
Health Sector Reforms: A Study of 'lutual Health 

Organisations in Ghana 

Augustine Afari-Adomah 

A thesis submitted in partial fulfilment of the requiremcnts of 

Sheffield Hallam University 

for the degree of Doctor of Philosophy 

\'olume 1 

Dcccrnhl'r. 2009 



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 health 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 fiQdings of the empirical study were analysed and interpreted 
using social policy and community field theories with the support of available 
documents. The evidence from the study concludes that govcrnment's intenention 
(implementation of NIH Act 650) has increased and expanded the mcmbership 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: 

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

4. There is therefore. a perceived tension between the schemes and the health 
institutions as the health institutions prefer to treat clients 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. 
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CHAPTER 1 

INTRODUCTIO~ 

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 are 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 health 

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 modem health 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 el 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 treat a member 

who falls sick (Medici Con L' Africa, 2001; Criel, 2001). Ghana, a developing 

country in West Africa, has introduced a National Health Insurance Scheme (NIIIS), 

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 el al., 2005; Criel el al., 2005). 

Therefore, lack of access to reasonable and efficient health care is a major problem 

(Meessen el al., 2003; Frenk el al., 2006; Mclntyre el al., 2006; van Doorslaer el al .. 

2006; Jacobs el £11.. 2008). In the light of the above, Mcintyre and Gilson(200:'). 

suggests that it would be best to devise an equitable health financing strah:gy that 

takes into account the background of a continent crippled hy poverty like Africa. 



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 nonnally sought to 

weaken civil society and subdue private and community initiatives (Mills et al.. 

2001 ). 

The problems of health financing led to the implementation of health sector refonns 

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 aI., 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 system-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 el aI., 1997; Dror 

and Jacquier, 1999; Ndiaye et 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 undertaken for a number of reasons. To start with, the area of finance 

and financial viability of the mutual health organisations have been minimally 

explored. As these are important issues, it is undeniable that they impact upon 

decision-making processes. Similarly, although there are a number of studies of 

mutual health organisations in Ghana, these had only minimally explored the financial 

issues in the context of their \'iability (Atim el al.. 1998: Atim. 1999: Arhinful. :WOO: 

'") -



Atim and Sock 2000; Atim et al., 2001 a, 2001 b, 2001 c; Anie et ai, 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 deliycry by 

providing financial access to their members (Atim, 1998, 2000). \Vith the exception 

of a few studies, the area is not widely explored and they have not been de\'cloped 

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 ~merging mutual health organisations could make and are 

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 et 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 sectors of 

the economy (Musau, 1999; Bennett et a/., 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; Barnum 

and Kutzin, 1993). Since the debate about health financing has always been ccntred 

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 £11.. 

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 

el al., 2008). Since the introduction of the National Health Insurance Act 650 in 

March, 2004 with the Legislativc Instrumcnt (L.l. 1809) the government of Ghana ha~ 
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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 lnsurance 

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 el al.. 2005). 

Furthermore, the studies conducted in Ghana had not considered 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 influence on policy 

implementation had not been explored. Consequently, the study builds on earlier 

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 sector reforms 

in general and health financing strategies in particular. It was also needed to assess 

the contribution of the emerging mutual health organisations to address these health 

financing problems in Ghana in particular, and in Africa in general (Develtere, 1993; 

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

Additionally, my personal interest and expenence In health financing and health 

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 ever increasing 

problems of health administration and health financing facing developing countries 

especially, Ghana, provided the impetus needed for such a study. Reflections on my 

experience 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). 
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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: 

I. Describe and analyse problems of financial access to health In den~loping 

countries, especially, sub-Saharan Africa. 

2. Evaluate the reforms in the health sector and the emergence of health 

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 care. 

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 perfonnance of mutual health 

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 empirical rcs~arch: 

I. Are the mutual health organisations financially viable? 
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2. How does the institutional framework influence the financial viability and 

perfonnance 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 improv~ th~ 

perfonnance 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 

literature on the theory and delivery of the health sector reforms adopted in sub­

Saharan Africa. The problems associated with the implementation of user fees and 

the constraints to adopting social health insurance on a wider scale have been 

enumerated. Chapter three (3) is a review of literature on theory and delivery of the 

mutual health organisations. The issues impeding their sustainability are identified 

through previous studies. 

Chapter four (4) discusses the theoretical framework used to interpret the findings or 

the empirical study. The neo-classical economics and new institutional ~conomics 

theories are first and foremost discussed but rejected as basis for the interpretation of 

the empirical findings of this study. Since one particular theory cannot explain th~ 

health sector refonn, reference is made to both social policy and community field 
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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 insigh.t into the philosophical paradigm underlying the research. 

which led to the choice of the qualitative research methodology, case studies method 

and interview approach for the empirical study carried out in Ghana. This is 

supported by quantitative research methodology. 

Chapter nine (9) is a discussion of the first part of the case results of the empirical 

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 used for thc 

in-depth case studies and how they are operating under the National Health Insurance 

Act 650 (MOH, 2003d). Chapter ten (10) examines the second part of the case results 

of the empirical study. Here, the influence of external agencies on the perfonnance 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 field 

theories, underpinning the entire study. Here, the successes and the challenges of the 

mutual health organisations are critically discussed on the basis of these theories. 

Finally, chapter twelve (12) is a conclusion of the entire study. I kre. the summary of 

the study, recommendations, contributions to knowledge. limitations to the stud! and 

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

HEALTH SECTOR REFORMS IN DEVELOPING COU:\TRIES: A REVIE\\' 

OF RELATED LITERATURE 

2.0. Introduction 

This chapter presents a review of related literature on the problems of health financing 

and health sector refonns. There are four (4) sections. Section one (1) discusses the 

tenninologies of some words which are used frequently in this study. Section two (2) 

analyses the problems of health financing and its effect on health care delivcry in sub­

Saharan Africa. Section three (3) is the introduction of economic refonns within 

which the health sector refonns were embedded. Section four (4) is a brief summary 

of the entire chapter. 

