platforms for initiating social
health insurance strategies to reach economically deprived people (Carrin er al., 2001;
Poletti et al., 2007). Without such schemes, citizens would become poorer because
they would have had to dispose of their family’s wealth in order to trcat a member
who falls sick (Medici Con L’Africa, 2001; Criel, 2001). Ghana, a devcloping
country in West Africa, has introduced a National Health Insurance Scheme (NHIS),
which is fused with social health insurance and community-based health insurance
schemes (MOH, 2003d, 2004b). This study examines pro-active plans to address the

financial viability of the schemes, to prevent them from going insolvent.

1.1. Statement of the Research Problem

As governments seek to provide equitable health to their people, it is obvious that
there are major difficulties, especially, as there are no strongly developed social and
public administration structures in place (Carrin ef al., 2005: Criel er al., 2005).
Therefore, lack of access to reasonable and efficient health carc is a major problem
(Meessen ef al., 2003; Frenk er al., 2006; McIntyre et al.. 2006; van Doorslacr er al.,
2006: Jacobs er al., 2008). In the light of the above, Mcintyre and Gilson(2005).
suggests that it would be best to devise an cquitablc health financing strategy that

takes into account the background of a continent crippled by poverty like Africa.
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However, Mills et al. (2001), argue that it is difficult to understand the way
bureaucracies work without relating them to the wider societal relations and the
institutional conditions within which they are implanted. Particularly, in most
developing countries, the role of the state in the health sector has normally sought to

weaken civil society and subdue private and community initiatives (Mills er al..
2001).

The problems of health financing led to the implementation of health sector reforms
in the 1980s in most sub-Saharan Africa countries, including Ghana. Under the health
financing reforms, cost sharing and risk sharing were recommended as alternatives
(Frenk, 1994; Berman, 1995; Collins et al., 1999). The implementation of cost
sharing or user fees policy has caused a lot of anxiety amongst governments and
policy makers. However, there are inadequacies in implementing systcm-wide risk

sharing or formalised social health insurance (Arhinful, 2000).

There have been considerable discussions on the way forward. One of the options put
forward under the reforms which aims to ameliorate the problem is community health
insurance schemes or mutual health organisations strategy, which is largely, inspired
by the European experience with social health insurance (Brouillet ef al., 1997; Dror
and Jacquier, 1999; Ndiaye er al., 2007). Nevertheless, the greatest challenge faced
by these mutual health organisations is how to ensure their financial viability. Since
financial viability is also influenced by other factors such as the institutional
framework and social dynamics of the communities within which they operate, these
arc examined empirically in this thesis to demonstrate how there could be a successful
interplay between them in order to guarantee the overall sustainability of the mutual

health organisations.

1.2. Rationale of the Study

This study is undcrtaken for a number of reasons. To start with, the arca of finance
and financial viability of the mutual health organisations have been minimally
cxplored. As these are important issues, it is undeniable that thcy impact upon
decision-making processes. Similarly, although there arc a number of studics of
mutual health organisations in Ghana, these had only minimally ¢xplored the financial
issucs in the context of their viability (Atim er al.. 1998: Atim, 1999: Arhinful. 2000.
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Atim and Sock 2000; Atim et al., 2001a, 2001b, 2001c; Anie et al, 2001; Dablu.
2001; Aikins, 2003; Arhinful, 2005). The studies do not also consider the
professional expertise available to the organisations to manage funding or their
capacity to raise sufficient funds from members as well as making prudent financial

decisions, in an economic environment of considerable uncertainty like Ghana's.

The mutual health organisations are not health care providers per se. They are
considered as financing mechanisms that can enhance health care delivery by
providing financial access to their members (Atim, 1998, 2000). With the exception
of a few studies, the area is not widely explored and they have not been developed
even though the Ghana National Health Insurance Scheme (GNHIS) has established
District and Municipal Mutual Health Insurance Schemes (MOH, 2003d, 2004b).
Therefore, the value of mutual and social health financing needs to be analysed to
reduce the health financing burden. The predominant issue is to assess the
contributions that the emerging mutual health organisations could make and arc
making to address the health financing crisis crippling the health sectors of most
developing countries based on Ghana’s experience (Atim, 1999; Jakab and Krishnan,
2001; van Ginneken, 2002; Carrin ef al., 2005; Franco et al., 2006).

In addition, it was envisaged that exploring such schemes would bring out advantages
and disadvantages of use considering the fact that such schemes are very informal in
nature (Jacobs et al., 2008). They can attract people mostly in the informal scctors of
the economy (Musau, 1999; Bennett et al., 2004: Chankova et al., 2008). Exploration
also involved identifying regulatory framework that would enhance their
sustainability as well as safeguard investment (Kutzin and Barnum, 1992; Bamum
and Kutzin, 1993). Since the debate about health financing has always been centred
on the need to ensure equity in health care delivery, it was anticipated that the mutual

health organisations could contribute to achieving such a realisation (Atim et al.,

1998; Ranson, 2002).

The earlier studies on Ghana were conducted at a time when the government played a
limited role in the management of mutual health organisations (Foster. 2007; Jacobs
et al.. 2008). Since the introduction of the National Health Insurance Act 650 in

March. 2004 with the Legislative Instrument (L.I. 1809) the government of Ghana has
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played an active role. It was important therefore, to examine what impact this has had
on health financing, financial viability and the operations of the mutual health
organisations. Even though the running of some of the schemes somehow remains
voluntary, the mutual health organisations are now part of the wider system of
governance and must respond to the demands of the new National Health Insurance
Act 650 (MOH, 2003d, 2004b). The study, therefore, examines how the mutual
health organisations had managed to react to the influence brought to bear upon them

by the new regulatory framework in Ghana (Ron, 1999; Basu er a/., 2005).

Furthermore, the studies conducted in Ghana had not considercd the authentic
influence of social dynamics in the development, promotion and sustainability of the
mutual health organisations. The implications of the role of traditional leadership.,
effective community dynamics and their consequential influencc on policy
implementation had not been explored. Consequently, the study builds on carlicr
work. It refines the ideas in the previous studies in the light of these underplayed
factors. The current study aims to contribute to the literature on health scctor reforms
in general and health financing strategies in particular. It was also nceded to asscss
the contribution of the emerging mutual hcalth organisations to address thesc health
financing problems in Ghana in particular, and in Africa in general (Develtere, 1993;

Atim, 1999; Atim et al., 2001a).

Additionally, my personal interest and experience in hcalth financing and hcalth
administration were motivating factors for this study. I had worked in the Ghana
health sector and had established a useful relationship with the mutual health
organisations in Ghana. Therefore, the insight gained into the cver incrcasing
problems of health administration and health financing facing developing countrics
especially, Ghana, provided the impetus needed for such a study. Reflections on my
expericnce helped to bring greater understandings to the discussions on the way
forward in identifying a viable health financing mechanism as well as providing

suggestions for sustaining the emerging mutual health organisations (Johnson and

Duberlcy, 2000).



1.3. Aims of the Study

The study aims to review the health sector reforms in the context of developing
countries. More specifically, it analyses the problems of financial access to health in
sub-Saharan Africa and the financial, institutional and social dynamics of mutual
health organisations as innovative and newly emerging mechanisms seeking to help

resolve these problems in Ghana.

1.3.1. Objectives

In order to achieve the above aims, a number of objectives are pursued. These are to:

1. Describe and analyse problems of financial access to health in developing

countries, especially, sub-Saharan Africa.

2. Evaluate the reforms in the health sector and the emergence of hcalth
financing schemes, especially, mutual health organisations, as innovative new

mechanisms seeking to help solve the above problems.

3. Critically evaluate the financial viability and performance of mutual health

organisations as mechanisms to enhance access to quality health carc.

4. Investigate the impact of institutional framework such as the National Health
Insurance Act 650 (MOH, 2003d) on the operations of mutual health

organisations to assess the evolution of the system within an institutionalised

context.

5. Investigate the effect of social dynamics on the performance of mutual hecalth
organisations to show the influence of community wealth (social and human

capital) and community leadership on policy implementation.

1.3.2. Research Questions

Specifically, the following questions are examined through cmpirical rescarch:

. Arc the mutual health organisations financially viable?



2. How does the institutional framework influence the financial viabilitv and

performance of the mutual health organisations?
3. To what extent is the participation of government affecting health financing?

4. How do the role of community leadership and social dynamics improve the
performance of the mutual health organisations as well as enhance the

acceptance of government policy?

5. What are the problems faced by the mutual health organisations or health

financing?

6. How can the financial viability of the mutual health organisations be

improved?
These are important issues that form the basis of this research.

1.4. Outline of the Thesis

The entire study is presented pictorially in figure 1.1. This chapter is an introduction
to the study. Chapter two (2) presents an analysis of the problems of health financing
in sub-Saharan Africa within which Ghana is located. The chapter also reviews the
literaturé on the theory and delivery of the health sector reforms adopted in sub-
Saharan Africa. The problems associated with the implementation of user fces and
the constraints to adopting social health insurance on a wider scale have becn
enumerated. Chapter three (3) is a review of literature on theory and delivery of the

mutual health organisations. The issues impeding their sustainability are identificd

through previous studies.

Chapter four (4) discusses the theoretical framework used to interpret the findings of
the cmpirical study. The neo-classical economics and ncw institutional cconomics
theories are first and foremost discussed but rejected as basis for the interpretation of
the cmpirical findings of this study. Sincc one particular theory cannot explain the

health scctor reform, reference is made to both social policy and community ficld



theories. In chapter five (5) the background to the general issues of the Ghanaian

environment: ecological, political, economic and social are enumerated.

Chapter six (6) discusses the health sector reforms in the context of Ghana. Here. an
attempt has been made to review the institutional, human resources and financial
reforms in the Ghana health sector. A brief discussion is given of the Ghana National
Health Insurance Scheme under Act 650 implemented in 2004, which has facilitated
greater government involvement in the operations of the mutual health organisations.
Chapter seven (7) discusses the emergence of mutual health organisations with
particular reference to Ghana. Here, the stimulus and different stages of their
evolution have been explained. Chapter eight (8) presents the research methodology.
Thus, it provides an insight into the philosophical paradigm underlying the research,
which led to the choice of the qualitative research methodology, case studies mcthod
and interview approach for the empirical study carried out in Ghana. This i1s

supported by quantitative research methodology.

Chapter nine (9) is a discussion of the first part of the case results of thc cmpirical
study conducted on the four mutual health organisations in Ghana. This part
examines the performance of the mutual health organisations on the basis of their
operations. There is a brief description of the mutual health organisations uscd for the
in-depth case studies and how they are operating under the National Health Insurance
Act 650 (MOH, 2003d). Chapter ten (10) examines thc second part of the case results
of the empirical study. Here, the influence of external agencies on the performance of

the four mutual health organisations is explored.

Chapter cleven (11) is the analysis and discussion of the empirical findings as.
interpreted within the theoretical models of social policy and community ficld
theories, underpinning the entire study. Here, the successes and the challenges of the
mutual health organisations are critically discussed on the basis of these theorices.
Finally, chapter twelve (12) is a conclusion of the entire study. Here, the summary of
the study, rccommendations, contributions to knowledge. limitations to the study and

dircctions for future research are espoused. There is also a concluding statement.
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CHAPTER 2

HEALTH SECTOR REFORMS IN DEVELOPING COUNTRIES: A REVIEW
OF RELATED LITERATURE

2.0. Introduction

This chapter presents a review of related literature on the problems of health financing
and health sector reforms. There are four (4) sections. Section one (1) discusses the
terminologies of some words which are used frequently in this studv. Section two (2)
analyses the problems of health financing and its effect on health care delivery in sub-
Saharan Africa. Section three (3) is the introduction of economic reforms within
which the health sector reforms were embedded. Section four (4) is a brief summary

of the entire chapter.

2.1. Terminologies

Silverman (2006), explains that concepts are visibly precise facts based on a
meticulous model, which ‘offer ways of looking at the world which are cssential in
defining a research problem’ (p.3). Some researchers point out that a definition is just
a definition, but when the definiendum is a word already in common use with highly
favourable connotations, it is clear that we are trying to be persuasive (Stevenson,

1945; Little, 1950; Arrow ,1963).

2.1.1. Health

The World Health Organisation (WHO) provides a universal definition: “health is a
state of complete physical, mental and social wellbeing, and not merely the absence of
disease or infirmity; is a fundamental human right and that the attainment of the
highest possible level of health is a most important world-wide social goal whose
rcalisation requires the action of many other social and economic sectors, in addition
to the health sector’ (WHO/UNICEF, 1978:1; see Frenk, 1994:27). Health
encompasses a broad range of issues; importantly, the political, economic, social and
epidemiological together with community dimensions to work together in a well-
coordinated manncr. All these factors need to be harmonised in order to achicve a
sustained programmec of health financing and service provision. It was in the light of

thc above aim of achicving global development goals that this comprchensive

definition of *health’ was arrived at.



2.1.2. Health Insurance

The term ‘insurance’ has been defined in different ways because there are various
things that can be covered by insurance schemes such as: property, motor, equipment
and many more. Even when the term is applied to health, there are varied
explanations that can be given. Therefore, for the purposes of health and healthcare,
the term ‘health insurance’ is used to describe an insurance against expenses that are
incurred through illness of someone who is insured under an insurance scheme. This
is a pre-payment plan that can help to provide services or cash indemnities for
medical care. The money may be put together in a fund called an insurance pool.
When members of the fund fall sick or are injured and incur any medical costs, the
costs may be paid for them by using money from this insurance pool either in part or
full (PSU, 2004). Hurley (2001), argues that unpredictability in the need for health
care and the high costs of health care have created an imperative role for insurance in
health care financing. Thus, under health insurance, individuals® financial risks that
are connected with health care are pooled. This helps to reduce the full amount of
risk in society as well as it allows those members who fall ill to acquire the health

care they need (see also Carrin ef al., 2005; Jacobs et al., 2008).

Some economists explain that because people lack information about the form, the
amount and the cost of their future health care needs, they are encouraged to require
quality health cover in the form of insurance so as to be able to make a claim since the
insurance company is another commodity that has been bought in the markct place
and is subject to the standard result of neoclassical price theory (Arrow, 1963;
McGuire et al., 1989). Using an ethical perspective, Hurley (2001), posits that unlike
most goods and services, insurance is a collective activity, which an individual can
only produce by joining together with others to form a risk pool. However, Evans
(1987), argues that health insurance does not insure health; rather it reimburses the
costs of health care and enables potential users of care to pool their risks. Donaldson
and Gerard (2005), support this assertion and observe that pcople cannot insure
against ill-health itself but rather the financial costs of ill-hcalth and as a result. health

care insurance cmbodies the wider concept of income maintenance.
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2.1.3. Health Financing and Expenditure

The World Health Organisation (WHO) explains that health financing 1s the
collection of funds from various sources, pooling of funds and spreading of risks
across larger population groups and allocation or use of funds to purchase services
from public and private providers of health care. The rationale of health financing
schemes is to make funding available, as well as setting the right financial enticement
for providers. This is also to make sure that all persons gain right of entry to valuable

public health and personal health care (WHO, 2000, 2006).

Government health expenditure is the expenditure on health by all government units
and includes social insurance schemes and extra-budgetary spending on autonomous
health institutions. The autonomous health institutions may include quasi-government
hospitals such as university hospitals, among others (secc WHO, 2003a, 2003b).
Moreover, the government health expenditure includes donor funding that is
channelled through the government but excludes off-budget donor funding for prudent
projects (WHO, 2003b; Kruk er al., 2007). Culyer (1983), observes that the amount
of hecalth care expenditure in any country secems to be unrelated to the degree of
governmental involvement in the financing or delivery of health services, instead, it
can almost entirely be accounted for by differences in the various countries’ national

income (Culyer, 1983; Leu, 1986; D1 Matteo, 2009).

2.2. Problems of Health Financing

Developing countries have adopted different ways of collecting revenue for financing
health similar to those existing in the developed countries with slight vanations in
approach (Mwabu, 1990; Sein, 2002). Maeda (1998), categorises countrics into three
levels of development as low-income, middle-income and high-income: cach level
has a diffcrent health care financing system. Whilst low-income and middle-income
countries gencrate a lot of their health funds from patient out of pocket. high-income
countries generate their health funds through National Health Service (Macda, 1998
Schicber e al., 2006). In summary, the basic sources and mechanisms of financing

health are shown in table 2.1 (SDC, 2003).
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Table 2.1: Health Financing Schemes

Type of Scheme Sources of Funds

Government Expenditure Variety of tax instruments

Private Health Insurance Individual premiums to health insurance companies

Social Health Insurance Percentage contribution from employers and
employees

Out of Pocket Payment Payment of services at point of service use

Community Health Insurance | Percentage contribution by community members to a

non-profit organisation

Donor Organisations Grants from international financial and aid

institutions via Government or specific organisations

Loans Funding of health care investment items by cxternal

organisations

Health care is a ‘commodity’ that is seldom left for the unregulated market to decide
the price, location, type and volume of services to be provided becausc of its
relevance to governments the world over. The only difference is that the proportion
of finance from the different financing sources varies greatly, from country to
country. Typically, health systems, in developing countries, depend on a mix of
financing mechanisms (WHO, 1993; Noterman et al., 1995; Bennett et al., 1996,
1998:; Bossert ef al., 1998; Bennett and Gilson, 2001: Donaldson and Gerard 2005).
However, majority of governments in sub-Saharan Africa, rely heavily on taxes to
provide health care, because there is no proper health insurance system in place

(Carrin and James, 2005).