2.1. Terminologies 

Silvennan (2006), explains that concepts are visibly precise facts based on a 

meticulous model, which 'offer ways of looking at the world which are essential 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 infinnity; is a fundamental human right and that the attainment of thc 

highest possible level of health is a most important world-wide social goal whose 

realisation requires the action of many other social and economic sectors, in addition 

to the health sector' (WHO/UNICEF, 1978: I; 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 wcll­

coordinated manner. All these factors need to be hannonised in order to achieve a 

sustained programme of health financing and service provision. It was in the light of 

the above aim of achieving global development goals that this comprehensive 

definition of 'health' was arrived at. 
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2.1.2. Health Insurance 

The tenn 'insurance' has been defined in different ways because there are \"arious 

things that can be covered by insurance schemes such as: property, motor, equipment 

and many more. Even when the tenn is applied to health, there are varied 

explanations that can be given. Therefore, for the purposes of health and healthcare. 

the tenn '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 et 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 markd 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 people cannot insure 

against i II-health itself but rather the financial costs of ill-health and as a result. health 

care insurance embodies 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 is 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 (see WHO. 2003a, 200~b). 

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 el al., 2007). Culyer (1983), observes that the amount 

of health care expenditure in any country seems 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; Di 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 variations in 

approach (Mwabu, 1990; Sein, 2002). Maeda (1998), categorises countries into three 

levels of development as low-income, middle-income and high-income: each len:1 

has a different health care financing system. Whilst low-income and middlc-inl:omc 

countries generate a lot of their health funds from patient out of pocket. high-income 

countries generate their health funds through National Health Service (Maeda, 199X; 

Schieber el al., 2006). In summary, the basic sources and mechanisms of financing 

health are shown in table 2.1 (SOC, 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 speci fic organisations 

Loans Funding of health care investment items by external 

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 because 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 el al., 1995; Bennett el al., 1996, 

1998; Bossert el 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 insurancl? system in placl? 

(Carrin and James, 2005). 

There are concerns regarding how to identify a viable health financing slrall?gy. as 

there are still problems with how to finance health. Unlikl? their counlerparts in lhl? 

developed economics like the United Kingdom (see Culyer, 1989a, 1989b; \1cGuire 

el al., 1989), the United States of America and Canada (Evans, 1986. 1987), who have 

achieycd equitable and universal health covl?ragl? as well as ensurcd financial 
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protection for their people (Barnighausen and Sauerborn, 2002; Jacobs et 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 

are peculiar to the continent (Mcintyre and Gilson, 2005; eriel et aI., 2005). Mwabu 

(1990), outlines some of the issues including, the fact that African economics, like 

economics of other continents are linked to the international economy. Therefore. 

health financing strategy in each country has to take into consideration both the 

external and the domestic factors that affect health budgets. The poor economic 

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 at., 2001; Carrin, 2003; Carrin et at., 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 

health systems, there still seems to be a constant decline of Africa's health systems 

(eriel, 200] ; Medici Con L' Africa. 2001). The causes of the problems can be rdated 

to certain fiscal policies of both the internal and external stakeholders in Africa's 

health care environment. These include: 



1. The insignificant resources allocated to the health sectors of most dc\ doping 

countries in Africa, south of the Sahara; estimated to be on average less than 

USD5 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 there seems to be 

serious inequity in the redistribution of resources devoted to the health sectors of the 

economies of sub-Saharan Africa countries. There is increasing number of people in 

the population who have either little or no access to orthodox health care servil:es 

when they are most in need of it (Medici Con L' Africa, 2001; McIntyre el at., 2006; 

van Doorslaer et al., 2006; Jacobs et al., 2008). To reduce poverty and ensure 

sustainable economic development (Berman, 1995), low-income countries have been 

urged to address issues of health and poverty concurrently, as health care 

development is a key ingredient for human capital formation and sustainable 

economic development (Asfaw, 2003). If people are healthy and can work, they can 

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

Skinner et 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 care from their 

own pockets at the very time they arc sick and most in need of it. \ lost of these 

people may not be in any gainful employment and arc also unlikely to be members of 

employment-oriented or job-bascd pre-payment sl:hemes. The) ha\c less access than 
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better-off groups to subsidised services from their employers (WHO, 2000: !'\ancy. 

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 vanes 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 usc. 

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 care 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-illness­

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 et al., 2008). 

Additionally, in sub-Saharan Africa, at times, communities have to contend with 

natural disasters like floods and bush fires, 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 are 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 entire householJ 
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may sink deeper into poverty (Schneider et ai, 2001 a, 200 I b; Camn el 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 thc 

public sector refonns. Thus, the inadequacies in funding coupled with the economic 

recession in the 1980s created unbearable problems for governments in dc\"cloping 

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 refonns. 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 these countries (Double 

Standards, 2005). 

The economic refonn had implications for the health sector as well. There are 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 

healthcare services; and improve government spending on health. Thus, the Report's 

prescriptive advice is that governments should ensure universal access of at least a 

minimum package of health services, especially, for the poor (see World Bank, 1993; 

Paalman el al., 1998). However, Paalman and a team of analysts (1998), argue that 

there cannot be one universally applicable set of priorities because thc political, 

physical, social, environmental and behavioural affects on health are specific to 

diffcrent cultures and different economic circumstances. These must be fully takcn 

into account (Paalman el al .. 1998). 

16 



2.3.1. Health Sector Reforms 

Different definitions have been given by different authors of health sector refonn, but 

they seem to lack details of the actual institutional arrangements needed to achievc 

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 refonn initiators would indicate their 0\ crall 

goals as improving health sector efficiency, equity and sustainability (Mills el al.. 

2001). 

In this study, health sector reform is defined as a rapid response to the discrepancies 

in the health sector in general, which aims at finding workable solutions to promote 

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 refonn as 'sustained, purposeful change to improve the 

efficiency, equity, and effectiveness of the health sector' (Bennan, 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 tenns, refonn entails altering 

both policies and institutions in the health sector. Therefore, the goals of efficiency, 

equity, and effectiveness of the health sector require the translation of these into 

explicit 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 health sector refonns have been implemented by governments of 

sub-Saharan Africa countries since the late 1970s and early 1980s (Gilson and Mills, 

1995; Leighton, 1996; Russell el al., 1999; UNICEF, 1999; WHO, 1978; Mills el al.. 

200 I). The first global ideal of health sector reform was initiated in 1978 when a 

World Health Summit was held in Alma Ala 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 pennit them to lead a socially 

and economically productive life by the tum 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 realised by 

many countries, mostly, in sub-Saharan Africa, at the turn of the century in the year 

2000 (Berman and Bossert, 2000). Before this could happen a new health sector 

refonn directive had been suggested, to kick-start another change in the way health 

was financed and delivered (Mohindra, 200 I). This was because the health sectors of 

these countries were suffering from grossly inefficient and inequitable resource 

allocation, declining quality, and demoralised work forces (Bennan and Bossert, 

2000; Russell et al., 1999). 