There are concerns regarding how to identify a viable health financing strategy. as
there are still problems with how to finance health. Unlike their counterparts in the
developed economics like the United Kingdom (see Culyer, 1989a, 1989b: McGuire
et al., 1989), the United States of America and Canada (Evans, 1986. 1987), who have

achicved cquitable and universal health coverage as well as ensurcd financial
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protection for their people (Biarnighausen and Sauerborn, 2002; Jacobs er al.. 2008),
health financing and delivery in sub-Saharan Africa, including Ghana, have been

constrained by a lot of factors (Mwabu, 1990).

According to the World Health Report 2005, about forty-four (44) countries of the
WHO African Region, spent less than 15 per cent of their national annual budget on
health; 29 national governments spent less than US$10 per person per year; 50 per
cent of the total expenditure on health in 24 countries was from government sources:
and prepaid health financing mechanisms covered only a small proportion of
populations in the region. Again, private spending constituted over 40 per cent of the
total expenditure on health in 31 countries, whilst direct out-of-pocket expenditures
constituted over 50 per cent of the private health expenditure in 38 countries (WHO,
2005, 2006).

Why this is the case requires an imperative review of health financing strategies in
sub-Saharan Africa, which must necessarily take into account certain factors, which
arc peculiar to the continent (McIntyre and Gilson, 2005; Criel er al., 2005). Mwabu
(1990), outlines some of the issues including, the fact that African cconomics, like
economics of other continents are linked to the international economy. Therefore,
health financing strategy in each country has to take into considcration both the
external and the domestic factors that affect hcalth budgets. The poor cconomic
performance make it increasingly difficult for governments to finance the health
sector by increasing tax revenues or take additional loans from international sources

(Mills et al., 2001; Carrin, 2003; Carrin et al., 2005).

It would appear as unlucky rather than a case of inefficiency that in spite of numerous
attempts and strategies to prevent the occurrence of the problems confronting the
hcalth systems, there still seems to be a constant decline of Africa's health systems
(Criel, 2001; Medici Con L’Africa, 2001). The causes of the problems can be related
to certain fiscal policics of both the internal and external stakcholders in Africa’s

health carc environment. These include:
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1. The insignificant resources allocated to the health sectors of most dey cloping
countries in Africa, south of the Sahara; estimated to be on average less than

USDS per capita per year;
2. The introduction of user fees in public health services in the 1980s:
3. The reduction of international aid; and

4. The rapid spread of market systems and privatisation (Medici Con L’ Africa.
2001).

Hoare (1987), discusses the conventional mechanisms for financing health from either

public or private sources and notes the problems facing developing countries.

2.2.1. Problems of Health Care Delivery

The problems enumerated above have created conditions whereby therc seems to be
serious inequity in the redistribution of resources devoted to the health sectors of the
cconomies of sub-Saharan Africa countries. There is increasing number of pcople in
the population who have either little or no access to orthodox health care services
when they are most in need of it (Medici Con L’Africa, 2001; Mclintyre er al., 2006;
van Doorslaer et al., 2006; Jacobs et al., 2008). To reduce poverty and cnsure
sustainable economic development (Berman, 1995), low-income countries have been
urged to address issues of health and poverty concurrently, as health carc
development is a key ingredient for human capital formation and sustainable
cconomic development (Asfaw, 2003). If people are healthy and can work, they can

contribute economically to their country (Criel, 2001; Skinner and Staiger, 2007:

Skinncr er al., 2008).

The World Health Organisation Report 2000 notes in part that in the world’s poorest
countries, particularly the longstanding poor have to pay for health carce from their
own pockets at the very time they arc sick and most in need of 1. Most of these
pcople may not be in any gainful employment and are also unlikely to be members of

cmployment-oriented or job-based pre-paymcent schemes. They have less access than
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better-off groups to subsidised services from their employers (WHO, 2000: Nancy.
2000). The World Bank Report (2008), observes that health care provision is the
largest private health care segment in sub-Saharan Africa. This holds significant

potential for financial returns and development impact since the:

...private sector share of provision varies significantly by
country, and this variation is primarily driven by individual
government perspectives on the role that should be played by
paid health care services...the majority of private health care
provision is for-profit...(WB, 2008:40)

Unfortunately, there is no longer universal free health care at the point of service use.
This was a policy option adopted in most of these countries immediately after
independence. This has proved inapplicable in the current health care context due to
economic policy reforms (Frenk, 1994). Since there are no alternative arrangements
to access formalised health care, people in desperate attempt are compelled to resort
to all different means possible to attend to the health carc needs of a sick family
member. One of the humane methods may be to utilise the family’s savings, which is
referred to as family capital fund. The economic repercussions on the family’s capital
can be a situation where the family’s financial resource base becomes unsustainable
because of constant depletion. This leads to a vicious cycle of poverty-illncss-
poverty. When people are poor they fall ill easily; spend their accumulated capital in
treating their illness; cannot work during that period to raise money: and find
themselves back in the clutches of poverty (Criel, 2001; Medici Con L’Africa, 2001;
Jacobs er al., 2008).

Additionally, in sub-Saharan Africa, at times, communities have to contend with
natural disasters like floods and bushfires, civil conflicts and national economic
depression, which are beyond the control of ordinary people (Criel and Kegels, 1997:
Criel, 2001; Medici Con L’Africa, 2001). As the majority of the people in the rural
communities arc peasant farmers, it becomes economically, disastrous with health
consequences when rural households experience crop failures. Due to their locations,
jobs are not available and unemployment is high amongst even the youth. The lack of

governments’ ability to deliver universal health care means that an cntire houschold
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may sink deeper into poverty (Schneider et al, 2001a, 2001b; Carrin er al., 2005;
Basaza et al., 2007).

2.3. Economic Reforms

In the 1990s, most governments changed their health financing strategies and systems
either through political ideology or economic and international pressures under the
public sector reforms. Thus, the inadequacies in funding coupled with the economic
recession in the 1980s created unbearable problems for governments in developing
countries in the areas of health financing and delivery. The World Bank (WB) and
the International Monetary Fund (IMF) bailed them out with loans, which had
stringent conditions: the major one was the introduction of economic reforms. The
loans granted were implemented under a policy of Economic Recovery Programme
(ERP), which had sub-programmes. Prominent among them was thc Structural
Adjustment Programmes (SAPs). These were the standard WB and IMF policy
packages which stipulated the slashing of government spending, privatisation and
opening up of these countries to foreign investment, among other measures. It is
observed that the general outcome of these programmes is deepened poverty around
the world, due to implementation difficulties peculiar to thesc countries (Double

Standards, 2005).

The economic reform had implications for the health sector as well. There arc aims
contained in the World Development Report 1993 to assist governments of
developing countries to improve the health of their populations. The suggested
policies to improve the system include fostering an environment that enables
households to improve health; promote diversity and competition in the provision of
hcalthcare services: and improve government spending on health. Thus, the Report’s
prescriptive advice is that governments should ensure universal access of at lcast a
minimum package of health services, especially, for the poor (see World Bank, 1993;
Paalman et al., 1998). However, Paalman and a team of analysts (1998), arguc that
there cannot be one universally applicable set of priorities because the polhitical,
physical, social, environmental and behavioural affects on health arc specific 10
different cultures and different economic circumstances. These must be fully taken
into account (Paalman er al.. 1998).
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2.3.1. Health Sector Reforms

Different definitions have been given by different authors of health sector reform, but
they seem to lack details of the actual institutional arrangements needed to achieve
health sector goals (Frenk and Gonzalez-Block, 1992; Cassells, 1993, 1995; Frenk
1994; Gwatkin, 2001; Roberts et al., 2004; Huntington, 2004). It is argued that health
sector reform is not a concept on its own, it only became necessary to introduce a
change process that would be sustained, purposeful and fundamental (Cassells and
Janovsky, 1996; Berman and Bossert, 2000). The argument is that there is no
consistently-applied, universal package of measures that constitute health sector
reform (Cassells, 1995). However, most reform initiators would indicate their overall

goals as improving health sector efficiency, equity and sustainability (Mills et al..
2001).

In this study, health sector reform is defined as a rapid response to thc discrepancics
in the health sector in general, which aims at finding workablc solutions to promotc
viable institutional and financial mechanisms that can enhance the efficient and
equitable delivery of health care for the population. This agrees with the often used
definition of health sector reform as ‘sustained, purposeful change to improve the
efficiency, equity, and effectiveness of the health sector’ (Berman, 1995:15). Thus,
health sector means the entirety of strategies, programs, institutions and actors who
provide health care. ‘These are organised efforts to treat and prevent disease in a
holistic manner. Berman (1995), argues that in general terms, reform entails altering
both policies and institutions in the health sector. Therefore, the goals of cfficiency,
equity, and effectiveness of the health sector require the translation of these into
cxplicit ideas such as increasing productivity levels, giving the underprivileged
population additional benefits and developing plans to amend mortality and disability

patterns in the population (Berman, 1995).

2.3.2. Justification for Health Sector Reforms

Different stages of hcalth sector reforms have been implemented by governments of
sub-Saharan Africa countries since the late 1970s and early 1980s (Gilson and Mills,
1995; Leighton, 1996; Russell er al., 1999; UNICEF, 1999; WHO, 1978; Mills et al..
2001). The first global ideal of health sector reform was initiated in 1978 when a

World Health Summit was held in Alma Ata in Russia. The outcome of the
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conference was the birth of Primary Health Care (PHC) as a model that could be used
to deliver equitable health care to the people. The conference proposed among other
things that governments have a responsibility for the health of their people. which can
be fulfilled only by the provision of adequate health and social measures based on the
active involvement of the community (WHO, 1978; Frenk 1994). The
recommendations also expected governments and the international community to
ensure that people attained a level of health that would permit them to lead a socially
and economically productive life by the turn of the millennium through a popular

slogan dubbed: ‘Health for All by the Year 2000’ (WHO, 1978:2).

Developing countries earnestly ratified the declaration of the Primary Health Care
(PHC) concept. However, the objectives of this campaign could not be realiscd by
many countries, mostly, in sub-Saharan Africa, at the turn of the century in the ycar
2000 (Berman and Bossert, 2000). Before this could happen a ncw health scctor
reform directive had been suggested, to kick-start another change in the way health
was financed and delivered (Mohindra, 2001). This was becausc the health sectors of
these countries were suffering from grossly inefficient and inequitable resource
allocation, declining quality, and demoralised work forces (Berman and Bosscrt,

2000; Russell ef al., 1999).

Different perspectives have been expressed by different researchers regarding the
reasons why health sector reform has become widespread (Frenk, 1994, Berman,
1995:; Collins ef al., 1999). What is clearly common is that all the factors are
interrelated. For instance, Berman (1995), and Collins et al. (1999), have utilised
many ideas from Frenk’s conceptual framework (Frenk, 1994). Berman (1995). uses
a development context to discuss the objectives of health sector reform and explains
that there has been global interest because health is a central goal of national

development as it makes development more sustainable.

The gaps in Berman’s justification are filled by Collins et al. (1999), who usc the
political context. They identify six factors generating the need for health scctor
reform as: demographic and cpidemiological change: processes of social and
cconomic change and conflict; economic and financial policy; politics and the

political rcgime; ideology, public policy and the public sector: and cxternal factors.
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especially in developing countries (Collins ef al., 1999). Even though, thev observe
that any refusal to recognise the policy context and how it is implemented can lead to
principal unhelpful outcomes for the improvement of the health sector, their analysis
did not touch on the lack of institutional capacity and the political and individual

motivations of the citizens that are crucial to reforms.

The most appropriate approaches to analysing how developing countries embarked on
health sector reform are given in Frenk’s (1994), systems concept. This identifies
four main attributes as: economic, political, ideological and epidemiological. These
take into account organising and financing health care, promotion of goals of cquity.
effectiveness and efficiency in the health sector. This also shows the interplay
between the stakeholders and the economic, social, political, ideological and
epidemiological elements. Frenk argues that the changes are subject to the collective

will of societies and therefore, offer opportunities for decision (Frenk, 1994).

However, the economic reason necessitating the health sector reform is that the
position of a country’s economy has an overall effect on the subsequent relationship
with all other sectors including, health. The intensity of the economic status of a
country depends on whether it is developed or underdeveloped. Whereas in the
developed economies, health sector reform was initiated to contain the cscalating
costs and to enhance value for money this was also partially forced on developing
economies by the vagaries of the world economic order and the economic crisis of the
1980s (Frenk, 1994). A study of twenty-six (26) member states of the Organisation
for Economic Commission and Development (OECD) found that 16 out of the 26 had
reformed the way they financed health and health care. There are attempts geared
toward reducing the total contribution of funding from the public coffers whilc
increasing the role of the private health sector and private insurance. Thercfore,
between 1990 and 1998, government funding in sixteen (16) out of the 26 countrics

dwindled in relationship to other funding methods such as private insurance or uscr

fees (Donaldson and Gerard, 2005).

The world's health sector has been engulfed by change that is impacting upon social.
cconomic and political environments with improved health status being onc of the

measuring rods of progress that countrics aspirc to (Frenk, 1994, Berman, 1995).
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Frenk (1994), observes that all countries are adhering to the changes that take place in
the health sector because health is seen as an essential field in human life and
development of countries’ economy. Hsiao (2000), identifies a set of control knobs
that can help establish the key routes and effects of health care systems and can be
used for assessing the success or otherwise of health sector reform. Thus, the main
focus of health sector reform attempts: ‘to establish, set, or adjust these control knobs

of financing, payment, organisation, regulation, and consumer behaviour’ (Berman

and Bossert, 2000:2).

Using this framework, Berman and Bossert (2000), characterise the actions taken in
the health sector under the reforms into ‘fundamental programmes of system change’,
which they call the ‘big R’ reforms (p.2). These are reforms that engage at least two
or more of Hsiao’s (2000), control knobs as they change a considerable part of the
health care system. The second characteristic deals with actions taken in the health
sector, which are ‘more limited, partial, or incremental’, which they call the ‘little R’
reforms. These are reforms that seek to address only one control knob with a more
limited scope of change. They however, observe that the ‘big R’ reform may involve
the implementation of many ‘little R’ activities (Berman and Bossert, 2000:3). These

two characteristics have been illustrated in figure 2.1 below.

Figure 2.1: Characteristics of Health Sector Reform

Health Sector
Reform

‘Little ‘R’ Reform ‘Big R’ Reform

Limited, partial or - Fundamental programmes of system
incremental changes in the change in the health sector (private
health sector (cost sharing, health insurance, social health

user fees, cash and carry etc) insurance or tax-based)




Reforms in sub-Saharan Africa countries as a whole can be grouped under three main

themes:

. Diversification of funding patterns away from tax revenues to fund public
health services. Thus, there is the need to explore other sources of financing

in addition to the traditional tax-based funding by the central government:

2. The formalisation of relationships between public and private health sectors.
Thus, there 1s the need to ensure collaboration between both the public and

private health sectors in health financing and delivery: and

3. Rcforming the role of consumers and citizens in the financing and planning of
health services. Thus, therc is the nced to cnsure greater community
involvement and participation in addressing the problems affecting the health

sector (Mills, 2000, Mills er al.. 2001 Donaldson and Gerard 2005).

It is obvious that governments and policymakers in the developing world have
undertaken reforms duc to poor cconomic performance (Frenk, 1994: Berman, 1995
Collins ¢t al., 1999; Bro, 2007). Some rescarchers have found that the
implementation of health sector (Berman, 1995). and public sector (Russell et dl.,

1999). reforms in developing countries had been difticult.

2.3.3. Health Financing Reforms in Sub-Saharan Africa

As a result of the perceived tension between the different stakeholders in the health
cnvironment: the presence of multi-faceted groups of professionals. politicians.
international financial institutions. and the community at large. two alternatives of
how to mobilise funding for health care were suggested to policy makers in sub-

Saharan Africa. under the health financing reform. These focus on:

[ Allowing service users to pay for services they use. which s also known as fee

for service payment or payment per episode of sickness or risk.

2 A pavment based on risk sharing schemes through the contributions ol

potential users (Noterman f al.. 1995 Donaldson and Gerard 2003).
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These two alternatives have since been implemented in some sub-Saharan Atrica

countries as discussed below.

2.3.3.1. Cost Sharing (User Fees) Policy

The first option under health financing reform is user fees. This was initially. adopted
and has become widespread in sub-Saharan Africa. Two broad models of uscr fees
systems adopted are the standard model and the Bamako initiative model (Nolan and
Turbat, 1995; Gilson, 1997). In addition, there is wide range of user tces payment
systecms: flat fee or differentiated fee; fee per episode or tee per item of service:

prepayment or payment at time of use (Price. 2002).

2.3.3.1.1. Weaknesses in User Fees Policy

There are scveral problems associated with the implementation of uscr fees. Firstly it
fails to completely address the cquity and welfare goals in these countries (Diop o7 al.,
1995; Gilson and Mills, 1995; Mills, 2000; Mills et al., 2001). In addition to the
formal fee charges introduced in government health facilities, informal charges are
also common practice (Stekelenburg er a/l.. 2005). Morcover, there has been a total
change in the attitude of both health care personnel and consumers. Ieading to a shap
reduction in attendance rate at orthodox public health facilities and the longstanding
poor houscholds arc massively, affected because they cannot access health care

(McPake, 1993; Carrin, 2003).

The problems have been compounded by the fact that people in communitics of most
sub-Saharan Africa countrics arc exposed to a lot of risks basically due to their
disadvantaged locations. A proper transportation system linking the towns and
villages to cnsure casy access to health care tacilitics is often lacking. Theretore,
many people in the remotest parts of the communities tend to consult traditional
healers for treatment for common ailments.  This is considered as an INCAPCNSIVG
substitute (Stekelenburg ef al., 2005). Green (1997), found that more than 80 per cent
of the people still use the services of traditional healers because of the escalating
premium of Westernised health care and medicine (Green, 1997; Stekelenburg of ol
2005). People only report to the modemn health care facility as a last resort when thew
health conditions had deteriorated. because of the high costs of drugs (Shert & They.
1995 Tsey. 1997).

o I
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Chan (2009), argues that user fees for health care were put forward as a wayv to
recover costs and discourage the excessive use of health services: this did not happen.
As a substitute user fees punished the poor: this is a bitter irony at a time when the
international community is committed to poverty reduction (Chan. 2009: Marriot er
al., 2009). Therefore. Stocking (2009), cautions that lives will be needlessly lost
before leaders act as poor people simply cannot afford fecs and inaction will continuc
to deny access to life-saving healthcare for millions (Stocking. 2009; Marriot er al..
2009). Due to the problems associated with policy implementation. governments and
policy makers have been anxious about the severc consequences of people’s ability
to access orthodox health care and are sourcing for alternative mechanisms (McIntyre
et al., 2006; van Doorslaer ef al., 2006; Jacobs e¢r al., 2008). This led to suggestions

that the second alternative, risk sharing policy could be tested.

2.3.3.2. Risk Sharing (Health Insurance) Policy

The second health financing reform strategy cmphasises the need to involve the
private scctor and private health financiers as well as cncouraging prospective uscrs to
sharc risk in the delivery of health carc in developing economics (brenk, 1994
Berman, 1995). This requires the sctting up of a new extended system of national
health insurance which needs to include extensive adjustment in financing, regulation,
and dclivery (Noterman er al.. 1995 Donaldson and Gerard 2005).  Thus, this
approach uscs health insurance. especially. social health insurance, which 15 the
dominant method in industrialised cconomics.  This is cxpected to enhance the
chances of achiceving universal health coverage: provide financial sccurity for all
against cxorbitant health care costs; and proy ide tairness in tinancing for health care
(Sauerborn ¢r al., 1996; Carrin et al., 2005). Health care risk pooling 1s central
feature of health insurance arrangements. This facilitates health care services to be
delivered in line with people’s need rather than their individual capacity to pay

(Lauticr, 2003).

A few countries in the African sub-region have being considermg the possibihty ol
introducing national or social health insurance schemes.  For instance, Nigeria has
introduced a Federal Health Insurance Policy (FoN. 1999); and Zambia has adopted o
comprehensive health sector reform including the introduction of health msurance
wchemes (Mills ¢z al.. 2001). Zimbabwe 15 constdering a national health msurance or
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social hcalth insurance scheme (MOHCW. 2001; Badasu. 2004: The Herald. June.
2004; McIntyre and Gilson, 2005).

2.3.4. Constraints to Implementing Health Insurance Schemes

However, the majority of the countries have yct to embark on any serious provramme
of health financing reform because implementation is anticipated to fall short of
expectations. National or social health insurance provides cover for people in the
formal employment sector such as public and civil servants, raising questions about
population coverage (Carrin et al., 2005). Some researchers c¢ven question whether
the health insurance idea was deeply rooted in the African socicty (Vogel, 1990a,
1990b; ILO, 1993; Shaw and Griffin, 1995: Dablu. 2001). For instancc, the World
Bank Report 2008 argues that microinsurance is still rare across sub-Saharan Africa
(WB, 2008). However, studies have found that health insurance in developing
countries dates as far back as the ycars preceding the Sccond World War (/Zschock,

1982; ILO, 1993; Arhin, 1995; VRHA, 1998: Dablu, 2001).

Although, the Philippines, a low to middle-income country in South-East Asia, has
had more than thirty-five (35) years cxperience of implementing social health
insurance, the scheme still has problems (Obermann er al., 2000).  Attempts by sub-
Saharan Africa to model their health insurance schemes on the basis of schemes that
exist in high-income countries had led to serious financial, managerial and equity
problems because of the socio-cultural variations within Africa comparcd with the
developed world (Barnard. 2000; Cricl er al, 2005). Therefore. any attempt to move
swiftly into hcalth insurance will create as many difficultics as well as anticipated
benefits (van Ginncken, 1999a; Carrin, 2003 Carrin er al., 2005, Obermann et al..
2000). There arc many constraints to implementing comprchensive health insurance
in sub-Saharan Africa (Sckhri and Savcdoff. 2003).  Some of these have been

discussed below.,

2.3.4.1. Weak Administrative Structures

Any country proposing 1o implement a national or social health msurance scheme
needs to assess its administrative capacity and capability.  Where there are weak
administrative  svstems coupled with an undeveloped  private scctor, there are
difficultics in setting up and assuring the running of @ fow-vost and competent
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management; problems in calculating the capability of households to pay premiums:
and complications in determining reasonable premiums and collecting them (Carrin.
1986, 2002, 2003). Governments in sub-Saharan Africa lack the required managerial
tools because of problems with systems of communication due to absence of
information, communication and technology (ICT), for example, telephone facilities
are inadequate (Arhinful, 2000; Carrin, 2003; Carrin et al., 2005). Governments have
to contend with the absence of banking facilities in most communities where people
live thereby impeding inter-bank networking to facilitate smooth transfer of financial

transactions. There is a lack of reliable computerised database on the population (sce

GSS, 2005; NDPC, 2005a, 2005b).

2.3.4.2. Economic Disparities

Governments are also confronted with how to achieve consensus nationwide on the
policy direction of social health insurance. This requires the pooling of all available
resources so that financial resources are transferred from the well-to-do individuals to
the needy and poor (Carrin ef al., 2005). The healthy and strong need to sce to the
weaker ones in their midst and those in active employment need to be ablc to transfer
something to those who are unemployed. These are rather problematic issucs for sub-
Saharan Africa countries, where people have significant disparitics of incomes and
resources (Preker ef al., 2002). The economic disparity gaps arc very wide to the
extent that majority of the population are unemployed or have incomes below the
poverty line. For that reason, raising significant revenue through taxation is a
herculean task for governments (Carrin, 2002, 2003; Mariam, 2003). The UNDP
Report 2005 is clear on the income differentials of populations in devcloping
countries (UNDP, 2005b; Asante ef al., 2006). The difficult socio-economic wcb that

has cntangled sub-Saharan Africa countries has yet to be disentangled.

2.3.4.3. Lack of Trust in the Public System

The problem with the seeming absence of political stability in some of the sub-
Saharan Africa countries cither as a result of civil conflict or intcrmittent military
intervention on the political scene has also been observed (Criel and Kegels, 1997.
Preker ef al.. 2002; Schneider, 2005a. 2005b). The true costs of civil contlict apart
from the human loss of life have been the destruction of a country's infrastructure as
well as mistrust and the lack of confidence of the people in the political system (Cricl
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and Waelkens, 2003: Schneider, 2005a. 2005b: Jacobs ¢ «/.. 200%). This will not
encourage people to contribute effectively. to health care system tashioned on a health
insurance model. They nced systems that can reinvigorate their confidence (Carmn et
al., 2005; Schneider, 2005a, 2005b: Basaza et al.. 2007). Even though. governments
have gone to cnormous cfforts to reinforce the need for cquity and sohidarity in aceess
to health carc: this cannot be guaranteed under a health insurance plan (Khetrapal.
2004). Thus, equity and solidarity are not only indispensablc for the implementation

and cffectiveness of health care systems; they are important for social cohesion

(Abdeljalil, 2003).

2.3.4.4. Neglect of the Informal Sector Economy

The adoption of health care insurance appears to have neglected people in the
informal sector of the economy. The way forward to addressing the problem ot health
financing in sub-Saharan Africa is that different mechanisms need to be tested. This
has necessitated the need for the health scctor reform to be re-focused on other
context specific mechanisms of health financing (Barnighausen and Saucrborn, 2002
Cricl ef «l., 2005). For this recason, Saltman (1997b), suggests that any decision to
adopt competitive incentives should reflect the rational calculated judgment tied to the
organisational characteristics of cach particular sub-scctor as hospitals,  general
practitioners and home care insurance are influenced by their national, cultural and

institutional contexts (sce Saltman, 1997a, 1997b).

Jacobs e al. (2008), arguc that in low and middle-income countrics, majority ol
pcople arce cither self-employed or work in the informal scctor: mostly small scule
entreprencurs, peasant farmers and artisans. This makes expansion of formal health
insurance. if available. difficult.  This creates difficulty 1n achieving cequity and
universal coverage in health care financial protection.  Comprehensive health
insurance arrangements are dithicult to apply in countries where there s large
informal population and posverty 1s part of the national cconomic lite of the people
Majority of the populace in <ub-Saharan Africa live in rural arcas: they are mostly n
the non-formal employment sectors. Therefore. it is anticipated that improved equity
in health will require greater investment n those fuctors which are outside the formal
health system, not just inereased access to illness-oriented services (Naltman, 19974
1997b: Brownell ¢ral.. 2001 \Mahnken, 2001).
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Hence. alternatisc mechanisms that might address the needs of the people in the
informal sector of societies as well as enhance community participation. equity,
cquality and solidarity amongst the people constitute the current direction of the
cvolving health scctor reform (Jakab and Krishnan. 2001; van Ginneken. 2002: Carrin
et al., 2005; Jacobs et al., 2008). Mutual health organisations are being tested

accordingly as discussed in chapters 3 and 7.

2.4. Summary of the Chapter

This chapter has analysed the problems of health financing and delivery in sub-
Saharan Africa and reviewed the economic and hcalth scctor reforms.  Problems
caused by the introduction of cost recovery policy and the constraints to implementing
system-wide social health insurance have been discussed. The need to explore other
context-specific  health financing mechanisms to address problems of incquity
confronting the informal sector population has been emphasised. The next chapter

discusscs the concept of mutual health organisations.



CHAPTER 3

SUSTAINABILITY OF MUTUAL HEALTH ORGANISATIONS: A REVIEW
OF RELATED LITERATURE

3.0. Introduction

This chapter presents the first part of the review of related literature on the concept of
mutual health organisations (see chapter 7 for the second part). The cvaluation in this
chapter provides a basis upon which the empirical studv of the mutual health
organisations in Ghana was conducted. The chapter is divided into four (4) scctions.
Section one (1) introduces the concept of mutual health organisations and arguments
relating to their overall sustainability. Scction two (2) examines arguments in respect
of financial viability of mutual health organisations. The need to cnsure interplay
between financial wviability, institutional viability and social viability has been
espoused. Section three (3) discusses some risk factors that are likely to aftfect the
financial viability of mutual health organisations. This is discussed by Cripps ¢r al.,

(2003), as technical viability. Section four (4) 1s a summary of the chapter.

3.1. Mutual Health Organisations

The concept and the development of community-based health insurance schemes
(CBHIS). otherwise known as mutual health organisations (MHOs). which are
organised by communitics to finance their health carc have been discussed by
different rescarchers (Cricl and Waclkens, 2000; Jakab and Krishnan, 2001 Jatting,
2001: Schneider ¢r al., 2001a. 2001b; Mariam, 2003 Carrin or l., 2005: Jacobs er al.,
2008). Mutual health organisations (MHOs) are known as ‘mutuelles’ in French, and
are not-for-profit, autonomous, member-based organisations that aim to improve their
members' aceess to health care. They do this by a variety of financing arrangements,
crucially. using insurance and sometimes simple pre-payments. savings schemes

(Atm, 1998).

Atim (2000). defines a mutual health organisation (MHO) as a group ol people
coming together to contribute towards mecting the costs of their health care needs.
The members contribute an agreed sum into a common pot and cach tme a member

falls sick. the cost of treatment is paid from the common pot. At least five types of
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voluntary, non-profit health insurance schemes have been identified in Africa from

literature and observation (Atim, 1999), as described in table 3.1 below.

Table 3.1: Types of Voluntary, Non-Profit Health Insurance Schemes

1. Traditional Social Solidarity Networks:

These types are based on a narrow (clan or
ethnic) definition of the target group but there
can be, and are often based in urban areas.
For instance, members of a particular town or
village who reside in a different town or city
can form a group and as part of their
numerous benefits, include health care
financial assistance for their members.

Hch

2. More Inclusive Mutul B
Associations or Movements:
These are based on rural or urban

communities, enterprises, trade unions, and
professional associations, among others.
They have a mass base, which is unrestricted
by ethnicity or similar factors. These are
normally professional groups like teachers
union or members of any identifiable group
who have come together.

3. Simple or Low Participation Model of

4. Complex or High Participation

Community Financing:

This is usually organised by a health care
provider in the context of Cost Recovery in
which participation by the insured in the
running of the scheme is low or sometimes
non-existent.

Financing Model:

This i1s the one in which the community
participates in managing, at least, at the first
level of health care (health centres), usually
in partnership with the health providers,
through participatory structures.

5. Medical Aid Societies:

These are the most advanced and highly developed modification of the mutual aid social
movement, organised on a big scale, in terms of members. They usually involve professional
staff and some techniques of management borrowed from private commercial insurance 1o
run it.

3.1.1. Sustainability of Mutual Health Organisations

Despite the optimistic view that mutual health organisations can help people in the
communities in times of sickness to manage their health care costs (Jakab and
Krishnan, 2001; Jiitting, 2001; Schneider er al., 2001a, 2001b; Mariam, 2003; Carrin
et al., 2005; Jacobs et al., 2008), findings of some studies have been sceptical about
their financial viability and overall sustainability. A review shows that these non-
profit insurance schemes have limited coverage, low cost recovery rates and lttle
aptitude for safeguarding the poorest in society (Creese and Bennett, 1997, Atim,

1999: Criel and Waelkens, 2003; Carrin ef al., 2005; Ndiaye et al., 2007, Jacobs et al.,



2008). The writers explain this unenthusiastic observation by highlighting that many

of the schemes studied were poorly designed (Creese and Bennett, 1997 Aum. 1999).

Another point for debate is that even as there is a growing tendency amongst
international donor agencies to promote these schemes as part of a syvstem-wide
resolution to improving ‘access to health care services in low-income countrics’
(Ranson, 2002:613), the existing evidence suggests that they fail to reach or impact on
utilisation among the poorest of the poor (Ndiaye ef al.. 2007; Franco er al.. 200\,
Jacobs et al., 2008). Ranson (2002), asserts that these might be due to the fact that
most appraisals focus on mainly instrumental goals: scheme design and management,
per centage coverage of target populations and levels of cost recovery as benchmarks
for cvaluating their significance and sustainability.  Using this approach, the
[nternational Labour Organisation (ILO) reviewed 258 schemes and found that 50 per
cent had less than 500 members (ILO. 2002: Criel and Waclkens. 2003: Carnn ¢r al.,
2005; Jacobs er al.. 2008). However, such statements and findings cast doubts about
the potential of mutual health organisations to promotce health care access to the poor
who are located in the remotest communitics of most developing countries (Jakab and

Krishnan, 2001; Jacobs et al., 2008).

In contrast, some studies have found that mutual health organisations can increase the
use of health care and also reduce costs directly to the consumer (Bogg er al., 1990,
Cricl and Kegels, 1997; Atim. 1999; Musau, 1999: Ranson, 2002). Subscquently,
Atim (1999), reacted to Creese and Bennett’s (1997). observation and notes that it 1s
promising that with better design and widespread dissemination of knowledge, many
of the difficultics may possibly be assuaged. Duc to their flexibility, even policy-
makers hope that mutual health organisations will add to World Iealth Organisation’s
(WHO) goals of *better health, fair financing and responsiveness” (WHO. 2000:32.
See also Ranson, 2002: Kirigia er al.. 2006). Mutual hcalth organisations have the
potential for raising additional and stable revenue to fund the cost of health care
provision.  They have the capacity o reduce financial barriers to health care
utilisation and have greater redistributive effects (Preker. 2002, 2004a).  Mutual
health organisations are found to provide financial powcr to their “administrators with
a leverage to obtam-better quality services and have more accountable health-care
providers’ (Jacobs er al., 2008:140).
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Optimism about the survival of the mutual hcalth organisations is boosted by other
studics that suggest cfficacy in promoting financial access to the poor in the
communities (De Ferranti, 1985; Abel-Smith, 1993: Wicsmann and Jutting. 2000,
Jakab and Krishnan, 2001; Jacobs et al., 2008). Thesc researchers urge that with the
distinctive ethnic, language and cultural mix of African nations, this approach to
health financing may be beneficial because it permits variations to suit local
circumstances. Supporting this vicw, Atim argues that mutual health organisations
havce the potential to bestow more to the health care sector in West and Central Atrica.
Mutual health organisations have the possibility to attract more people (Atim, 1993,
Atim et al., 1998; Atim, 2001). Mutual health organisations can be combined
cffectively with social security arrangements in countrics that arc scarching for
cquitable health financing strategies (Zschock. 1982: Hoare, 1987). Jacobs ¢r al..
(2008), suggest the need to bridge mutual health organisations and social protection
programmes so as: to assist houscholds and communitics to better manage risks: and
provide support to the critical poor (see Holzmann and Jorgensen. 2000). The World

Bank Report 2008 suggests:

...creating incentives for customers to buy hcalth insurance
packaged with traditional microfinance products could spur the
growth of this market and cxtend health care coverage within
poorer segments of socicty and rural populations... (WB,
2008:43)

Notably, cvidence from other studies has shown ambiguity about the potential of
mutual health organisations to support the poor in accessing health care. While the
rescarchers have been largely questioning they have also been rccommending a
revamp of mutual health organisations (Atim er al.. 1998; Arhinful, 2000; Atim and
Sock. 2000 Dablu. 2001: Aikins, 2003: Baku er al.. 2006 Baltussen 7 al., 2006).
Thus. as they arc cmerging, mutual health organisations are confronted with
challenges that threaten their financial and overall sustainability (Fairbank, 2003,

Fairbank and Diop. 2003).