Different perspectives have been expressed by different researchers regarding the 

reasons why health sector refonn has become widespread (Frenk, 1994; Bennan, 

1995; Collins et al., 1999). What is clearly common is that all the factors are 

interrelated. For instance, Bennan (1995), and Collins et al. (1999), have utilisl.!d 

many ideas from Frenk's conceptual framework (Frenk, 1994). Bennan (1995). uses 

a development context to discuss the objectives of health sector refonn 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 use the 

political context. They identify six factors generating the need for health sector 

reform as: demographic and epidemiological change~ processes of social and 

economic change and conflict; economic and financial policy~ politics and the 

political regime; ideology, public policy and the public sector~ and external fadors. 
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especially in developing countries (Collins et al., 1999). Even though, they 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 equity. 

effectiveness and efficiency in the health sector. This also shows the interplay 

between the stakeholders an'd 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 escalating 

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 while 

increasing the role of the private health sector and private insurance. Therefore. 

between 1990 and 1998, government funding in sixteen (16) out of the 26 countries 

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

fees (Donaldson and Gerard, 2005). 

The world's health sector has been engulfed by change that is impacting upon social. 

economic and political environments with improved health status being onc of thc 

measuring rods of progress that countries aspire to (Frenk, 1994; Bemlan. 1995). 
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Frenk (1994), observes that all countries are adhering to the change that tak pia In 

the health sector because health is seen as an essent ia l fiel d in human Ii fI nd 

development of countries ' economy. Hsiao (2000), identi fie a et of control knob 

that can help establi sh the key routes and effects of hea lth care tern and an b 

used for assessing the success or otherwise of health sector reform . Thu , th main 

focus of health sector reform attempts : ' to establish, set, or adjust these contro l knob 

of financing, payment, organisation, regulation, and consumer beha iour ' B rman 

and Bossert, 2000:2). 

Using this framework, Berman and Bossert (2000), characterise the ac tion tak n In 

the health sector under the reforms into ' fundamental programmes of s tern chang , 

which they call the 'big R' reforms (p .2) . These are refonn s that engage at lea t t \;VO 

or more of Hsiao's (2000), control knobs as they change a con iderable part of th 

health care system. The second characteri sti c deal s with action taken in th h alth 

sector, which are ' more limited, partial , or incremental' which th y ca ll th ' littl R' 

reforms . These are reforms that seek to address only one control knob ith a m r 

limited scope of change. They however, observe that the big R' re fom1 may in 01 

the impl ementation of many ' little R ' acti vities (Berman and 8 0 eft 2000:3) . Th 

two characteristics have been illustrated in figure 2. 1 belo . 

Figure 2.1: Characteristics of Health Sector Reform 

'Little ' R' Reform 
Limited, partial or 
iner menta l chang in the 
h alth ector ( 0 t haring 
u er fe ea h and carry etc) 

Big R' Reform 
Fundamental programm of t m 
chang in th h alth tor ri at 
h alth in uranc , 0 ia l h alth 
in uran r tax-ba d 



Refonns in sub-Saharan Africa countries as a whole can be b-JTouped under three main 

themes: 

1. Diversification of funding patterns a\\ay from tax revenues to fund publi\.· 

health services. Thus, there is the need to explore other source~ of !lnan\.'IIH!. 
'"' 

in addition to the traditional tax-based funding by the central gO\'ernment: 

2. The fonnalisation of relationships between public and pri\atc health ~edllr~. 

Thus, there is the need to ensure collaboration between both the publil' and 

private health sectors in health financing and deli\ery; and 

3. Refonning the role of consumers and citizens in the financing and planning of 

health services. Thus, there is the need to ensure greater cummunity 

involvement and participation in addressing till' problems affecting thl' he~dth 

sector (Mills, 2000, Mills et al., 2001 ~ Donaldson and Gerard 200~). 

It is obvious that governments and policymakers in the de\\.~loping \\ orld ha\ l' 

undertaken reforms due to poor economic performance (Frenk, Il)<.)-L Berman, 1 ()l)); 

Collins d al., 1999; Bro, 2007). Some researchers haye found th~ll thl' 

implementation of health sector (Berman, 1995). and public ~l'ctor (Rus~c11 eI al., 

1999), refornls in developing countries had been di ftlcult. 

2.3.3. Health Financing Reforms in Sub-Saharan Africa 

As a result of the perceived tension bd\\een thl' different stakeholckr" in thl' he~tlth 

environment: the presence of multi-faceted groups of professionals, politician~_ 

international financial institutions, and thl' communit~ at large, t\\O alternati\ es of 

how to mobilise funding for health care \\l'l"e suggested to policy makl'rs in sub­

Saharan :\ !i-ica, under the health financing refoml. Thl'sl' focus on: 

I. :\IIO\\ing sl'l'\'icl' llsers tu pay for ~el'\icl's they lI~l', which j" al~ll known .h ke 

for SlT\lCl' pa~ llll'nt or payml'nt pl'r episodl' of sicknl'ss or ri~k. 

-, :\ p~lyml'nt basl'd on risk sharing schl'n1l's through 111l' l'lmtnbutll ll1" of 

J1l)tl'ntiall1"~.'r,, ('.l)terman t.'l £II., 1995, Don~t1d"\ll1 and Cil'rard ~O():'). 
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These two alternatives ha\'e SInce been implemented In some ~ub-SahJr3n :\ !n(3 

countries as discussed below. 

2.3.3.1. Cost Sharing (Lser Fees) Policy 

The first option under health financing reform is user fee~, This was initiall~. adoptcd 

and has become widespread in sub-Saharan Africa. Two broad models of user fces 

systems adopted are the standard model and the Bamako initiativc model (\.'olan and 

Turbat, 1995; Gilson, 1997). In addition, there is wide range of user rcL'~ pay1l1cnt 

systems: flat fee or differentiated fee; fee per episode or fcc per item of ~cn lL'C: 

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

2.3.3.1.1. Weaknesses in User Fees Polin' 

There are several problems associated \vith the implementation of U~LT fcc" Firsth. it 

fails to completely address the equity and welfare goals in thesL' countrie~ (Diop l'f aI., 

1995; Gilson and Mills, 1995; Mills, 2000; Mills el aI., 200 I). In addition to the 

formal fee charges introduced in government health facilities, informal chargL's are 

also common practice (Stekelenburg el aI., 2005), Morcmcr. thL'rc has been a total 

change in the attitude of both health care personnel and consumers. leading t() a sharp 

reduction in attendance rate at orthodox public health facilities and the longstanding 

poor households arc massively, affected becausc they cannot acccss hL,~t!th carL' 

(McPake, 1993; Carrin, 2003). 