3.2, Financial Viability of Mutual Health Organisations
There are different sources of financing available for health in general and the mutual

health organisations n particular.  Some rescarchers observe that mutual health
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organisations need to guard against financial insolvency (Fairbank, 2003). Fairbank
and Diop (2003), observe that while mutual health organisations mav offcr the
benefits of risk-spreading (health-risk) they themselves may be at risk of insolvency
in the early days of devclopment. Obviously. the sustainabilitv of mutual health
organisations depends on financial viability, which is an overall indication of their
financial health and how they can be sustained financially (Atim. 1999: Cripps er dl..
2003). Financial viability of organisations has been discussed by difterent disciplines
such as agriculture (Gabriel and Baker, 1980: Johnson and Durham. 1999). hospital
services (Altman et al., 1998; Matherlee. 1999), microfinance (Blundcll. 1998). and
mutual health organisations (Atim, 1999; Cripps et al., 2003; Fairbank and Diop.
2003; Franco et al., 2006).

Odhiambo-Otieno (2005), suggests that the cvaluation criteria tor district health
management information system (MIS) should include: policy and objectives:
technical feasibility; political viability, administrative operatibility: and financial
viability. The financial viability criterion measures what the system will cost and
what it will produce for benefits. Three categorics are suggested for consideration
when cxamining measures for hospitals’ financial viability in the United States of

America:

1. The first is net income: this is revenue minus expense.

2

The second is liquidity and cash flow: this gives providers cnough liquid
assets to meet near term obligations to employees. vendors and creditors, and

to move on community needs and opportunitics.

The third is debt burden: this should be controlled because it they are too high.

‘o

they can limit flexibility and pose unduc risks of default or insolvency

(Altman ¢r al., 1998 Matherlee, 1999).

Other rescarchers obscerve that any cstimation of sustainable financing of mutual
health organisations must be considered in respect of how progressive subsidies could
be obtained from whatever source atlable (Fairbank, 2003, Fairbank and Diop.
5003). This is because most community health insurance schemes (CHIN) emjoy @ lot

R



of goodwill in the form of cither cash or kind from donor sources (Atim, 2001 Carrin,
2003). In a World Health Organisation (WHO) study. community health insurance
schemes (CHIS) were assessed on both financial and administrative terms. A number
of rcasons for poor financial viability are identified, including the small scale of
community health insurance schemes (CHIS): the occurrence of adverse selection
leading to progressively smaller risk pools and higher costs and important

administrative costs (Bennett er al., 1998: Carrin. 2003, Carrin er al.. 200%).

Two cavcats are 1dentified. For instance, financial viability 1s not necessanly equal to
self-financing. Since several partners may contribute to health financing within the
context of community health insurance schemes (CHIS). it 1s important to identity
enterprises and international donors who have a role to play. Additionally, 1t s
necessary to compare financial viability of community health insurance schemes in
the context of similar benefits packages. This is due to the fact that community health
insurance schemes may cexclude a number of health services from the benefits
packages and therefore show a high per centage of cost recovery (Carrin, 2003: Carrin

et al., 2005).

Similarly, an International Labour Organisation (ILO) study found that for 69 out of
85 community hecalth insurance schemes, central and local government cover the
larger part of the cost of health services. whilst the central government together with
other organisations are found to be important financiers n scven cases (1LO, 1999
Carrin ef al.. 2005). Consequently, all sources of tinancing available to mutual health
organisations must be considered when calculating their financial viabihty (Bacza er
al. 2002: Carrin ef al., 2005). What is common in all the measurements used 1s that
financial viability is examined in both financial and non-financial terms.  The

indicators used for measuring financial viability in this study are shown on table N3

3.2.1. Interplay between Financial Viability, Institutional Viability and Social
Viability

Unquestionably, the long term survival of mutual health organisations depends on
their financial viability. However, financial viabihity cannot be achicved without
cnabling institutional environment and the support of social networks m the
communities in which they are located. Therefore, o successful mterplay between
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these three factors: financial viability; institutional framework; and social dynamics,
will help to ensure the overall sustainability of mutual health organisations as depicted
in figure 3.1 below. The figure shows that the sustainability of mutual health
organisations depends on financial viability. Financial viability is also influenced by
both institutional viability and social viability. Thus, there is the need to examine
these factors together so as to ensure harmonisation between them. This will ensure

the financial as well as overall sustainability of mutual health organisations.

Figure 3.1: MHO Sustainability Framework

Financial Viability

Institutional Viability re— > Social Viability

Cripps et al. (2003), have provided analysis of the overall sustainability of mutual
health organisations using two main dimensions: financial viability and non-financial
viability. The non-financial viability dimension is further categorised into three arcas:
institutional, social and technical. However, the technical viability is discussed in
relation to the management of health insurance risk factors in this chapter (see 3.3).
Thus, the measurement criteria suggested by Cripps et al. (2003), are used to assess
the ﬁnanciél performance of the mutual health organisations in this study. These are
suitable because they indicate the elements and the sources of data from which to
conduct an analysis of the financial viability and over all sustainability of mutual
health organisations (Cripps er al., 2003).
34



3.2.2. Institutional Viability

The institutional environment within which mutual health organisations operate also
has immense influence on their financial viability as well as factors leading to thoir
success or failurc. The institutional viability 1s a non-financial indicator and looks at
how they can be promulgated by increasing membership. they are socially accepted.
they conduct elections, and how legality and legitimacy issues are dealt with (Musau,
1999; Atim, 2000). Consideration regarding how to finance mutual health
organisations must take account of important factors such as organisational capacity.
This 1s a frequent cause of preventable costs. Other areas of preventable costs are low
cnrolment and high utilization rate. Wasteful usc of resources Ieads to collapse and a
lot of financial waste can be saved if administrative systems are well structured like

any other business entity (Fairbank and Diop, 2003; Jacobs ¢r a/., 2008},

It is also important to address shortage of skills that arc common in community health
insurance (CHI) in most sub-Saharan Africa countrics. Some rescarchers found that
arcas where the lack of skills are cvident are the setting of contributions, collection
and compliance, determination of the benefit package. marketing and communication,
contracting with providers, management information systems and accounting (Atim ¢!
al., 1998, Atim and Sock, 2000; Carrin, 2003; Carrin ¢/ al.. 2005). There are some
confident arguments made to the direction that with appropriate instruments designed
for mutual health organisations cven the poor in rural and informal sector settings are

insurable (Kutzin, 1995; Atim, 1999).

Some rescarchers also argue that if the full potenual of the mutual health
organisations is to be realised, there was the need to reinforce their institutional,
managcrial and administrative capacitics. Experience has shown that they are hikely
to cnhance performance when they are linked to an organisation. which alrcady has
experience in financial serviees and social protection (Ron er al., 1990; Atm, 199N,
Ron. 1999: Atim and Sock, 2000: Jacobs et al.. 2008). However. it was found that the
introduction of professional management may well require external subsidy as the
mutual health organisations on their own cannot mobilise funding to train thair

management personnel (Bennett, 2004: Carrin ¢f al., 2003).
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Most of the mutual health organisations are \vulnerable to mismanagement, technical
crrors and political interference (Abel-Smith & Dua. 1988: Moens, 1990; Ron. 1999.
Atampugre, 2003). In sub-Saharan Africa. the role of government in providing health
care services is seen as paramount. Whilst it is considered that governments™ role in
providing a tax funded health system as a regulatory mechanism is not efficient. other
reviews of rural risk-sharing schemes show that governments and other stakcholders
will have to play a major role if mutual health organisations arc to be scaled up as part
of a national strategy (Musgrove, 1996; Bloom and Shenglan, 1999; Desmct et ul..
1999; Tabor, 2005; Poletti et al., 2007). The role of government in enhancing the

institutional viability of mutual health organisations is explained below.

3.2.2.1. The Role of Government

Ron (1999), argues that governments nced to play significant roles as initiator and
cnabler in the development and sustainability of mutual health organisations.  The
management and administrative dimensions of mutual health organisations are also
cxamined in light of other influential factors including, the role of government in the

arcas of regulation and subsidy as discussed below.

3.2.2.1.1. The Provision of Regulation

Different idecas with mixed convictions abound regarding the kind of regulatory
framcwork neccessary to promote mutual health organisations. Desmet er al. (1999).
arguc that the sceming lack of lucid national government health policy leads o
overlapping of responsibilitics and duplication of resource use where there are once or
morce mutual health organisations.  Liu ¢r al. (1993), recommend that governments
could set up a national agency with the responsibility of providing assistunce
including, accreditation for mutual health organisations. Atm (1998). suggests the
need for governments' legislation to cnable mutual health organisations to acquire
lepal and corporate status through registration, so as to offer protection for members
who subscribe and pay dues as well as regulating their financial management and
administration systems. Some rescarchers also suggest that the role of governments is
to provide stewardship, an cnabling conducive environment in the ferm ot cltective
decentralisation, tax regulation, a better health care delivery system and an
appropriate lcvislative framework for mutual health organisations (Carrin, 2003,
Carrin and James, 2004; Carmnin et al. 2005).
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Despite thesc suggestions, caution is raiscd by some researchers that governments
should not create and manage mutuals as excessive local pohiticul interterence could
affect registration and growth (Huber er al.. 2002). Ron (1999). notes that it is
important to involve neutral agencics 1o supervisc and provide dircction for mutual
health organisations. when regulations are developed instead of using government
machinery directly. Others question whether excessive governments” control could

cripple the movement (Atim, 1998).

3.2.2.1.2. The Provision of Subsidy

There 1s general consensus regarding the need for subsidies in the financing of hcalth
carc in developing countries in general and in Ghana in particular.  However,
researchers and policy makers are not sure of the type of subsidy that governments
might provide to support the financial viability of mutual health organisations. which
were sct up as voluntary schemes. The suspicion is that if the arrangements are not
balanced, it could lead to tension between the government, health providers and the

promoters of mutual health organisations (Atim, 1998: Ron, 1999).

It is also obscrved that in compulsory health insurance systems in Lurope. the
precmiums of the poor or unemployed are subsidised or cven directly paid by the
government as social assistance or in-built in the countrics’ social sceurity systems
(Eiscnblactter er al., 2001). A similar thing could bc donc for mutual health
organisations. Rescarchers who support this view also suggest that in order to ensure
that subsidy achicves its full impact on health care 1n developing cconomies. there
should be a strategy to clarify that it is to cover expenses at hospital level and

management of the health care system as a whole (Desmet er al., 1999).

Marcadent (1999), argues that subsidies can be a strong incentive for people o join
mutual health organisations. Similarly. Ron (1999). reveals that the mechanism of
subsidised contributions may cncourage as well as sustain membership and supports
the view that this should be accessible to specific very low and unstable income
familics over a limited period. Bennett (2004). also concords to this view noting that
vovernment subsidies to mutual health organisations should aim at the poor,
particularly those who cannot atford to pay a premium.  This would cnable them to

access quality health care (Bennett. 2004; Jacobs e al.. 2U0R).
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In contrast to the above views, Atim (1998). cautions against subsidising the
premiums because in a World Bank project in Tanzania this proved discouraging.
Ron (1999), expresses the notion that if this was to continuc for a very long time. it
might discourage some members from making individual efforts to pay their own
ducs and they also might drop out from mutual health organisations as soon as such a
subsidy was discontinued. Huber ef al. (2002), agree with this view noting that it is
unwisc to subsidise the premium level because mutual health organisations cannot

count on significant budgetary support by the governments of the Africa sub-region.

Derriennic et al. (2005), found that this approach was unsustainablc in Uganda where
thc majority of the health facility-based mutual health organisations were being
subsidised. There was the fear that this might have had to discontinue at some point.
Premium payments through group-level mechanisms are proposcd as plausible option
to ensurc the longevity and sustainability of mutual health organisations instcad of
total reliance on subsidy. The indicators used for measuring the institutional viability

of mutual hcalth organisations are shown on tablc 8.8.

3.2.3. Social Viability

Social dynamics is another important factor that has an cffeet upon the financial
viability as well as the overall sustainability of mutual hcalth organisations. This 15
described by some researchers as social viability (Atim, 1999. 2000: Cripps et al..
2003). This is a non-financial indicator and measures how the community
participates in the management of mutual health organisations as well as how mutual
hcalth organisations arc accountable to their members as autonomous organisations
(Atim. 1999, 2000: Cripps ¢t al., 2003; Franco ef al., 2004, 2006, 200%). It is this
dynamic relationship between mutual health organisations and the communities,

which has attracted interest (Atim. 1998. Atim er al., 199%).

NMutual health oreanisations are considered as a form of community participation in
health care delivery. They make it possible for community members to contribute o
discussions regarding how health issues in their communities are structured (Abcel-
Smith & Dua. 1988). A community participation approach attords members ot

mutual health organisations the opportunity o make suggestions about their health
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priority nceds. discuss how to design benefit packages. assess the performance of
health care providers and enable them to contribute to health finuncing (Aum er al.
2001a, 2001b, 2001c; Poletti er al., 2007). Jakab and Krishnan (2001 ). argue that this
gives the impression that through mutual health organisations the community can play
a major role in mobilising, pooling, allocating, managing and or supervising health

care resources (Jakab and Krishnan, 2001; see Jacobs et al.. 2008:140).

Somc empirical evidence shows that community participation is usually greater if
mutual health organisations are owned and managed by members themseh os than
health providers (Mathiyazhagan, 1998). The usefulness of community participation
and how it can be encouraged has been observed. This can be cnhanced through
increased community representation on the management boards of mutual health
organisations. Through this, members can exhibit responsiblc behayiour and take up
ownership (Griffin, 1989; Upton, 1991; Ensor, 1995: Eyre & Gauld. 2003; Franco er
al., 2004).

Other reviews of community participation have looked at the influence of local
hicrarchics and geographical constraints.  Local hicrarchics can preclude local
committces from successfully representing the interest of community members
because of the presence of male domination within these committees (McPake er al.,
1993). Community participation is sometimes impeded because of the use of
technical language during discussions at meetings. which deprives most members of
the freedom to exercise their right of contribution duc to lack of understanding of the
main issucs (Atim, 1998; Desmet ¢r al., 1999: Lyre and Gauld, 2003).  Thus, the
absence of community participation in the development and management of the
mutual health organisations will lead to low participation (Musau, 1999, Aum, 2001).
The relationship between mutual health organisations and stakcholder organisations is

discussed below.

3.2.3.1. Relationship between MHOs and Stakeholder Organisations

It is argued that in business, behaviours that have cconomic motives are implanted in
interpersonal associations, which take place between participants (Sonnemans ef al..
2006).  The socialismye activities in such groups or networks (social tes) also
forcefully impact on how organisations pertorm cconomically as well as i other arcas
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or takc advantage of their share of the allotted markets. Organisational theorists argue
that the social structure and the culture of an organisation affect the cagerness. with
which its members decide to support, cooperate, organise and harmonisc information
they share and how trust for one another is nurtured. Therefore. there is the need to
pay attention to both economic and social contexts (Coleman. 1984 Scott. 1981:

Forsyth, 1990; Tumer, 1999; Schneider, 2005a, 2005b; Sonnemans et al.. 2006).

Waelkens and Criel, (2004), suggest that small-scale networks can be formed to
enhance membership and financial power of mutual health organisations (W aclkens
and Criel, 2004; Jacobs et al., 2008). Jacobs et al. (2008). suggcest the need for “local
and national solidarity arrangements to enhance fair cross-subsidies’. However, they
argue that ‘solidarity mechanisms are socially and politically’ more suitable and can
be sustained where there is ‘one single fund rather than diffcrent funds catering tor
different population groups’ (p.142). Mutual health organisations hayvc relationships
with stakeholder organisations in the communities. Two organisations are discusscd

below.

3.2.3.1.1. Health Care Institutions

The provision of acceptable health care to clients has been found to encourage the
survival of mutual health organisations (Ensor, 1995: Leighton, 1993). W hile there
arc many views regarding what constitutes quality health care, Donabedian (198Y),
has developed a framework for defining and mcasuring quality of care and
differentiates between observed quality of care and perceinved quality of care. The
observed quality of carc focuses merely on the structure, the process and the outcome.
The structure refers to facilities, personnel and organisation. The process refers to the
interaction between the provider and the consumer. The outcome also measures the
extent to which the service meets the consumers’ expectations, The difference
between observed quality of care and perceived quality of care is that whilst the
observed quality of care relates to professionally defined standards of care, the

perecived quality of care reflects the views of the patients (Donabedian, T98N).

Under the Ghanaian health care delivery system. quality of care indicators have been
considered to include: waiting time, avatlability of drugs and availabihty of hcalth
personnel (Agyepong, 1999: Atim ef al.. 2001a. 2001b, 2001¢: JAHSAG, 2001,
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Adjei, 2005), and good customer relationships exhibited by health care professionals
(Afari-Adomah, 2000). Atim (2001), rccommends that the Ministry of Heulth (MOH)
in Ghana could assist health facilities to institutionalise Quality Assurance (QA)
programmes and a system of facility accreditation to improve quality. Despite Aum’s
recommendations, Anic and a team of researchers found that none of the mutual

health organisations in Ghana had policies on quality of care or quality assurance

(Anic et al., 2001).

Cricl et al. (2002), found 1n an evaluation of the Maliando scheme in Guinca-Conakn
that quality of care was mentioned 383 times by participants as an important factor in
the population’s attitude towards the mutual health organisation. Equally, the lack of
quality of care is cited as the most important cause of non-cnrolment (Cricl et al.,
2002; Carrin, 2003). Different studies have found that quality health care provided by
health institutions is an important factor which encourages community members’
participation in mutual health organisations (Offci er al.. 1995, Aum and Sock, 2000
Akua-Agycpong et al., 2001; Chee er al.. 2002: Cricl and Waclkens. 2003; Jacobs ef
al., 2008). In order to enhance the satisfaction of insured clients and all paticnts alike,
Ensor (1995). suggests that governments should adequately invest in health care o

improve both availability and quality of scrvices.

Most developing countries often rely on the international donor community ({inancial
aid organisations) to develop the social services sectors including health.  The World
Bank Report 2008 argucs that the huge varicty of financial and developmental
prospects that the hcealth sector presents in sub-Saharan Africa will nccessitate
significant participation by all fragments of the investor community (W B, 2008).

These investors include:

l. Financially driven private investors: will find sustaincd industry growth

combined with opportunitics for consolidation;
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2. Angel investors: can engage with innovative social enterprises o dehver great
returns while addressing some of the most pressing health care challenges

facing the region;

3. Double-bottom line investors: such as development finance institutions and
foundations, can collaborate to provide ‘patient capital” to achicve financial

rcturns over the longer term while delivering significant development impact:

and

4. Donors: can play a key role by financing thosc enterpriscs that are not
financially viable, but have thc promisc to play a crucial rolc in the

development of high-quality private sector health care (W B, 200%).

Prcker (2004a), contends that in sub-Saharan Africa and other low income regions,
duc to the absence of adequate funding for health, there is poor access to even the
under-financed and low quality publicly financed health services. The consequence
of this 1s that the health sector is left highly dependent on donor assistance. Duce to
poverty many people are being deprived of access to health carc at orthodox facihities.
Therefore, a group of non-governmental organisations led by Oxtam 1s calling on

world Ieaders to provide free health care to vulnerable groups in developing countries:

...I am writing on bchalf of over 60 organisations who today
have launched a report calling on world leaders to act ahcad of
the high level event on health on 23rd September [2009] at the
UN General Assembly to make health care free and save hives.
User fees for health care are a life or death issuc for millions of
pcople in poor countries. Too poor to pay, women and children
arc paying with their lives. For those who do pay, over 100
million arc pushed into poverty cach year... (Stocking, 2009)

Atim (2000). found that mutual health organisations enjoy a lot of goodwill from the
donor community, which has translated into the availability of a broad range of
management and organisational tools developed exclusively tor such organisations
(Atim. 2000, 2001). A survey of cighty-two schemes also contirms that mutual health
organisations usually survive only for as long as transler payments from an externdl
source can be sceured (Bennett er al.. 1998, Dror and Duru, 2000).  Thus, most
mutual health organisations in West and Central Atrica (WCA) owe their existence to
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the technical and financial assistance from both international donors and local non-
governmental organisations (NGOs) and religious groups (Atim, 1998, Aum and
Sock, 2000).

In general terms, overdependence on international organisations can create tunding
gaps if they withdraw their support. Huber ef a/. (2002). contend that health system
and health financing reforms in sub-Saharan Africa promoted by international donors
since the 1970s have not resolved the problem of reduced access to health care. The
question is whether this donor support can continue ad-infinitum and what would
happen to the funding gap 1f they withdraw? (Evlo and Carrin. 1992: Gutman, 2009).
On the basis of the fact that international donor support. though nccessary, cannot be
relied upon forever, the issue which needs to be addressed is whether the
sustainability and the value of mutual health organisations arc in the communitics that
are very poor with no resources including. social capital to fall back on or very rich
communitics where state or private wealth can be mobilised to sustain hcalth
financing and hcalth carc. The clements used for measuring the social viability of

mutual health organisations are outlined on table 8.9.

3.3. Managing Mutual Health Organisations’ Risks Factors (Technical } iability)
Cripps ¢t al. (2003), describe the major health insurance risk factors. which can cause
mutual health organisations’ collapse as technical viability. Some rescarchers and
authors include community hecalth insurance schemes (CHIS) as private health
insurance plans and others also make a clear distinction between the variety of private
insurance forms based on the different roles in the health care financing structure (sce
Cutler and Zeckhauser. 2000: Colombo and Tapay. 2004: Sckhri and Savedott, 2003).
However, critics of private health insurance point out two most important problems us
moral hazards and adverse sclection (sce Pauly. 1968, 19865 Evans. 1987 Besley.
1989; Culyer, 1989a,1989b: McGuire o1 al.. 1989; Culver and Simpson. 1980:
Donaldson and Gerard, 2003).  Therefore, it 15 important for managers of mutual
health orgamisations to be up to date with techniques of dealing with risks assoctated
with insurance operations (Atim, 1999, 2000). Some of the major health insurance

risk factors are described below (Cripps e al., 2003).
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3.3.1. Adverse Selection

This part also explains adverse selection, which is a health insurance risk factor. That
1S o say that adverse selection may be described as a scenario where prospective
msurance clients arc discriminated against due to factors beyond their control.
importantly, on the basis of health risks or their financial inability to mect the costs of
subscription to an insurance scheme. When this happens. certain groups of people in
the society, who are mostly: poor, medically indigent. and those with chronic
sickness, will not usually be covered by the agencies and will have to depend on
charity care, if available (Pauly, 1968, 1986; Evans, 1987: Donaldson and Gerard,
2005). On the other hand, adverse selection may occur in a situation where people
who arc at greater risk of falling ill (high risk) or who are alrcady ill, subscribe to an
insurance scheme in greater numbers than those who are less at risk (low risk). If the
actual subscribers are people who use the services more extensively, than the average
predicted, then the mutual health organisation is prone to insolvency (Culver, 19894,

1989b; McGuire ¢r al., 1989; Cripps et al.. 2003).

In a World Health Organisation (WHO) review of 44 community-based health
insurancc schemes, adverse selection was found to be atfecting the schemes that
insurcd against high-cost low frequency cvents compared to schemes that covered
low-cost high-frequency cvents. This was attributed to the fact that many people
might have enrolled with the schemes. at the time of illness. Theretore, people with
high risks arc more inclined to be over-represented in mutual health organisations
(Desmet er al., 1999; Carrin, 2003). This can also affect the financial viability of the
mutual health organisations because premiums are calculated on the basis of the
average risk of illness of the whole community or target group. A community health
fund in the Boycboye District of Niger instituted compulsory subscription as a

measure to control adverse selection (Kyeremeh, 2001).

3.3.2. Moral Hazard

[ his part explains moral hazard as a health insurance risk factor. That 1s, moral hazard
may be explained as a situation where there is misuse of available health care on the
part of insured clients on one hand and misapplication of health care resources by
health providers. The conviction is that there is insurance money that can be used o
offset the bills (Pauly, 1963, 1980: Evans, 1987; Besley, 1989). Moral hazard oceurs
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when the insured members have a tendency to use the services more intensively than
if they were not insured. Moral hazard is different from fraudulent use of the services
because it relates mainly to the fact that the cost associated with the use of the service
to the insured person may be much lower than the actual cost of the service (McGuire
et al., 1989; Cripps et al., 2003). Culyer (19894). argues that moral hazard arises with
some forms of insurance since the consumer of medical care 1s confronted with
marginal cost at the point of receiving care that is less than the truec marginal social
cost of provision, consequently, leading to some loss of welfare (sce Culver.
1989a,1989b). This over-consumption jeopardises the financial viability of mutual
health organisations. Kyeremeh (2001), observes: cases of moral hazard havc been

reported at the Nkoranza Scheme, Masis etc’ (pl5).

3.3.3. Cost Escalation

Another health insurance risk factor that managers of mutual health organisations will
be confronted with is cost escalation, which results from some actions and inactions
of both the members and health care providers. Some rescarchers explain that cost
escalation is the danger that an insurance scheme will face rapidly rising cost for a
varicty of rcasons; rclated to the behaviour of both providers and subscribers once
such a scheme is implemented (sce Kyeremeh, 2001). Culyer (1989a). supports this
view and observes that cost escalation occurs where there is the danger of rapidly
rising costs due to an assortment of reasons related to the behaviour of providers and
paticnts (Culycr, 1989a,1989b). In some instances. the providers with the complicity
of paticnts (members) may have incentives to usc costly. treatment protocols or
provide excess services in the knowledge that the mutual health organisation will pay
the bill. That is: “the prescribers in order to please the paticnts may vield to these
demands as reported at Nkoranza' (Kyeremeh, 2001 :15). This can drive up the costs

to the mutual health organisations (sce McGuire ez al.. 1989; Cripps e al.,, 2003).

3.3.4. Fraud and Abuse

Other health insurance risk factors are fraud and abuse which occur where
unregistered individuals who are not entitled to the benefits pachages may use the
identities of registered members to enjoy the services or benefits without paying for
them. This occurs where there are no systems in place 1o cheek the idenuty of the
insured clients (McGuire er al. 1989 Cripps o1 al.. 2003 Kyeremeh (200D,
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suggests that this could be prevented if mutual health organisations institute: “social

control systems, use photo ID cards or MHO member authenticate’ (p.173).

3.4. Summary of the Chapter

This chapter has introduced the concept as well as analvsed the debates about the
sustainability of mutual health organisations. [t has argued that the sustainability of
mutual health organisations depends on financial viability. However, financial
viability also depends on, and is influenced by both institutional viability and social
viability. Therefore, there 1s the need for interplay between these three key clements.
which this study seeks to explore. The next chapter discusses the theorcucal

framework for the interpretation of the findings of this study.
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CHAPTER 4
THEORETICAL FRAMEWORK

4.0. Introduction

This chapter presents a review of the theories that are relcvant for explaining the
findings of the empirical study. The chapter is divided into five (3) sections. Scction
one (1) is a review of neo-classical economics theory together with related concepts
However, this theory is rejected as basis for the interpretation of the findings of this
study. While section two (2) discusses social policy theorv. scection three (3) also
discusses community ficld theory. Section four (4) presents a brief discussion of the
harmonisation between these two theories: social policy and community ficld.

Section five (5) is a brief summary of the entire chapter.

(2006), who observes that:

...theories arrange scts of concepts to define and cxplain some
phenomenon...without a theory there is nothing to rescarch
(Silverman, 2006:3)

The theoretical literature underlying health sector reform can be explained trom three
different perspectives: private sector involvement, public scctor mvolvement and

community scctor involvement. These have been discussed below.

4.1. Neo-Classical Economics Theory

'here have been arguments that there should be private scctor participation in the
financing and dclivery of health care. These are based on the philosophy ot nco-
classical economics theory (see Lees. 1961, 1962: Culyer, 19894, 1989b. McGuire of
al.. 1989: Frenk, 1994; Berman, 1995). Henry (1990), argues that influenced by
classical cconomic theory, neo-classical theory developed after World War 1l
focuses on micro-cconomic theory by exploring the conditions of static equilibrium.
It is concerned with the problems ol an cconomy enjoving cquilibrium at tull
emplovment and with say ings-determined mvestment, marginal utility and marginal
rates of substitution (Henry, 1990).  The protagonists of neo-classical cconomies

theory areue that there was the need to apply marhket approaches m the social sectors
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of the economy: health, education, and social protection, cven in countrics that are

practising the wclfare system (Titmuss, 1974, 19%7).

Neo-classical cconomic theorists favour the introduction of hcalth insurance,
particularly, private health insurance schemes in the health sector as practised in the
United States of America (Evans, 1986, 1987). Steinbrook (2006). explains that
privatisation transfers ownership of resources or enterprise from a collective. public
basis to an individual private one. The balance is embedded in the property rights
over the resource allocation decision (Steinbrook, 2006: Di Matteo, 2009). In most
devcloped countries, private health insurance is morc often than not raiscd by
insurance premiums and or out of pocket payments (Propper and Green, 1999). In the
United Kingdom, there was debate as to whether there should be a move from the
National Hcalth Service system to private insurance or completely, to the private
provision of health care itself (Lees 1961. 1962: Arrow, 1962, 1963, 1972; Buchanan,
1965; Klarman, 1962, 1963, 1965a, 1965b; Culyer. 1989a, McGuire ¢r al., 1959).

This thcory is also encrypted in the assumption that public sector or government
intervention in the cconomy could lead to failure due to incfficicncy and lack of
accountability (Preker and Harding, 2000). Whilst advocates tor a greater market role
in health carc arguc that privatisation will foster greater cfficiency, the opponents
counter-argue this by noting that one of the main reasons for the obseryed difterences
is that governments tend to supply goods and services that are inherently more
difficult to producc than those supplied by the private scctor lcading to greater

incfficiency (Stoddart and Labelle, 1985: D1 Matteo, 2009).

The proponents of private scctor involvement argue that health carc is a private good
beeause individuals can be excluded from consumption for non-payment (D1 Matteo,
2009). Williams (1988). argues that whilc the proponents of private health care view
health care as part of socicty’s reward system, public health advocates argue that such
access is every citizen’s right (Williams, 1988: Di Matteo, 2009).  Hurley (2001),
notes that the defect in the operations of a system of private health insurance markets
alone is that it will not be able to provide the expanded access required by the entire
people in the society, as the low-income members would not be able to procure health
care insurance policies i view ot unattordable premiums.
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4.1.1. New Institutional Economics

The new institutional economics is a concept which provides a justification for
organisational activities to facilitate and widen the neoclassical optimising
descriptions to include costs of contracting. This gives a basis for the degree to which
organisations choosc ‘trade or hierarchy as the appropriate form for components of
their business’ (Roberts ef al., 1998:278). Rafferty er al. (1994). based their anal sis
of quasi-market on transaction costs theories. These theories have similaritics with
the subjective cost theories since it is the awareness of costs instcad of cstimated costs
with the intention of motivating entrepreneurs (Rafferty er a/.. 1994; Roberts ¢r al.,

1998). Buckley and Chapman (1997), argue that:

transaction costs are funny things: the most important of them
exist not in reality, but in rcalities that have been avoided. in
worlds that have not come to be (Buckley and Chapman,
1997:136).

Roberts et al. (1998), postulatc that transaction cost economics surrenders to “a modus
vivendi for decision making yet has potentially tautological outcome as survivors are
by definition thosc that choose the optimising strategics® (p.279). Appleby (1994b),
argues that transaction costs in the quasi-market ficld have focused not on expectation
of the costs that could arise from agreeing to a meticulous organisational form but on
the time spent by the workforce on the contracting process (sce Appleby, 19944

Appleby, 1994b; Roberts ef al., 1998). Roberts er al. (1998), obscrve that:

proposals for the reform of the health system in the UK. to
reduce the management costs of transactions in a quasi-market,
while rightly concerned with reducing costs of billing, neglect the
much more important aspects of transaction costs that require
more insightful management (Roberts e al., 1998:279).

Barrowclough, (1998), shows a different view that although proficient organisational
forms may cmerge and managed by knowledgeable manager entreprencurs which
could help to minimise production and transaction costs. these might stll be
unproductive social organisations except those discussing the contracts take steps to

“internalise these external effects and manage any public good aspects of servives in

(the contracting process” (see Roberts or al., 1993:280).
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Trust is essential in building relationships to enhance the contracting process. Roberts
et al. (1998), inform that straightforward contracting is uncommon in urcas of welfare
since enclosed logic and doubts triumph. which present a scope for opportunism.
Howecver, they emphasise that it is the relationships that build up among the business
parties that afford the best guard against opportunism. The belief is that such
rclationships complement contracts and may increase cross organisational forms.
networks, neither market nor hierarchy but some mix that is more collaborative and
trusting than combative and competitive (see Allen, 1995: Hughes er al.. 1997;

Bartlett, 1991; Roberts, 1997; Maher, 1997; Olsen, 1997a: Roberts er al.. 199%).

McMaster (1998), studied the movement away from the strict bchavioural assumption
of individual self-interest in neoclassical economics. This was a response to the fact
that agency relationship is rooted in cultural norms and customs. These norms and
routines give direction for satisfactory conduct in standard business interactions and
provide the goodwill trust that cxists between the parties (Sako, 1992, McMuaster,
1998; Roberts er al.,, 1998). Other analysts also arguc that trust is scen as an
cxternality that lessens behavioural vagueness and so increases efficiency (Arrow,
1974: Roberts et al., 1998). The assumption is that trust cnables governance costs to
reduce, takes time to build up but can be destroyed instantly and may be impracticable

to restore (Dasgupta, 1988: Le Grand, 1997a. 1997b: Roberts ¢r al., 199%),

[.yons and Mchta (1997), distinguish between sclf-interested trust and social oriented
trust and point out that there is danger of economists and sociolouists adopting polar
locations regarding trust. While the cconomists perceive trust as instrumental and its
benefits quantifiable; sociologists and anthropologists observe trust as sct in social
cngagements.  Whilst these perspectives are valid in transaction costs. trust must
necessarily involve mutual value system (Roberts et «l., 1998). Bhasker (1V94),
argucs that these mutual social and group value sets both shape and are shaped by the
relations between structures and individual agents (Bhasker. 19940 Roberts o al.,
1998). While Lyons and Mchta (1997). recognise that there is an interplay between
structures and agents (sce Lyons and Mchta, 1997 Roberts ef al., 1998). As aresult,
in “tormulating policy™ it 1s important to be aware of the “dynamics ol these
Diteractions” since policy may impose pressures that can undermine traditional
patterns” and *disrupt tunctioning long-term relationships” (Roberts e al . T9UN2NDY,
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4.1.2. Transaction Costs and Reform

Organisations are subject to change caused by both internal and external factors.
Discussing transaction costs and change, Hughes ¢ al. (1997), question the autonomy
of exccutives in the quasi-markets and their competence to assume optimising plans
and suggest that quasi-markets are under government control because thev are formed
by the government and as a result could be transformed by the same government
decree which established them (see Hughes er al., 1997: Roberts er al.. 199%8). This

debate is succinctly discussed by new institutional sociologists, as explained below.