The problems han; been compounded by the fact that pcople 111 communitlL's of most 

sub-Saharan Africa countries arc exposcd to a lot of risks basically due to their 

disadvantaged locations. A propcr transportation s\stem linking the to\\ Ib and 

\'illagL's to L'nsure easy aCCL'SS to hcalth care Llcilitics is otten lad.mg. Therefore. 

many people in the remotcst parts of the communitics tcnd to consult tr~lditional 

hL'akrs for treatment for common ailments, This is considered as an ine\pell~ive 

substitulL' (Std:'L'lenburg ('/ aI., 200)), Green (1997), found that more than ~() per L'cnt 

of the people still use the sen ices of traditional healers because of the e~c~dat1l1g 

prL'mium of \\ l'stemised health care and medicine (( ireen, 199 1
; Skkelenburg d ul.. 

200)). Pe()plc onl~' report to the modem hL'alth care faL'ility a~ a lJ"t re"ort \\ hen tl1\:Ir 

hL'alth condit I( )11:-; had detL'riorated. because uf the high L'l)S\:-; of dnlgs (,,11\ 'I t l\ T"cy. 



Chan (2009), argues that user fees for health care were put forward a::; a "ay to 

recover costs and discourage the excessi\'c use of health se[\'Jel'::,' this did not happen. 

As a substitute user fees punished the poor: this is a bitter irony at a time \\hen the 

international community is committed to poverty reduction (Chan. ~UU9: ~larfl~'l er 

aI., 2009). Therefore. Stocking (2009), cautions that lives \\'ill be needk::;~ly ll,::;t 

before leaders act as poor people simply cannot afford fees and inaction will \.'ontinu,-' 

to deny access to life-saving healthcare for millions (Stocking. 2009; \1arriot el al.. 

2009), Due to the problems associated with policy implementation. gO\ ernmenh and 

policy makers have been anxious about the se\cre consequences of people' s inabi I it~ 

to access orthodox health care and are sourcing for alternative mechani~ms (:-.. ldlltyre 

et al., 2006; van Doorslaer et aI., 2006; Jacobs et aI., 2008). Thh led to ~lIgg\.'~t i\Jns 

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 emphasises the necd to imoh \.' th\.' 

private sector and private health financiers as \\\,.'11 as encouraging prospecti\ e u~\.'rs to 

share risk in the delivery of health care in devcloping economics (Frenk, \l)l)-L 

Berman, 1995). This requires the setting up of a ncw extended ~y~tem of nation~d 

health insurance which needs to include extensi\l~ adjustment in financing. regulation, 

and delivery (Noterman et al.. 1995; Donaldson and Gerard 2005), Thus, thi~ 

approach uses health insurance. especially. social health insurance, whl\.'h i .... the 

dominant method in industrialised economics, Thl~ is exp\.'cted to enhance th\.' 

chances of achieving universal health cO\eragl\ pru\ ide financial ~ecuril\ for ~dl 

against exorbitant health carc costs; and prO\ ide fairness in financing for he~dth care 

(S~luerborn ('{ aI., 1996; CaITin et aI., 2005), Health care risk pooling IS central 

fL.'ature of health insurance arrangements, This t~lcilitate~ health care ~en ice~ to be 

ddi\l'rl'd in linl' with peopk's need rather than their indi\ idual capacity to pa~ 

(Lautier. 2(03), 

:\ k\\ countriL.'s in thl' African sub-region have being con~idering the pl)...,.·,ibility 01 

introducing national llr ~l)cial health insurance ~chcme~ For instance. :\igen,1 h,I' 

introduc~:d a "ederal Ilcalth lnsuranl'c Polil'y (Fo:\. ll)l)l»: and Zambia h~b adopk'd ~I 

l'omprehensi\ l' health seLlor reflmll including the intr()duction of h'-'alth irbuLl11I..e 

""l'hem~:s (\ 1 ill .... t'! £II.. 20() \). IlIllbabwe IS l,'lll1S1dering a national health illSllLII1\.C tlr 



social health insurance ~cheme (~10HC\\'. 200 1 ~ Badasu. 2()U-i: The Herald. June. 

2004~ \1cIntyre and Gilson, 2005). 

2.3.4. Constraints to Implementing Health Insurance Schemes 

However, the majority of the countries have yet to embark on any seriou~ pro~ramml? 

of health financing reform because implementation is anticipated to fall :-,hort of 

expectations. National or social health insurance provides cover for people in tlh.' 

formal employment sector such as public and civil servants, raising questions about 

population coverage (Carrin et al., 2005). Some researchers C\l?n question whether 

the health insurance idea was deeply rooted in the African society (\'U~l'l. 1990a. 

1990b~ ILO, 1993~ Shaw and Griffin. 1995: Dablu. 2001). For instance. the \\'orld 

Bank Report 2008 argues that microinsurance is still rare across sub-Saharan .-\frIl·~1 

(WB, 2008). However, studies have found that health insurar1l'l' in den'loping 

countries dates as far back as the years preceding the Second \\'orld \\'ar (/~chock. 

1982; ILO, 1993; Arhin, 1995; VRHA, 1998: Dablu. 200 I). 

Although, the Philippines, a low to middle-income countr~ in South-East .\~Ia, has 

had more than thirty-five (35) years experience of implementing social hl, .. dth 

insurance, the scheme still has problems (Obermann et aI., 200()). 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 managl'fial and equity 

problems because of the socio-cultural variations within Africa compared \\ ith the 

dcveloped world (Barnard, 2000; Criel et al. 2005). Therefore. any attempt to 1110\ l' 

swiftly into health insurance will create as many difficulties as \\ l'll as anticipated 

bcncfits (van Ginneken, 1999a; Carrin, 2003: Camn ef a/., 2005: Obennann ef 01 .. 

20()()). Then? are many constraints to implementing comprchensi \ e health insurancl' 

in sub-Saharan Africa (Sekhri and Sa\ l'doff. 2005). Some or thc~e ha\ e been 

discussed below. 

2.3.4.1. \\eak .\dministrati' e Structures 

:\ny cOllntry proposing to implement a national or ~~)l'ial health II1suranCl' .... c111'me 

nl'l'ds to aSSl'SS its administrative cap~ll'ity and caJ1~lbility \\ here there all? \\l,-tk 

administrative s~sll'ms l'ouplcd with an unde\elorl'd prI\ ate .... Cl'(I)[, thl'[e all' 

dinil'ldtll'~ in setting lip and asslIrlllg thl' nmning of ~I IOW-Clht and compl'il'llt 



management; problems in calculating the capability of households to pay premiums: 

and complications in determinipg 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 (see 

GSS, 2005; NOPC, 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 et al., 2005). The healthy and strong need to sec to the 

weaker ones in their midst and those in active employment need to be able to transfer 

something to those who are unemployed. These are rather problematic issues for sub­

Saharan Africa countries, where people have significant disparities of incomes and 

resources (Preker et al., 2002). The economic disparity gaps are 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 developing 

countries (UNOP, 2005b; Asante et al., 2006). The difficult socio-economic web that 

has entangled 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 either as a result of civil conflict or intermittent military 

intervention on the political scene has also been observed (Criel and Kcgels. 1997: 

Prekcr el 01 .. 2002; Schneider, ~005a. 2005b). The true costs of civil contliet apart 

from the human loss of life have been the destruction of a country's infrastructure as 

well as mistnlst and the lack of confidence of the people in the political system (<. 'rid 



and Waelkens, 2003: Schneider, 2005a. 2005b: Jacobs t'f u!.. 2u()"). This will n~'l 

encourage people to contribute effectively. to health care s: ~tem fashioned on a h''-',lith 

insurance model. They need systems that can reim igorate their confiden...:\..' (Camn t!I 

at., 2005; Schneider, 2005a, 2005b: Basaza et al .. 2007) E\i.'n though. governll1,-'l1h 

have gone to enormous efforts to reinforce the need for equit: and ~0l idJrit: in ,h.:\.\..'~~ 

to health care: this cannot be guaranteed under a health in~urance plan ~ Khetrapal. 

2004). Thus, equity and solidarity are not only indispensable for the imph:mi.'nUlIOn 

and effectiveness of health care systems; the: are important for social Cl)hi.'~ Illn 

(Abdeljalil, 2003). 

2.3.4.4. Neglect of the Informal Sector Economy 

The adoption of health care insurance appears to ha\e neglected people in the 

informal sector of the economy. The way forward to addressing the problem of health 

financing in sub-Saharan Africa is that difkrent mechanisms need to be tested. This 

has necessitated the need for the health sector reform to be re-focused nn other 

context specific mechanisms of health financing (Barnighausi.'n and S~luerborn . .2()().2: 

Criel et 01., 2005). For this reason, Saltman (1997b), suggests that ~In: declslun to 

adopt competitive incentives should reflect the rational calculated judgment tied to thi.' 

organisational characteristics of each particular sub-sector as hospitals. gi.'ner~tl 

practitioners and home care insurance ari.' influenced b\ their national, l'ultural and 

institutional contexts (sec Saltman. 1997a. 1997b). 

Jacobs el al. (2008). argul' that in low and middle-inl'ome countries. mal()rIt) 01" 

people arl' l'ither self-employed or \york in the infom1al sector: mostl) small -,c~tle 

entrepreneurs, peasant farmers and artisans. This makes e\.pansion of formal health 

insurancl'. if a\'ailable. difficult. This creates difficult: in achieving eqult) and 

uni\lTsal l'ml'rage JI1 health care financial protection. Comprehensive health 

II1surance aIT~lI1gi.'ments arc dit'licult to apply in countries \\ here there i" brgi.' 

infllrmal population anJ ptl\ erty is part of the national economic III\: of the (1i.'opk 

~lajority of the populal'i.' in sub-Saharan Africa live in rural ~Irea'" the: arc mosll: In 

thl' non-formal i.'mpl~l) mi.'nt Si.'C!lH·S Therefore, it is antli.'ip~lted lhat Imprl)\'i.'d eqult) 

In 11I.'alth wlil rl'quiri.' pi.'akr iI1\C-,tIlh.'nt in tlh 1"i.' Lldor..; \\ hlch .Ile OUhllk I hi.' Illf'l 11 a I 

hl.:~dth systL'Il1. not .Ilht illi.TeaSi.'d ~ICi.'i.'"'' t~) illl1\,:s~-~lrtented -.."T\ I(\..·S ('-altman. 1 \N7:\. 

I \)\)7b: BruwIH.:1I d al .. 2()() I: \ I.dlllkcll, 2001). 
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lienee, altemati \ c.: mechanisms that might addrc~~ the needs of the rel)pk in the 

infonnal sector of societies as well as enhance communit: participation. ('quit:. 

equality and solidarity amongst the people constitute the ~urrent direction of the 

evolving health sector refonn (Jakab and Krishnan. 2001; \an Ginnekel1. 2U02: Carrin 

et ai., 2005; Jacobs et ai., 2008). Ylutual health organisations arc being tc~t('d 

accordingly as discussed in chapters 3 and 7. 

2.4. Summary of the Chapter 

This chapter has analysed the problems of health financing and deli\cr: in ~ub­

Saharan Africa and reviewed the economic and health scctor rCfOnlls. Probknb 

caused by the introduction of cost recovery policy and the constraints to impkmenting 

system-wide social health insurance have been discussed. The need to c:\r1ore other 

context-specific health financing mechanisms to address problems of inequity 

confronting the infonnal sector population has been cmphasiscd. The ne:\t chapter 

discusses the concept of mutual health organisations. 



CHAPTER 3 

SL:STAI\,ABILITY OF '1lJTCAL HEALTH ORGA:\ISATIO,\S: A RE\'IE\\ 
OF RELATED LITERA Tl'RE 

3.0. Introduction 

This chapter presents the first part of the review of related literature on thc C()IKept of 

mutual health organisations (see chapter 7 for the ~('cond part). The cyaluation in thl __ 

chapter provides a basis upon which the empirical study uf the mutual hl'~dth 

organisations in Ghana was conducted. The chapter is di\ided into four (-+) ~cction~ 

Scction one (1) introduces the concept of mutual health organisatioIl~ and argumeIlt-; 

relating to their overall sustainability. Section two (2) examinc~ argumcIlh in re~pect 

of financial viability of mutual health organisations. The need to ensure interpb~ 

between financial viability, institutional viability and social viability ha~ been 

espoused. Section three (3) discusses some risk factors th~lt are likely to affect the 

financial viability of mutual health organisations. This is discussed by Cripps cr al.. 

(2003), as tcchnical viability. Section four (4) is a summary or the chapter. 