4.1.3. New Institutional Sociology

Institutional sociologists have faced up to the opinion that survival of an organisation
depends on it being efficient (Perrow. 1981a; Roberts er al.. 1998). Somc rescarchers
show that reforms in organisations arc caused by three forces namely: coercive forees,
normative pressures or imitative processes (D1 Maggio and Powell, 1991: Hughes ¢r
al., 1997; Roberts et al., 1998). Coercive forces are the prevailing approach adopted

in the health sector where the scctor is subject to:

annual rcevenuc allocations, annual contracting timetables. cost
improvement per centages, pricing rules. standardised returns,
conciliation proccdures, charter standards and long-term strategic
targets (sce Roberts er al.. 1998:281).

Normative reforms in organisations are causcd by the kind of pressure normally
exerted on management by professional groups over issues of common standards of
conduct. The imitative pressures are also orchestrated by apparent nced tor the
development of administrative procedures and the form which contracts should be

undertaken (Hughes ef al., 1997: Roberts er al.. 1998).

Some cconomic and policy analysts argue that it is ambiguous how far organisational
forms will congregate as suggested by some of the isomorphic theories (Roberts er al.,
1998).  They wonder whether diversity will continuc because diversity may arise
cither as an adaptive reaction to dissimilar circumstances or as meaningless change in
undeveloped systems that may be unsuccessiul because of organisational reservations,
recurrent interference by governments and absence of financial or cultural property

riohts of the contributors (D1 Maggio and Powell. 1991 Roberts er al., 199X
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4.1.4. Private Finance Initiatives

In the health sector. the current trend of reform is aimed at using the Private Finance
Initiatives (PFls). Under this initiative. the private scctor is contracted 1o provide
some or all of the capital funds to ensure the construction or provision of a particular
service in the health sector. This is paid back through a system where the hosprtals
provide some scrvices and charge for them so that they can recoup such inyestments
made from the public sector and to a lesser cxtent, the private purchascrs (U'S

Congress, Office of Technology Assessment, 1995; Donaldson and Gerard. 20053),

4.1.5. Justification for the Choice of Social Policy and Community Field Theories
However, the above theories are not applicable to this study because currently, in
Ghana, like most other sub-Saharan Africa countries. the role of the private scctor and
contracting in the financing and dclivery of health is negligible, although there are
attempts to integrate private providers into the mainstrcam health care provision
(Sekhri and Savedoff, 2005). Morcover, the changes in the health scctor are also
nccessitated by government regulation since the health scector depends on government
funding (seec Di Maggio and Powell, 1991; Hughes er al.. 1997 Roberts 7 al.. 199%).
Therefore, social policy and community ficld theories are being applied.  In Ghana,
health financing and dclivery necessitate concerted cfforts between the government
and all stakcholders including. the community. Current health care dispensation is a
pluralistic system whereby the public health sector. private health scctor and
traditional medicine practitioners are encouraged to pool resources together to ensure
that health care is casily accessed by the population (WHO, 1978, MO, 2003¢.
2005). Most of health care providers arc located n the communitics and require

cooperation of the people to cnsure their cftective functioning.

While social policy theory explains the influence of governments’ intervention in
ensuring cquity of health financing and delivery, community field theory helps
construing the role that the community itself plavs in sustaining community
development  programmes  such as health financing and delivery and i the
achicyement ol equity goals.  This strategy helps to integrate both community and
social participation mechanisms to cnsure implementation of programmes (Mills o/
41 2004). Epple and Romano (1996b). show that under a dual public-private system
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of health care provision, an equilibrium exists whercby the rich and poor togcther
prefer reduced public provision while the middle class prefers more (see Epple and
Romano, 1996a; Epple and Romano, 1996b: D1 Matteo. 2009). In addition, economic
theory suggests that mixed systems of health care provision arc a likely outcome,
which is much like other publicly provided goods with privately available
counterparts. Marchand and Schroyen (2005), also observe that a mixed health care
system may improve on a pure public system if earnings dispersion is large cnough

(Marchand and Schroyen, 2005; Di Matteo, 2009).

Key clements of social policy and community field theories arc summarised as
depicted in figure 4.1. The diagram shows how social policy theory (state
intervention) and community field theory (community involvement) can be combined
to explain health sector reforms. The rationale of state intervention results from the
fact that governments want to ensurc that certain objectives are achieved through a
process of implementing certain policies, standards and rcgulation in the health scctor
Community field thcory also explains community involvement in health scctor
reforms. This is achicved by explaining how social and human capital or community

wealth arc utilised by the community members to achicve desired results.

All the activitics performed by the government and the community arc harmonised.
Since the community complements the cfforts and policics of the government in the
health scctor, social policy and community ficld theories are harmonised to explain
the findings of this study. It argues that there is the need to enhance complementarity
between the government and the community. This ensures that triangulation, which
involves the ability to compare “difterent kinds of data. for example. quantitative and
qualitative and different methods™ such as ‘obscrvation and interview to sce whether

they corroborate onc another’ (Silverman, 2006:307), 15 enhanced.



Figure 4.1: Elements of Social Policy and Community Field Theories
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4.2. Social Policy Theory

This part explains the concept of social policy. On one hand of the debate revarding
state versus privatc sector participation in the economy is the social policy and
welfare philosophers such as Marshall (1965). and Titmuss (1974, 1987). whose
perspective is that the state should control market forces: in this casc, public tinancing
and dclivery of health and health care. Marshall (1965). saw the market cconomy and
incquality of rewards, as important reasons to sustain a productive and good
organisation that could help ensure that civil and political libertics in the society were
maintained (Marshall, 1965; Titmuss, 1974. 1987). Although. Titmuss’ work 1s said
to lack a thcoretical basis (Fontaine, 2004), Marshall is said to maintain a normative
theoretical constituent and 1s criticised for been idealistic in his approach (Mishra,
1982). Hence, Titmuss’ position has been adopted for the interpretation of this study

(Titmuss, 1974, 1987).

Discussions abound on what constitutes social policy.  One view cexpressed by
Goffman (1963), is that social policy is that which is centred in thosc institutions that
create integration and discourage alicnation (Goffman, 1963: Caplow, 1954: Litmuss,
1974, 1987). Marshall (1965). observes that “social policy is not a technical term with
an exact meaning. It is taken to refer to the policy of governments with regards to
action having a direct impact on the welfare of the citizens, by providing them with
services or income. The central core consists of “social insurance. public or national
assistance. the health and welfare scrvices. housing policy™ (Marshall, 1965.7;

Titmuss, 1974:30).

Titmuss (1974), suggests that the word “policy’ attached to ‘social’ should be
understood as ‘the principles that govern action directed towards given ends; which
implics change: changing situations. systems, practices. behay our’ (p.23). lTheword
‘social” seeks to position man in socicty and his association with non-cconomic
factors such as human interactions.  Therefore, social policy is part of the “self-
regulatory mechanisms built into a “natural’ social system” (p.24). Change s a
dyvnamic process and anything that is subject to change can be considered as social
policy or welfare theory.  Perhaps this explains why Titmuss i~ accused of lacking

theoretical aptitude in his analysis of social policy (Fontaine, 2004).
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Titmuss (1974), argues that the term “policy’ or social policy is used in an “action-
oriented and problem-oriented scnse’ with the collective “we™ used o rerer o the
performance of state machinery and how it cxpresses the “general will” of the people
it governs (p.24). It is this view of collective *action-oriented” and “problem-oriented’
programmes that makes it imperative for governments. all over the world irrespective
of location, economic ranking or political orientation to demonstratc commitment in
leadership. In addition, social policy is expected to be beneficent, redistributive and
concerned with economic as well as non-economic objectives’ and “involved in

choices in the ordering of social change’ (p.30).

e Grand (1997), argues that there are two main changes taking place in wcltare-
oricnted states like Britain and other developed cconomies.  The first one 15 the
replacement of the state provision of services by "quasi-market’ provision.  This
involves the introduction of competition into the delivery of social services such as
cducation, hecalth care and social carc.  This is “pro-market in nature’ and has
relationship with the neo-classical economics theory discussed carlier (refer to 4 1),
The sccond change concerns the other side of the welfare state. This deals with social
sccurity or the redistribution of income.  This may be illustrated as  the
supplementation of “fiscal’ by ‘legal’ welfare.  Legal welfare involves the use of
regulation or legislation to intervene in market outcome and could be interpreted in
part as ‘anti-market’.  These developments posc interesting questions tor social

policy analysts.

Roberts er al. (1998), posit that the quasi-market revolution had been a defining
characteristic of social policy in the 1990s and explain that quasi-market resolution s
predisposed to address issues that the ‘markets fail to accommodate and locate
burcaucratic failures in provider units and to rely on purchasers to deal with matters
that the markets fail to accommodate” (p.276). Le Grand (1997). further observes that
‘quasi-market and legal changes in welfare systems” are based on a particular view of
‘human motis ation and behaviour® (Le Grand, 1997: 1491, D1 Matteo (2009). supports
this view and argues that the public-private debate in health care has two aspects.
Fhus. it 1s a discussion in public cconomics and it 1s also an ideological debate
betw een the proponents of a libertarian or market view versus an cgalitaran or non-
market view of health care provision. Graimo and Manow (1999, also argue that
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social hcalth insurance schemes in some countries arc provided as part of the
collective social provision and protection based on a political ideology of a weltare
state (Esping-Anderson. 1990: Giaimo and Manow, 1999). According to Titmuss
(1974:30-31), there arc threc different models of social policy. which can be used as

framework for redistribution in the state as discussed below.

4.2.1. The Residual Welfare Model of Social Policy

This model subsists on the assumption that there are situations that arc natural for
mankind, which help to fulfil the basic needs of an individual. irrespective of their
status, and 1s universally enjoyed by all. Two comerstones of this are the family and
the privatec market. The individual is born into a family. which has the responsibility
to provide for their basic requirements. The private market provides another avcnue
through which individuals can meet their necessitics of lifc. In the event that the basic
mcans of fulfilment are unrealisable, another alternative system must be available that
can provide support. This 1s where the intervention of government or social welfare
becomes relevant. Titmuss (1974), criticises this model of redistribution and income
maintcnance on the basis that it assumes that “the truc objective of the weltare state s

to tecach people how to do without it’ (see Peacock, 1960:11: Titmuss, 1974:31).

4.2.2. The Industrial Achievement-Performance Model of Social Policy

This model is based on the premise that goyvernment machinery itselt cannot perform
all functions for the population. This calls for institutions like social services or
welfare to be a system-wide organisation of the national cconomy. Howcever, people
in nced would have to fulfil certain cligibility criteria: “of merit. work performance
and productivity” (Titmuss, 1974:31). The root of this postulation is hnked 1o
‘cconomic and psychological theories’ concerned with certain clements such as

‘incentives. effort and reward and the formation of class and group loyaltics™ (p.31).

4.2.3. The Institutional Redistributive Model of Social Policy

This model posits that it collective  “action-oriented’  and ‘problem-solving’
programmes are 1o be manifested in a country. a national institution such as souial
welfare or social security scheme should be established and operated witheut the
defining wall of the private market. The state must focus attention on the “principle of
need” by redistributing national wealth through such an institution.  This would
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contribute to realising ‘multiple effects of social change and the ecconomic
system...principle of social equality” (Titmuss. 1974:31). Titmuss’ (1974, 1987).
perspective against capitalist-cconomic syvstem provides the theoretical framework for
studying social policy and social welfare provisions introduced by states and

governments.

Titmuss (1987), suggests that the institutional redistribution model of social policy
would cnsure that the citizens demonstrate altruism, which would cnsure reciprocal
acts of giving (Rapport and Maggs, 2002). The gift exchange process may be of
forms such as economic, religious, social and moral (Titmuss. 1943; Reisman, 2004).
Titmuss (1987), views institutional redistribution under social policy in the sensc that
it is an instrument that could be used to uplift economic flexibilits. The marketisation
of the economic system would lead to social disruption and retard social growth, as
gain-sccking market in general is hostile to social unity (Titmuss, 1987: Reisman,

2004; Fontaine, 2004).

4.2.4. The Rationale of Government Involvement

This part explicates the rationale of governments’ involvement in health sector
reforms.  Social policy theory demonstrates the need for governments to have
maximum control of the market forces, especially, social sectors of the cconomy:
health, education and social protection. This ensures that better care and services are
provided for deprived people in socicty who would otherwise not be able 1o access
them. Some people would not be able to access quality health care, if it was left to the
private scctor and private health insurance schemes to manage. Titmuss (1974, 1987).
suggests a different view to the private market concept of the cconomy on grounds
that 1t 15 a deviation from what the bona fide role of the state should be 1in managing
cconomic and social change processes in any country.  The role of government
(welfare state) in the provision of essential services must be sustained even if there
was cconomic growth and development. The rationale behind the total involyement
of government in health financing reform is based on many tactors, with the need o
enhance national cohesion amongst the people being prominent. The government
envisages that its involvement in health financing and medical care provision could
assist i reducing the disparities amongst families and houscholds i thewr access
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and utilisation of this important service ( Titmuss, 1987). Some of the rcasons why

governments intervene in health sector reforms are discussed below.

4.2.4.1. Undeveloped Private Health Sector

While Barr (1988), argues that the most suitable premise for the deliveny of health
carc 1s held by cfficiency and social justice, Helm (1986), obsen cs that the pertect
competition in the market is one of the many institutional approaches to obtaining
optimal allocation of resources. However. failures of the market cconomyv in the
health sector are many (Culyer, 1988, 1989a, 1989b; McGuire et a/l., 1989; Preker and
Harding, 2000; Donaldson and Gerard, 2005). For instance. there 1s asymmetry of
information in the health care market. The availability of information will aid the
prospective clients to make an informed decision regarding what benefits they want
from their interactions with the health insurance organisations. However, 1in the
health sector, sometimes the prospective clients may lack the ability to scarch for the
information and have had to depend on the insurance providers at the same time to
provide such information. When this happens. it is termed information asymmetry

(Culyer, 1989a; McGuire ef al., 1989; Donaldson and Gerard, 2005).

Again, there is the absence of consumer confidence in the health care market.
Consumer confidence assumecs that consumecrs are fully informed, knowledgeable and
possess the ability to scarch for producers with the lowest prices. However, in the
health care market, there is the lack of fully informed and knowledgeable patients or
clients who have the ability to weigh up the costs and benefits of health care so that
they can make a choice which can lead to the maximisation of their v cll-being (Olsen
¢f al.. 1999 Donaldson and Gerard. 2005). NMorcover, there is the presence of
positive and negative cxternalitics. The perception of externalitics means that there
are spillovers from other people’s use or consumption of commoditics. which can
cqually affect other individuals in cither a negative or a positive way without any
necessary compensation for them in the market, Thus, it is anticipated  that
individuals carc about the health of their fellow beings and wish that they are well.
How ever. there is the presence of both positive and negative externalitics in the health

care market (McGuire ¢ al.. 1989).

9



Additionally, an economy of scale is a comparison of the relationship between tined
cost and output. The assumption is that the larger the organisation. the casier 1t
becomces normally for that organisation to distribute a fixed cost across its products.
This helps to reduce both the fixed cost and total cost per unit produced. The opposite
of economies of scale is diseconomies of scale. This occurs in situations where
because an organisation is too small, its unit costs may also begin to rise (Culver.
1988, 1989a, 1989b; McGuire et al., 1989; Preker and Harding, 2000; Donaldson and
Gerard, 2005).

Duc to thesc problems, social policy analysts arguc that despite the promising
objectives of marketisation of health carc there 1s markct fatlure since not all the
goods are marketable (Evans, 1986, 1987). Even the goods that are available in the
health market may not be offered in the socially optimal quantitics (McGuire ¢r al.,
1989; Olsen et al., 1999). This cxplains why the perfect market is infrequently
applied to the health sector and almost all health carc systems the world over operate
with governments playing leading roles in providing financing and rcgulation, in

cither regulated or unregulated forms (Olsen er al.. 1999).

In most African countries including Ghana, private health scctor is not sufliciently
resourced to deliver health. Therefore, governments following social democratic
ideology believe that if health financing and delivery arc handed over exclusively, to
private financiers. they would fail to make the expected impact as people w ould tail to
usc them (Evans, 1986, 1987, MOH. 2002, 2003b, 2003c¢. 2005). Theretore, Titmuss.
(1974), suggests that state intervention is needed because of the tailures caused by
perfect markets (Titmuss, 1974, 1987: Preker and Harding, 2000). Other cconomists
and social policy analysts also belicve that the provision of centralised goyvernment
health insurance creates expenditure controls that can reduce over-prescription off
treatments and internalise positive externalities that would be foregone it provided

solely through private arrangements (Steinbrook. 2006: Di Matteo, 2009).

4.2.4.2. Fairness in Health Financing

Social policy analysts postulate that covernments” imvolvement in the implementation
of a national health financing strategy under health scctor reform necessitates an
clticient tax system in the country. Tiimuss” (1987). conviction s that a truly
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progressive tax system would ensurc that funds are available to provide the needed
health service expenditures. The citect of this is that health cure expenditures would
genuinely, be redistributive.  Thus, it is the public health services provision which
would ensure that cveryone is treated as equal citizen. This would also ensurc that the
disparities in the treatment meted out by institutions and poverty would be cradicated

from society (Miller, 1987; Titmuss, 1987; Le Grand. 1997).

4.2.4.3. Social Security System

The formation of social health insurance scheme depends on the availability of social
organisations in the country and how thesc can be grouped together to achicve a
common goal. Social policy analysts suggest that to organisc all these social
movements under one umbrella. government intervention 1s required. for example. o
cncourage them to provide pension cover for employed citizens as well as devise
systems to support the needy in society (Titmuss, 1987; Le Grand, 1997). The greater
involvement of the state in the provision of health financing under health scctor
reform serves to enhance and help to introduce a social sccurity system. Social health
insurance schemes in most developed cconomics have cvolved overtime with
historical and idcological underpinnings (Esping-Anderson. 1990: Giaimo and

Manow, 1999:; Barnighausen and Sauerborn, 2002; Carrin and James, 2005).

4.2.4.4. Poverty Alleviation

A state which adopts social policy, also implements welfare provisions for its citizens.
Social policy analysts assume that no matter how rich or developed o country might
be; some people will still be poor. For instance. Titmuss (1987). observes: “...we
overestimated the potentialitics of economic growth by itself” alone o sohve the
problems of poverty, cconomic, cducational and social...” (Titmuss, 1987:203).
Thus, poverty and incquality arc conditions that can never be eliminated from human
existence. Titmuss (1943), speaks against absolute deprivation, which he anticipates
could kill more people and shrink the nation and reveals that wealth opens the door of
opportunity while poverty keeps it closed from the cradle to the grave and perecives
poverty-relief as an investment in all citizens, not just in the poor (Titmuss and

Titmuss. 1942: Titmuss, 1943: Reisman, 2004).
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Titmuss and Grundy (1945), implore the state to spend freely in order to transform the
market’s failure into a de facto citizenship right, where policy should not be
determined mainly according to money resources (Titmuss and Grundy 1945
Reisman, 2004). Implementing state wclfare provision demands huge financial
commitment. Therefore, it is the state apparatus which must be able to make a
commitment to such services considered as social (Titmuss, 1987). The state must
constrain the budget for other sectors of the economy by setting its objcctives. which
must be in agreement with what the society wishes to see expressed. Additionally,
Titmuss argues that there is unfairness in the daily lives of the citizens even to the
point of selection and reiterates the need for the government to provide facilities for

the universal enjoyment of all. This would tone down the effect of poverty even in

the midst of economic growth:

...the future distribution of social costs and the future of social
policy lics the problem of stigma. of fclt and cxperienced
discrimination and disapproval on grounds of moral
behaviour...measured intelligence. . .or other criteria of selection-
rejection... (Titmuss, 1987:198)

Governments need to assist the poor to access basic health care services.

4.2.4.5. Equity Implications

A statc provided health scrvice is to ensure cquity and cradicate incquitics. Equity
may be described as a situation where no individual 1s deprived of the usce of health
care because of their inability to financially access it (Arrow, 1963, Pauly. 1956,
Culyer, 1989a, McGuire ¢f al., 1989). Hauck er o/. (2004). identify seven concepts of

cquity as:

|. t-galitarianism: which implies that cvervbody should have identical health

status;

7 Allocation according to need: which relies onan adequate defimuon of need
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3. The concept of rule of rescue: which demands that it is an ethic.l duty to do
everything possible to help individuals in immediate lite-threatening

situations;

4. Equality of access: which is often used to operationalisc the concept of equity

but itself requires a definition of ‘access’ as well as ‘need

5. The notion of providing a decent minimum: which involves definition of an

essential package of health services;

6. Rawls’ ‘maximin’ principle: which demands that social policy should scck to

maximise the position of the worst-off: and

7. Libertarianism: which favours a distribution of resources according to

entitlement (Hauck ef al., 2004: x).

In any society wherce inequitics dominate, the cxtent to which people can interact and
support cach other in times of need and deprivation 1s limited.  For instance, people
who arc in positions of trust and authority can behave in a manner that will create a
gap between themselves and those they are supposed to serve. This will achieve
nothing cxcept to weaken an otherwisc unstable society.  The government should
cnsure cquity by making scrvices available for the communities like health centres
and assist with the establishment of community health groups (Miller, 1987; Titmuss,

1987).

Titmuss (1968, 1970), belicves in welfare and the welfare state and centralisation
instead of devolution of certain operations of the government machinery and points
out that socialism is about community as well as cquality. It is about what individuals
contribute without price to the community and how they act and live as socialists
Social equity is paramount to assure the maclstrom of market failure and thercfore the
state should take charge of the affairs because state-pooled weltare alone has an
explicit contract to bring about redistribution from the rich to the poor. The state i~ in
the circumstances the better wayv o institutionahise the collectve commitment o
mutual aid without fault or guilt ( Fitmuss, 196N Titmuss, 1970, Reisman, 200-h.

-~

6o



Hauck er al. (2004), argue that most equity considerations can be captured in two
broad hcadings: cquity related to some concept of need and equity related to access 1o
services. In principle equity issues can be integrated into an cconomic approach to
priority setting. However, they found that many contributions to the debate on equity
concepts are speculative and secluded from practical performance 1ssues. For
instance, thc conventional cost-effectiveness method usually ignores the various
practical limitations that emanate from the political, institutional. and environmental
context m which priority setting occurs. These comprise the influence of interest
groups, the transaction costs associated with policy changes. and the cxchanges

between the provision and financing of health services (Hauck er al.. 2004).

4.2.4.6. Enhancing Altruism

Social policy analysts believe that governments have the responsibility to encourage
altruistic behaviour in the society. Thus, reciprocity binds the giver and the receiver
together in an often complex relationship, that ensures that giving and counter-giving
arc woven into the fabric of being (Malinowski, 1922: Mauss, 19340 Levi-Strauss,
1969; Titmuss, 1970; Rapport and Maggs, 2002). Rcisman (2004). notes that
communitarian socialism is cntrenched in the rights in the matrix of dutics and
disapproves of the condition of a materialistic socicty. For instance, on the 1ssue of
commercialisation of the UK health system, Titmuss used: *The Gift Relationship™ to
draw attention to his abhorrence of this philosophy as he saw 1t as the possible
corruption of British socicty’s values (Titmuss and Titmuss, 1942, Reisman, 2004).
Tawney (1937; 1953), deplores the sickness of a marketing culture in which the
cconomic sclfishness. which scizes private gains at the cost of the community was
lcaving little room for the higher moral worth of cohesion, commitment and the bond

of service to @ common purpose.

distinguish between the “social’ and ‘cconomic’ in both public policy and institutions
concerned with welfare goals.  Le Grand (1997b). suggests that there are four
fundamental areuments incorporated in: “The Gift Relationship” meant to denounce a
market-driven system in blood donation.  These are: the wastetul market in blood.
which created shortages and surplusesta burcaucratic and mctticient donation system;,
the exploitative redistribution of blood products tfrom the poor to the nch: and a
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market in blood which is degrading for society replacing altruistic motivations for
donation with self-interest and personal gain (scc Titmuss, 1970: Le Grand. 1997b:

Rapport and Maggs, 2002).

Different arguments have been advanced as to whether therc is anything such as
altruism or creative altruism: genuine selflessness (Nagel 1970: Trivers, 1971;
Krasner & Ullmann, 1973; Arrow, 1974; Badcock. 1986: Titmuss. 1987; Batson ¢r
al., 1991; Rapport and Maggs, 2002). Some researchers argue in favour of altruism
noting that what people do is motivated by egoism, which can also be of benetit to
other people (Krasner and Ullmann, 1973; Rapport and Maggs. 2002).  Trivers
(1971), observes that reciprocal altruism is the altruistic form, which 1s most rclevant
to human activity which manifests in sharing of food, implantation and knowledgc
(Trivers, 1971; Rapport and Maggs, 2002). The positine attributes of reciprocal
altruism include benefit to both giver and receiver, which 15 a more balanced
relationship between giver and rcceiver, and can heighten the sense of communal
sharing (Trivers, 1971; Badcock, 1986: Batson ef al., 1991: Rapport and Mages,
2002).

There are other researchers who also use socio-psychological model to view “pure’
altruism and note that it is possible in the sense that it can only happen in small
discrete groups such as family groups and only over a short period of time (Batson &
Shaw. 1991; Rapport and Maggs, 2002). This is based on a belict that an altruistic act
can occur if somecone feels empathy towards someone else. This emanates from a
pereeived attachment to the other person based on kinship. friendship, familianty or
similarity (Rapport & Maggs, 2002). Badcock (1986). identifies other forms of
altruism such as kin altruism and induced altruism. The kin altruism 1s a situation
where an individual is more predisposed to act altruistically when they can identity
with the people they are assisting.  In contrast, induced altruism is a tform of scli-
sacrificing act. where the giver may not gain any benefit from the act of giving: such
acts are cthical, spiritual and moral in nature. Sclf-sacritice enhances the position off

the recipient to the detriment of the giver (Badcock. 1986; Rapport and Maggs. 2002).

Smith (19935). relates altruism to the community and the individual by using a coneept
analyvsis to display four attributes. These arer a sense of personal responsibihity for
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another’s well-being: a sense of compassion for another: a sensc of empathy; and un
uncalculated sclfless commitment to the needs of others (Smith, 1995; Rapport and
Maggs, 2002). Dworkin (1992), constructs a mechanism for incorporating the
individual into the community and calls it “integration’. Thus. like vther liberal
communitarians, Dworkin argues that altruism that emerges from individualised
empathy comes from a particular connection with another and not from participation

in any act (Dworkin, 1992; Keown, 1997: Rapport and Maggs, 2002).

Some researchers who hold postmodemist’s perspective criticise social policy on the
grounds that particularism, diversity and difference should not be formulated within a
guiding framework that is universalist in character. Thcy question the desirability of
incorporating any significant element of universalism into social policy (Thompson
and Hoggett, 1996). This would imply a rejection of a theory which posits the
cxistence of a set of basic, culturally universal needs based on an account of an
intrinsic human nature (Doyal an Gough, 1991: Thompson and Hoggctt, 1996). In
addition, Titmuss’ (1974, 1987), economic analysis of a voluntary \crsus a market led
system is criticised by economists such as Cooper and Culyer (1968). Rapport and
Maggs (2002), also conclude that Titmuss’ model on: “The Gift Relationship™ 1s
methodologically flawed and based on assertion that does not stand up to scrutiny (sce

Titmuss, 1970; Rapport and Maggs, 2002).

However, Fontaine (2004), notes that Titmuss® worldvicw is mostly cthically inspired
and that his exposition of intellectualism scrves 10 remind the cconomists that n
socicty, the idea of cxcellent behaviour becoming an obligation for the gencral
population should be considered as essential as much as the market devices aim to
1ssure social cohesion. This contributed to the creation and deyclopment of the field

of rescarch that has come to be called social policy (Fontaine. 2004: Reisman, 2004).

The African Union (AU). outlines its social policy performance and cxplains thatitis
measured by the level of human and social development. Social development can be
determined by the income, cducation and life expectancy of the population (AL,
S005b). Hence, emplovment, education and health constitute the pillars of the social
policy framework, Theretore. human and social development cvaluation i some
contexts is supplemented by “social integration related indicators. which are pertinent
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to people’s degree of freedom to undertake cconomic, social. political and cultural

activities’ (AL, 2005b:10).

4.2.5. Process of Setting Standards and Regulation

Social policy analysts assume that the government has command over the cconomie
framework and can sct the necessary standards and regulation using its infrastructure
to supervise all allied institutions as they carry out their activities (Titmuss. 1974,
1987). Social policy analysts believe that without the government involvement. the
necessary institutional and administrative mechanisms and the change process can
ncver be initiated and implemented (Titmuss, 1974, 1987). Although the aim of
government in the context of healthcare is to ensure that communities take total
control over their own hecalth financing and rclated affairs in the long run, it also
recognises that it has to imbue in thc people a sense of responsibility. thereby
empowering them. This will help boost their confidence and trust levels which can

help the delivery of cquity goals (Titmuss, 1987; Hauck er al.. 2004).

4.2.6. Weaknesses in Social Policy Theory

However, it is argucd that complete state intervention in the cconomies of developing
countrics has caused public sector failure duc to problems of poor public
accountability, information asymmetry, abuse of monopoly powecr, failure to provide
public goods, and loss of strategic policy formulation that have parallels in markut
failurc (Preker and Harding, 2000). The failure of government to solely provide the
required funding for the delivery of health care has led to calls that other stakecholders
should be involved, especially, in developing countries. including Ghana (W HO.
1978: World Bank, 1993: Paalman er a/.. 1998; Mills er al.. 2004). Instcad of leaving
responsibility to the private scctor it is recommended that goyernments provide a mix
of funding and provision strcams (Carrin and James. 2005). Against this background,
it is central to use an alternative theory as social policy alone cannot explam the

findings of this study.
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4.3. Community Field Theory

This part of the chapter discusses community involvement in health sector reforms
through an evaluation of community field theory (compare with discussions on social
viability: 3.2.3). Many communities in Africa are set within environments. which are
very close to each other where there is community sharing and pcople know cuch
other. Thus, peoplc relate to the dynamics of the communitics within which they are
located. The word community means different things to different people.  An
important element is to ascertain how the sense of community is felt by the people
living in it in order to obtain their support for policies and programmes that arc
initiated within their communities as well as encouraging the policies trom external
agencics. The experience of a community can occur as the individuals involved play
a part 1n an assortment of extraordinary interest ficlds through horizontal associations
within the community and vertical rclationships outside the community (W ilkinson,
1991). With this notion, organisations in the community create the collective demand
for existing community resources like health carc. The changes in the health sector
and the potential impacts on community members can provide an opportunity for the
various interest fields that come together for purposive collective action to develop

and support the community health system (Martin. 2003).

Etzioni (2009), uses communitarian and nco-communitarian approaches to discuss the
concept of community. From the communitarian perspective, community i defined
as: ‘a group of individuals that possesses two charactenisties”. This is more than just
‘onc-on-one relationships’.  The second characteristic is where there is “some
commitment to a core of shared values. norms. and meanings. as well as collecuive
history and identity’. This is "a particularistic moral culture’ (p.113). On the other
hand. neo-communitarians assume that community is fundamentally  "a major
common good in itsclf as well as a major source ot other common goods™.  Nco-
communitarians arguc that similar to all goods. community can Lihe on “dysfunctional
forms, especially when its social bonds. culture or political structure arc oppressive’
As a result. there was the need to balance the ‘community as a value with

commitments to rights® (Etzioni, 2009:115).

F1/ioni (2009). identifies certain disadvantages from the lack of scnse of community
i the society.  In the first place. the absence of adequate communal acquaintances
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could cause a person to feel detached and alienated (Putnam, 2000: Etzioni. 20w,
The second is that the lack of community feeling also could causc loneliness amonzst
certain individuals lecading to social vices in the socicty (Lasch. 1979; Etzioni. 2009).
However, the most important aspect of communitics 1s their capacity o provide
informal social controls that strengthen the moral commitments of their members.
This leads to voluntary social order. The neo-communitarians view is that since
people necd encouragement and approval from others, this sense of community has
the ‘persuasive power as a key function of communities’ (Etzioni, 2009:113). This
trics to curtail the role of the state and its coercive actions which could be replaced by
the endorsement of common good based on informal social controls that communities

provide (Wrong, 1994, Etzioni, 2009).

To understand collective action, Kaufman (1959), proposcd the community ficld
thcory, wherc the impetus for action within a community cvohes from the
relationships between individuals within a geographic sctting. Community 1s seen as
a ficld of social interaction. which when strengthened and focused creates public good
and better organisation to manage resources (Kaufiman and Wilkinson, 1967).
Wilkinson (1970). who was a student of Kauffman, continued to develop the coneept
of community as an interactional ficld. In his book *the rural community in America’,
Wilkinson defines the community field as a process of interrelated actions through,
which residents express their common interest in the local society (Wilkinson, 1991

Martin, 2003). The notion of interactional community is explained below.

4.3.1. The Interactional Community

Wilkinson (1991). talks about the interactional community, which is relevant to the
study of community organisations. This has three propertics and provides criteria tor
assessing the extent of the fecling of community in a population scttlement. These
are: ceology. social organisation, and community action, the amalgamation of which
produces a social bond that is natural and cver-present.  When the bond ot the
community is experienced intentionally. it can engender feeling. There are cognitinve
and emotional responses to the experience of the community. This is what Wilkinson
describes ds fcommunion’, which celebrates “community ™ (Wilkinson, 1970, [V9]).

Fhe three properties of the interactional community, which are relevant to the study of
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community organisations, to determine the cxtent of the tecling of community 1n a

population, havc been expounded below (Wilkinson. 1991).

4.3.1.1. Local Ecology

The first property of the interactional community is local ecology (Wilkinson. 1991).
Local ecology can be explained using the conservative approach. which presumes that
the community is an organisation of social life used for meeting the daily needs of the
pcople as well as help them adapt to the changes in a particular territorial and social
cnvironment (Wilkinson, 1991). The community health svstem can be part of the
organised social life for meeting individual needs and responding to change. Groups
of people and identifiable organisations who are interested in health financing and
provision can utilisc this to collaborate with health care providers in the communitics
in an attempt to take a pro-active role in responding to the changes that are taking
place in the health markct. They can also facilitate initiatives such as urban-bascd

nctworks to move into rural arcas and communitics (Martin, 2003).

4.3.1.2. Social Organisation

The second property of the interactional community is social organisation (W ilkinson,
1991). As a social organisation, the community can be cquated to an organisation ot
social life. which makes it a complete interactional structure.  This also makes the
community a social whole, which provides a common life used to express the full
range of common needs and interests of the local residents.  However, 1t should also

be noted that the lives of the people need not be entircly enclosed within 1ts

boundarics (Wilkinson, 1991).

4.3.1.3. Community Action

The third property of the intcractional community is community action (Wilkinson,
1991). Using the idea of community action, the community can be seen as a bond off
local solidarity, which is articulated in the way the community members act. The
nhabitants of a community live together whilst sharing a common life and also act
together when solving common problems.  They try to take tull advantage ot the
available opportunities that can help them improve their common lite and devise
solutions to local problems (Wilkinson, 1991) Community members use social and
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human capital instincts in order to utilise available community wealth and resources

to achieve developmental objectives. as discusscd below.