3.1. Mutual Health Organisations 

The concept and the development of community-based health in~uranl'e schemes 

(CBIIIS), otherwise known as mutual health organisations ([\lHOs). whIch ~Ire 

organised by communities to finance their health care have been discussed b) 

different researchers (Criel and Waelkens, 2000; Jakab and Krishnan, 200 I ~ JUttlI1g, 

200 I; Schneider I!! al., 200 I a, 200 I b~ Mariam, 2003: Carrin e{ (/1., 2005~ Jacobs el al., 

20m\). Mutual health organisations (MHOs) are kno\\n as 'mutuelles' in French, ~lI1d 

arc not-for-profit. autonomous. member-based organisations that aim to imprO\ e their 

l11emlx'rs' al'Cl'SS to health care. They do this by a \ariet}' of financing arrangemel1h. 

cnll'ially. using insurance and ~ometimes simple pre-payments. saYJIlg. __ -;cheIl1l'" 

(:\tim. 199~). 

:\tim (2000). defines a l11utual hl'alth organisation (\1110) as a group of peopk' 

cominl2. tOl2.cther to contribuk towards ml:ding the costs of theIr health carl' need" 
~ ~ 

The members contribute an agrl'cd sum into a common pt1t and each time a melllhl'r 

t~i11s SIC\"" the CllSt of treatnll'nt is p~lid from the comm(lil pot. \t k~ht li\e I) j1l'S of 



voluntary, non-profit health insurance chemes ha been id ntifi d in fri r m 

literature and observation (Atim, 1999), as described in tabl 3.1 belo\\ . 

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

1. Traditional Social Solidarity Networks : 2. More Inclusive Mutual Health 

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 . 

Associations or Movements : 

These are ba ed on rural or urban 
communities , enterpri es trad union , nd 
professional a SOClatlOn among th r . 
They have a rna ba e, hich i unre tri t d 
by ethnicity or imilar fac tor . ar 
normally profe ional group like te h r 
union or member of an id ntift bl gr up 
who ha e come together. 

3. Simple or Low Participation Model of 4. Complex or High Participation 
Community Financing: Financing Model: 

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. 

5. Medical Aid Societies: 

This is the one in hi ch th 
participate in managi ng at I a t 

Ie el of h alth car health nt r 
in partner hip with th hea lth 
through participatory tructure . 

These are the most advanced and highly deve loped modift ation of th mutual id 
movement, organised on a big scale, in terms of member. The u uall in 01 pr ~ i 
taff and some techniques of management borrowed from pri at omm rial in uran 

run it. 

3.1.1. Sustain ability of Mutual Health Organisations 

Dc pite the optimistic 

ommunitic in time 

iew that mutual health organi ation n h Ip p 

of sickn ss to manage their h alth car 0 t 

pi 111 th 

J k b n 

Kri hnan , 200 I ; Hitting 200 I ' Schn id r t al. 2001 a, 200 1 b' Mariam. 2 arnn 

' al. 2005; Ja ob t al. 200 ) finding of om tudi ha b n pti ut 

th ir finan ia l iabilit and 0 rail u tainabilit th th n n-

pr fit in uran h m hay limit d rag 1 i tt I 

aptitud ~ r a ~ uarding th ( n B nn tt , 1 tim, 

ri I and W Ik n 2 rnn { I. di' I I., 



20(8). The writers explain this unenthusiastic obsenation by highli~htin~ that many 
., "-' - - . 

of the schemes studied were poorly designed (Creese and Bennett. 19 lr; .-\tlm. 1999). 

Another point for debate is that even as there is a grovnng tendency amongst 

international donor agencies to promote these schemes as part of a system-wide 

resolution to improving 'access to health care senices in low-income countril'S' 

(Ranson, 2002:613), the existing evidence suggests that they fail to reach or impact on 

utilisation among the poorest of the poor (Ndiaye et al .. 2007; FrancLl et al.. 2()()~; 

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 le\'els of cost reco\ en as benchmarks 

for evaluating their significance and sustainability. Using this approach. the 

International Labour Organisation (ILO) reviewed 25X schemes and found that 50 per 

cent had less than 500 members (lLO. 2002: Criel and \\' aclkens. 2003: Carrin t'I al.. 

2005; Jacobs et al .. 2008). However, such statements and findings cast doubts ~tbout 

the potential of mutual health organisations to promote health carc access to the poor 

who arc located in the remotest communities of most de\eloping countril's (,Iakab and 

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

In contrast, some studies have found that mutual health organisations can incn;~hl' the 

lise of health care and also reduce costs directly to the consumer (Bogg ef al.. I l
)l)(l; 

('riel and Kegels. 1997: Atim. 1999; Musau, 1999; Ranson, 2002) Subsl'l]l1entl}, 

Atim (1999), reacted to Creese and Bennett's (1997). obsen ation and null's that it is 

promising that with better design and widespread dissemination ur knU\\ledge, man} 

of the difficulties may possibly be assuaged. Due to their tlexibilit}, C\ l'n policy­

makl'rs hopl' that mutual health organisations will add to \\'orld Ilcalth Organisation'~ 

(\\'110) goals of 'better health. fair financing and responsi\ encss' (\\'110, ~ono:,'.5, 

Sl'l' also Ranson. 2002; Kirigia et al .. 2006), !\ 1 utual health organi"ation~ ha\ l' the 

potential for raising additional and stable re\enue to fund the CLl"t or he~dth C~IlC 

pn)\\SlOn. They han,' the ctpacity to reduce financial harrier" to health C~IlC 

utilisation and han.' greater rcdistributi\e eftl:d" (Prcker. 2002. ~()O.ta), \Iutual 

health organisatil)JlS arl' found Il) pn)\ide linancial (1l1\\ l'r to their 'administrator" with 

a kyeragl' tl) obtain-better quality slTvicl's and ha\l' more al'countahk health-(.tll' 

pro\,ider-s' (.Iall)b" el (/1.. 200~; I.tO), 
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Optimism about the survival of the mutual health organisations i" bc'c)~I:d bv other 
~ -

studies that suggest efficacy in promoting financial aeec"" to the poor in the­

communities (De Ferranti, 1985: Abel-Smith, 1993: \\ic~mann and JUtting. :( 11111. 

Jakab and Krishnan, 2001; Jacobs et aI., 2008). These researcher" urge that \\!th Ih,.' 

distinctive ethnic, language and cultural mix of African nation", this approach to 

health financing may be beneficial because it permits variations to ~uit Il)CJI 

circumstances. Supporting this view, Atim argues that mutual health organi~~ltion~ 

have the potential to bestow more to the health care sector in \\'est and Central :\j"rJ~:a. 