4.3.2. Social and Human Capital

The progress of the community in meeting its needs depends on how the elements of
social and human capital can be utilised to facilitate development programmes.
Mladovsky and Mossialos (2008), argue that even as social capital has been the
subject of vigorous academic debate for almost two decades, its definition remains a
sourcc of disagrcement. For instance, while trust, which is an important component
of social capital, is occasionally discussed in the community-based hcalth insurance
(CBHI) literature, CBHI has not frequently engaged with social capital thcories as it is

cither mentioned only in passing or its wealth and intricacy are overlooked.

Whilst the relationship between social capital and human capital 1s unclear, Burchardt
(2008), cxplains that human capital is a concept used by cconomists and often
mcasurcd by duration of schooling and labour market experience or by cducational
qualifications, where the benefits accruc largely. to the individual. In contrast, social
capital is a public or collective good, which is an attribute of"a group. The contlict iy
resolved by Burchardt because the two forms of capital arc complementary. The high
levels of human capital gencrate social capital and social capital promotes acquisition
of human capital (Burchardt, 2008). Coleman (1990), uscs a sociological perspective
and argucs that social capital is defined by its function, it is not a single entity, but a
variety of different entitics, which have characteristics in common. trom an
cconomic perspective, Fukuyama's concept of social capital places emphasises on the
integration of social capital and trust, and how it works within an cconomic

framcwork (Fukuyama, 1995).

Woolcock (1998). developed a framework for social capital and defines it as: “the
information. trust and norms of reciprocity inhering in one’s social netw ork” (p.1373).
This framework joins together a number of theories of social capital using both
quantitative and quahtative evidence and focuses on community level cconemic
development projects in low-income countrics. which are comparable to community -
based health insurance (Woolcock, 20015 Woolcock and Naravan, 2000, \Mladoy sky
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and Mossialos, 2008). Among other things. this framework can be observed as an
effort to practically examine the need for an alternative. or complement, to income-
based and purely economic approaches to development (Bebbington, 2004:
Mladovsky and Mossialos, 2008). Thus, it incorporates both economic and social
theory by trying to resolve the dispute over whether humans are realistic mediators or
directed by norms and culture. Garson (2006), refers to the norms of social capital and
observes that a norm of a culture high in social capital is reciprocity, which
cncourages bargaining, compromise, and pluralistic politics. Theories of soctal

capital have also been applied widely in public health policy (Moore er al., 2006).

4.3.2.1. Community Solidarity

Community action arises out of the bond of local solidarity. The abscence of sohidarity
can even cndanger the very fabric of community cohesion (Wilkinson, 1991).
Solidarity may be affected by peculiar social or cultural factors. For instance. in
communities where there is high emphasis on moral values, solidarity ts encouraged.
However, in communitics where crime is high, scepticism supersedes solidarity: acts
of gencrosity may even be miscomprehended as mere pretences. Freudenburg (19806),
argucs that the decline in the solidarity of the associations in quickly developing
communities could result in victimisation and increased fear of crime (Freudenburg,
1986: Allen, 1998). Extrapolating from Freudenburg's (1986), argument, Allen
(1998), notes that increasing the density of acquaintanceship will add to local
community cohesion.  Krannich and his associates (1989). also observe  that
decreasing density of acquaintanceship. contributes to the reduced feeling of seeurity,
duc to declining mutual familiarity and reduced effectineness of informal deviance
control mechanisms (Krannich ¢r al.. 1989: Allen, 199%), Wilkinson (1991),
concedes  that although the homogeneity of community residents may  enhance
community ficlds; the negative factor is that it has a potential obstacle. which is the

heterogeneity of community residents.

Martin (2003). postulates that in the health care cnvironment, chients including,
employees and employers are interested as purchascrs of health. They want to have
qecess to local health providers who can meet their individual and tamily health care
needs. This ereates some kind of interaction between the residents and the providers
Thus. the interactional structure that emerges through the relationships between

-
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community-based organisations can provide insights into the importance ot sohdant
aspect of the community field theory. This provides the basis for how community
members adapt to changes that take place and helps to know how theyv accept

institutions as mechanisms for enhancing this interaction (Wilkinson. 1991; Murtin,
2003).

4.3.2.2. Community Leadership

Leadership in a community field theory is considered an interactional role that
consists of the acts which contribute to the accomplishment of the tasks and or the
preservation of structure. [t emphasises the way interactions take place while
recognising elements in the community such as: cultural, personal and other context
specific factors (Cartwright and Zander, 1968; Wilkinson, 1970). What 15 relevant s
not who occupies what position in a community organisation but who can ensure that
the objectives are achieved. According to Wilkinson the genceralised leadership roles
can be treated as developing out of the roles that are being played by individuals in
the various programmes and ficlds in the community (Wilkinson. 1905, 1970).
Leadership in the community ficld theory is different from a leadership bascd on
reputation, office, and prestige. Howcever, these are recognised as important
corrclates. Thus, in community ficld theory. leadership may be distinguished trom
power in at least two ways: in action and bchaviour (French and Raven, 1968:

Wilkinson, 1965, 1970).

4.3.2.3. Community Cohesion

Community ficld theory as applicd to community deyvclopment projects ensures that
all internal and coxternal interest stakcholders are united towards a common goal
(Wilkinson. 1991). The community can ensure cohesion, which Wilkinson, describes
as homogeneity among community members (Wilkinson, 1991). Allen and Dillman
(1994), support the nced for homogeneity by illustrating that a homogenous
community can boost its community ficld by linking the social ficlds in an action that
can benefit the community as a whole. Relationships go beyond connecting
oreanisational structures to personalisation of the exchanges increasing the extent of

fricndship amongst the community affiliates (Allen and Dillman, 19942 Allen, T99N).
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There arc various groups and associations that may be outside the health ~cctor and
yet have influence on how health is financed and delivered. Their relationship “vith
the main decision makers in the health sector nced to be studied as well.  Martin
(2003), presents a vivid analysis of how the changes in the health care s\stem are
being driven by cost, efficiency, and quality concerns. The decisions behind these
changes may be made by interest groups, insurance companies and other stakcholders
outside the community. Therefore, the sense of community enhances the ability of all
these interest groups in the community and the health sector to resol\ ¢ problems and

cxpress their locality-based interest in a unified way (Wilkinson. 1972: Martin, 2003).

4.4. Harmonisation between Social Policy and Community Field Theories

This scction illustrates the interplay between social policy and community ticld
theories. Whilst social policy theory on its own cannot help explain all the findings of
this study, community field theory cannot unilaterally, cxplain the findings cither.
Thus, while social policy can only cxplain the findings relating to governments’
intervention, community field theory can also only cxplain the findings relating to the
community’s involvement in the health scctor reforms.  This warrants the
combination of the two thcorics in the interpretation of the findings of this study (see

chapter 11).

Crucially, both social policy and community ficld theories are used together because
of the clements that emerged from the empirical study conducted in Ghana. Mutual
health organisations are influcnced and supported by both the government and the
community. There is also an interrelationship between the government and the
community in the governance system of Ghana (sce 5.2). Therefore, the successtul
interplay between government action and community receptivencess to a greater extent
will guarantee the financial viabihty in particular and the overall sustainability of the
mutual health organisations.  The analysis of the results will show both the
government and the community’s response 10 the changes occurring in the health
financing environment (see chapter 1), Furthermore. the two theories have been
combined to cive the multiple effects, as they fulfil triangulation.  Thix means, more
than one theoretical approach has been uscd to analvse the findings ot the cmpirical
study to ensurc that the data s enhanced (Denvzin, 1970, 1975 Bowhng. 2000).
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4.5. Summary of the Chapter

This chapter has extensively discussed the three theorctical models or perspectives
uscful for explaining hcalth sector reforms. First and foremost. neco-classical
cconomics theory has been discussed but dismissed. Thus. as a result of the cmpincal
findings of this study, social policy and community ficld theorics have been adopted
as appropriate for explaining health sector reform (s) in the context of Ghana (sce

chapter 11). The next chapter discusses the Ghanaian environment.



CHAPTER 5
GHANAIAN ENVIRONMENT

5.0. Introduction

This chapter discusses the Ghanaian environment. That is, the ecological, political,
cconomic and social background of Ghana within which health care is financed and
delivered. There are five (5) sections constituting this chapter. Section one (1) is an
analysis of the ecological framework. Section two (2) examines the political
framework. Section three (3) is a review of the economic environment. Section four
(4) is also an analysis of the social environment. Section five (5) 1s a brief summary
of the chapter. Figure 5.1 below depicts the sustenance of the health sector within
these four important elements in Ghana. The figure shows that the health sector is
embedded within the ecological, political, economic and social networks and is a
collaborative activity between the government and all stakcholders in Ghana
(Republic of Ghana, 1992; MOH, 2005). There is also interrelationship between

these elements as each complements the other.

Figure 5.1: Relationship between the Health Sector and National Framework

Health Sector

Ecological Political Economic Soci.al
Framework Framework Environment Environment
traditional and
(demography and (modern and (budget,. e ( ‘
epidemiology etc) > traditional > economic modern social

governance etc) activities etc) systems etc)
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Therefore, any attempt to detach political developments from mercly cconomic
dynamics would not provide the basis upon, which to explain all tendencics in the

context of Ghana (Abdul-Nashiru, 2001).

5.1. Ecological Framework

Ghana is a tropical country located on the West coast of Africa. with a national
population density estimated to be 78.9 persons per square kilometres. The land arca
1s 238,537 sq. km (92, 100 sq. miles). The population. according to 2000 census was
18.8 million with a growth rate of 2.4 per cent. This was ¢stimated to have reached
22.5 million based on a population growth rate of 1.9 per cent by 2006 (GSS. 2005,
World Bank, 2007). The life expectancy of the Ghanaian population is 36 vears for
mcn and 57 years for women (GSS, 2005, MOH, 2005). The I35 to 64 years age
group represents 55.33 per cent of the total population. The 65 years and over age
range rcpresents 3.4 per cent of the total population (GSS, 2005). In 2002, the
population under 15 ycars was cstimated to be around 40 per cent of the total
population. This compared with sub-Saharan Africa’s 44 per cent and the world's 29
per cent.  The population over the age of 65 years was estimated to be 3 per cent
compared with sub-Saharan Africa’s 3 per cent and the world’s 7 per cent (karth
Trends, 2003). Hence. old age is not a major problem for the country in terms of

provision of social services.

Between 2000 and 2004, adult males’ literacy rate for those 135 ycars and above was
62.9 per cent and of the females in the same range was 43.7 per cent (WHO, 2000).
Ghana is a heterogeneous society with diverse ethnic and dialectical groupings.
About 49.1 per cent of the population belong to the cthnic group known as Akan.
Others are: Mole-Dagomba (16.5 per cent); Ewe (12.7 per cent); and Ga-Dangme (N
per cent) [(GSS. 2005)]. The population distribution contributes to ceonomic
disparitics between different regions as shown on table S.1. The data shown on table
5 1 are the current and most reliable from the Ghana Statistical Service sinee the last

population census was conducted in Ghana in 2000 (GSS. 2003).

The statistics shown in table 5.1 indicate that for any given peniod. the population of
both males and females residing in the rural arcas had tar exceeded that of the urban
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dwellers: 76.9 per cent against 23.1 per cent in 1960: 71.1 per cent against 28.9 per
cent in 1970; 68.0 per cent against 32.0 per cent in 1984: and 6.2 per cent against
43.8 per cent in 2000. Thus, poverty has affected rural dw cllers more than the urban
dwellers, even though, there is urban poverty (GSS. 2005).

Table 5.1: Percentage Distribution of Urban and Rural Population by Sex: 1960,
1970, 1984 & 2000 (per cent)

Year 1960 1970 1984 2000

Sex Urban | Rural | Urban | Rural | Urban | Rural ' Urban | Rural
Malc 11.9 38.7 14.4 35.2 15.6 33.7 | 214 2R
Female | 11.2 38.2 14.5 359  |164 343 224 28
Total 23.1 76.9 28.9 71.1 32.0 63.0 \ 438 ! 362

Source: GSS, 2005, 2008

There arce different religious groups, which cherish and propagate their respective
faith. Recligious belief can be a determining factor governing choice ol a particular
health carc intervention. The main religious groups include: Christianity (69 per
cent), Islam or Muslim (15.6 per cent), African Traditional Religion (8.5 per cent) and

Others (6.9 per cent) [(GSS, 2005, 2008)].

5.2. Political Framework

The political environment within which Ghana functions 15 4 product of both the
modern and traditional systems of governance. These work hand in hand to promote
national cohesion and development.  This is characterised by what Whitetield and
Jones. describe as nco-patrimonial political system, which indicates a mix of the
lcgal-rational state and the traditional-patrimonial state. This refers to personalisation
of power; political competition bascd on traditional forms of mobilisation such as
cthnicity and kinship; and the construction of political authority through the cxtension

of patronage (W hitefield and Jones, 2007).

Ghana has had about six scparate constitutionally clected governments with tour

Republican constitutions written and adopted for state governance.  In between

democratically  clected  governments there have  been intermuttient  mihtary
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interventions. The military leaders have given general dissatisfaction and cconomic
rccession as their motive for take over (MOH. 1996: Adedeji. 2001).  However.
overall democracy has been the hallmark of modern government administration since
1992 (Higazi, 2004). The 1992 constitution of the Republic of Ghana promotes
freedom of expression and association (Republic of Ghana. 1992).  The modemn
political administration is headed by a parliamentary democracy with an clected
President assisted by a Vice-President, an elected Parliament (Legislature) and an
independent Judiciary. The current Parliament has two hundred and thirty (230)

clectcd members representing their respective constituencics (Republic oft Ghana.
1992).

5.2.1. Modern Governance System: Local Government Administration

The administration of the country is centralised with enormous power residing in the
President. Constitutional devclopments from 1980°s onwards have attempted to
decentralise affirming the role of Local Government Administration (Boato-Arthur,
2001; Higazi, 2004). For rcasons of national political administration, the country is
divided into ten (10) administrative regions. which arc managed on bchall’ of the
President by appointed Regional Ministers and Dcputy Regional Ministers, The
President is represented at the district and municipal levels by District and Municipal
Chicf Exccutives (DCEs and MCEs). who are appointed by the President. The
process is that the President submits the nominated candidates to the respectine
municipal and district Assemblics where the Assemblymen and Assemblywomen yote
to cither accept or reject them. Thesc are the elected representatives of the people in
the communitics on political party lines. There were 138 district and municipal
assemblics in 2006 (Ghana Districts, 2008). which was likely to increase to 163 1n
2008 (Adjei-Darko, 2007). By March, 2010, these had increased to 170 (Ghana

Districts, 2010).

The local government decentralisation policy entrusts the development of the districts,
municipalitics and sub-districts in the country into the hands of the district and
municipal Assemblics. The objective of the framers of the Local Government Act T9NS,
PNDC Law 207 and National Decentralisation Action Plan 2004 was that decentiahisation
has cot a lot of benefits, including, positive outcomes - both democratic and

dey clopmental terms (Crawford. 2004; Kantaticto, 200N8), The government through
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this structure delegates some of its powers to the local people in the communities to

administer and ensure grass root participation in the governance of the country.

3.2.2. Traditional Governance System: Chieftaincy

The governance of the country is a shared action between the modem system of
government and traditional system. Thus, the socio-cultural and political milieu of
Ghana is firmly founded on one principal traditional institution known as Chieftaincy.
This vconsists of the Chiefs, Queenmothers, sub-chiefs and family heads. All these
leaders play vital roles in ensuring that local projects and government policies are
implemented. These leaders help to mobilise the people in the communitics for
development (Boafo-Arthur, 2001; Awumah, 2007). The common practice over the
years in the Ghanaian democratic dispensation and governance arrangement is that
politicians usually seek to align themselves with the Chiefs so as to attract their
subjects to vote for them. It is an accepted fact that any programme that revolves
around the Chieftaincy institution is assumed to be credible because of the unique
position of Chiefs. This is why the lack of clearly defined boundaries and roles
between the traditional rulers and the District and Municipal Chief Exccutives who
are political appointees of the various officially demarcated locales, under the 1992
Republican constitution has resulted in occasional misunderstanding between these
two important players in the communities (Republic of Ghana, 1992; Boafo-Arthur,

2001; Adjei-Darko, 2007).

5.3. Economic Environment

A country’s economic situation impacts heavily on all essential services, including,
health care. Ghana enjoyed relative peace and economic prosperity immediatcly after
independence in 1957. With the booming economy, the first President of the
Republic of Ghana, Dr Kwame Nkrumah, bought into the prevailing political
ideology and advocated for *African Socialism’; to be modelled on systems existing
in European countries (FCO, 2004). This interventionist orientation gave the
government a major role to play in the setting up of industries and other commercial
ventures without much emphasis on the private sector (Abdul-Nashiru, 2001). This

policy dircction did not scem to change much until the 1980s (MOH. 2000).
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- e % Economically Active Population

Ghana is a country where there are vast economic disparities between and among
geographic regions. The cconomically active population groups and their relationship
to wealth creation and distribution of wealth within the various regions are discussed
in the Ghana Statistical Services Report 2005 (GSS, 2005). The 2000 Census
recorded an economically active population of 8,292,114, representing 43.8 per cent
of the total population, which showed an increase of 48.6 per cent compared with the
1984 census as shown on table 5.2. However, the International Labour Organisation
(ILO) estimates show that the economically active population of Ghana as at 22 May
2008 for men in the 15 to 65 and over age group was totalled 5,667 and that of
women in the same age group was 5,182. The total for both sexes in the same age
group was 10,849 (ILO, 2008). The regional distribution shows that 47 4 per cent of
the population in Greater Accra was cconomically active, followed by Brong Ahafo
(45.1 per cent), Ashanti (44.6 per cent) and Western (44.5 per cent) in 2000. This was
explained by the fact that they had gained in the share of national population. The

increased shares might not be labour migrating into thes