Mutual health organisations have the possibility to attract more people (Atim, 1l)9~. 

Atim et al., 1998; Atim, 2001). Mutual health organisations can be combined 

effectively with social security arrangements in countries that arc searching for 

equitable health financing strategies (Zschock, 1982: Hoare, 1987). Jacobs t!I £II., 

(2008), suggest the need to bridge mutual health organisations and social prok~:tion 

programmes so as: to assist households and communities to better manage risks: and 

provide support to the critical poor (see Holzmann and Jorgensen, 2000). The \Vorld 

Bank Report 2008 suggests: 

... creating incentives for customers to bu} hl'alth insurance 
packaged with traditional microfinance products could spur the 
growth of this market and extend health care cmerage within 
poorer segments of society and rural populations... (\\,B, 
2008:43) 

Notably, evidence from other studies has shown ambiguity about the pOkntial 01 

mutual health organisations to support the poor in al'cessing health care. \\hile the 

rl'searehers have been largely questioning they have also been recommending a 

rl'vamp of mutual health organisations (Atim et aI., 1998; Arhinful. 2000; .\ tim and 

Sock, 2()OO: Dablu, 2001: Aikins, 200~: Baku et al., 2006: Baltllssen l'T al., 2006). 

Thus, as they are emerging, mutual health organisations arc con fronted \\ Ith 

chalIcngl's that thrl'all'n their tinancial and o\crall sllstainabi I i t\ (Fairbank, 20().~, 

Fairbank and Dil1p. 200.~). 

3.2. Finandal \ iabilit~ of 'I utual Health Organisation, 

Therl' arc different sourl'CS llj" linanl'ing available for he~llth in gl'l1eLtI and the mutual 

hl:alth llr!!-anisatiol1s in particular. ~l)ll1l' resc,lrcher" obsef\l' that mutual health 
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organisations need to guard against financial insoh'cn(~ (Fairbank. 2003). Fajrb~mk 

and Diop (2003), observe that while mutual health organisations may offcr the 

benefits of risk-spreading (health-risk) they themsehcs may be at rj~k of in"uh ency 

in the early days of de\clopment. Ob\iously. the sustainability of mutual hl'.Ilth 

organisations depends on financial viability, which is an overall indication of their 

financial health and how they can be sustained financially (Atim. 1999: Cripps e! al .. 

2003). Financial viability of organisations has been discussed by different discipline" 

such as agriculture (Gabriel and Baker, 1980: Johnson and Durham. 1999). hospital 

services (Altman et aI., 1998; Matherlee. 1999), microfinance (Blundell. 199~). Jnd 

mutual health organisations (Atim, 1999; Cripps et aI., 2003: Fairbank and Diop. 

2003; Franco et al., 2006). 

Odhiambo-Otieno (2005), suggests that the c\'aluation criteria ((Ir district hcalth 

management information system (MIS) should include: polil'Y and objl,cti\ l''>, 

technical feasibility; political viability; administrati\'e opcratibilit~: and rinal1l'I~t1 

viability. The financial viability criterion measures \\'hat the system \\ ill cost and 

what it will produce for benefits. Three categories arc sugges!l.:d ror c()nsideration 

when examining measures for hospitals' financial \iability in the Lnited Sta!l.:s or 

America: 

I. The first is net income: this is re\enue minus expense, 

'1 The second is liquidity and cash flow: thi~ gl\'eS pro\; iders cl10ugh liquid 

assets to meet near term obligations to employecs. \endor~ and creditors, and 

to move on community needs and opportunities. 

~ The third is debt burden: this should be controlled bel'ause if they are to() high. 

they (an limit Ilexibility and pose undue risks of default (II' insohenC\ 

{:\Itman ('/ aI., 1998: \latherlee, 1999). 

Other researchl'rs obsl'r\l' that any l'stimation of susta1l1able linal1(Il1g (,1' mutual 

Ill'alth organisations must bl' considered in respl'l't of how progrl'ssi\'e subsidl\,:'> could 

be ()htailled fn,)111 \\hatever soun:e a\ailahlc (Fairhank. =()()~. Fairbank ,1I1d DIIll', 

2(03), This is beclUsl' 111llst community health 1I1SurJl1Cl' schemes (ClIl~) I..'njl\'~ a 10\ 



of goodwill in the fonn of either cash or kind from donor suurces (Atim, 21,H) 1: C .1mn. 

2003), In a World Health Organisation (\\'HO) study. community h('~dth insurance 

schemes (CHIS) were assessed on both financial and administrati\c tenns. A numbcr 

of n:asons for poor financial viability are identified, including the small ~calc of 

community health insurance schemes (CHIS): the occurrence of aJv('r~(' ~('lcction 

leading to progressively smaller risk pools and higher costs and important 

administrative costs (Bennett et aI., 1998: Carrino 2003, Carrin et al.. 200~). 

Two caveats are identified. For instance, financial \'iability is not necessaril: cqual tl) 

self-financing. Since several partners may contribute to health financing within the 

context of community health insurance schemes (CHIS). it is important to identify 

enterprises and international donors who have a role to play. Additionall\. it b 

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 hc~dth 

insurance schemes may exclude a number of health senicl's from the benefits 

packages and therefore show a high per centage of cost reco\ery (Carrin. 20():;: Carrin 

el al., 2005). 

Similarly, an International Labour Organisation (ILO) stud) found that for hL) Ollt uf 

85 community health insurance schemes, central and local gO\ lTnment CO\ er the 

larger part of the cost of health services. whilst the central gO\l;mment together with 

other organisations are found to be important financiers in se\en caSl'S (ILO, 1 L)l)l). 

('arrin et al., 2005). Consequently, all sources of tinancing a\ ailabk to mutual health 

organisations must be considered when calculating their fin~lIlcial \ iability (Bael.3 et 

al. 2002; Carrin et uf., 2005). What is common in all the measurements lI~ed IS that 

tinancial viability is examined in both financial and non-financial tem1S, The 

indicators used for measuring financial \iability in this study are shown on table S._'. 

3.2.1. I nterplay bet" een Financial Viability, Institutional \,iability and Socia I 

\,iabilit~ 

Unqllestillnably. thl' long term sunl\al of mutu~d hl'alth organisation" Jepl'n~b I..)n 

their tinal1l'ial \ labilit:. Ilowe\ l'r. financial \iabilit: canrwt be achil'\ ed withl'lll 

l'nabling inst itutional em'ironment and thl' SLI Pllllrt l) f Sl)C ial net \\ l )11 sin the 

(lllnl11l1nitll's in whil'h thl'\ .Irl' Il)cated. Therl'fl1rl".1 "ucl'l'",ful inll'rr ia : bl'lwecn 

~ ~ , , 



the e three factors : financial iabilitY' in titutional fram work · and 0 i I 11 ml 

wi II help to ensure the overall sustainabi li ty of mutual h alth organi ti on 

in figure 3.1 below. The figure shows that the u tainabilit 0 mutu h Ith 

organisations depends on financial viability. Financial iabi Ii al 0 influ n 

both institutional viability and social viability. Thu there i th n d t 

these factors together so as to ensure hannonisation betw n th m. Thi will n ur 

the financial as well as overall sustainability of mutual health organi ation . 

Figure 3.1: MHO Sustain ability Framework 

MHO 

Financial Viability 

Institutional Viability o ial Vi bility 

npp et al. (2003), have provided analysis of the 0 erall u tain bilit f mutu 

health organisations using two main dimen ion : finan ial iabilit and non-fin n 

viability. The non-financial viability dimen ion i furth r cat gori d into thr 

in titutional , ocial and t chnical. Howe er the technical i bilit i di u 

relation to the managem nt of h alth in uranc ri k fa tor in thi 

Thu the mea ur m nt rit ria ugg t d b tal . 



3.2.2. In~titutional Viability 

The institutional en\ironment \\'ithin which mutual health organi~ation~ operate abc"' 

has immense influence on their financial viability as well as factors leading t" th,:ir 

success or failure. The institutional viability is a non-financial indicator and looks at 

how they can be promulgated by increasing membership. they are socially aCL'crtcd. 

they conduct elections, and how legality and legitimacy issues are dealt \\ith (\ 111~,lU, 

1999; Atim, 2000). Consideration regarding how to finance mutual health 

organisations must take account of important factors such as organisational capacity, 

This is a frequent cause of preventable costs. Other areas of preventable co~h ,II',,' Il)\\ 

enrolment and high utilization rate. Wasteful usc of rc~ource~ leads tll colLlp~e and a 

lot of financial waste can be saved if administrative S) stems arc well ~tmctured like 

any other business entity (Fairbank and Diop, 2003; Jacobs er al., 2UU:-; ) 

It is also important to address shortage of skills that are common in communit) hL'.t1th 

insurance (CHI) in most sub-Saharan Africa countries. SomL' re~earchers found th~lt 

areas where the lack of skills are c\'ident are thc ~etting of contributions, clllkdion 

and compliance, detennination of the benefit package. marketing and communication, 

contracting with providers, management information sy~tems and aL'L'ounting (:\tim l'l 

al., 1998, Atim and Sock, 2000; CaITin, 2003; CaITin ef aI., 2005), There arc some 

confident arguments made to the direction that with appropriate instrumenh de~igned 

for mutual health organisations e\en the poor in rural and infonnal sedor ~etting" are 

insurable (Kutzin, 1995; Atim, 1999). 

Some researchers also argue that if the full potential of the mutual health 

organisations is to be realised, there \\ as the necd to reinforcc theIr institutional. 

managL'rial and administrati\ L' capacitics, t::\perience ha~ shown that they .Ire Iikel) 

to L'nhance pertonnanec when they are linked to an organisation. which alread) has 

L'\,pL'riencL' in tinancial sL'nices and sl)L'ial prolL'ction (Ron el aI., 1')90; ,\tim, 199\ 

Ron. 1999: Atim and Sock, 2000: JaL'obs el 01.,2008), 110\\ c\'er. It \\ as found that thL' 

introduction of professional managL'ment may well require e.\lL'mal sub~ld) J'" the 

mutual health or!.!.:misations on their own cannot mobilisL' fundmg to tr~lin their 

management pnsnnnel (Bennett. 2004; C~IITin ('{ o/., 20(5). 



Most of the mutual health organisations are \ulnerable to misman,lg,:mcnt, tcehnieJI 

errors and political interference (Abel-Smith &: Dua. 1988; ~ loens. 1990; Ron. 1999; 

Atampugre, 2003). In sub-Saharan Africa. the role of gmernment in pro\ iJing hcalth 

care services is seen as paramount. \\'hilst it is considered that go\,ernmcnb' rok in 

providing a tax funded health system as a regulatory mechanism i::; not efficient. oth.:r 

reviews of rural risk-sharing schemes show that governments and other stJL:h~\lder~ 

will have to playa major role if mutual health organisations are to bc scaled up as part 

of a national strategy (Musgrove, 1996; Bloom and Shenglan, 1999; Desmet et al.. 

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 need to play signi ficant roles as initiator and 

enabler in the development and sustainabilit y of mutual health organisations The 

management and administrative dimensions of mutual health organisations arc ~dso 

examined in light of other influential factors including, the role of gm ernment in the 

areas of regulation and subsidy as discussed below. 

3.2.2.1.1. The Provision of Regulation 

Different ideas with mixed convictions abound regarding the kind of regulatory 

framework necessary to promote mutual health organisations. Desmet el 01. ( I L)L)l»). 

argue that the seeming lack of lucid national gmernment health policy kad~ to 

overlapping of responsibilities and duplication of resource USI.' when: therl.' are one or 

more mutual health organisations, Liu ef al. (1995), recommend that gll\ ernmenh 

could set up a national agency with the responsibility of providing assi~Lll1ce 

including, accreditation for mutual health organisations. Atim (1998). suggl.'sh the 

nl.'l.'d for gmernmenh' legislation to enable mutual hl.'alth organi::;ations to acquJre 

kg~d and corporate status through n:gi::;tration, so as to olTer protection for member~ 

\\'ho subscribe and pay dues as wl.'l1 as regulating their financial management ~mJ 

administration sysll.'ms. Some rl.'searchers also suggest that the role of gm ernmenh '" 

to pnnide sll.'\\ardship. an enabling conduci\l.' emironlllent in the fl\nn ot ellccti\'C' 

decentralisation, tax rl.'guiation, a better health carl.' lkli\ery ~y 'item and an 

appropriate legislati\ I.' framework tl)r mutual health org~lIlh~lt 1l1llS (Carrln. ~()().~. 

('arrin and Jaml.'s. ~O()..t; ('~trI'in ('/ al.. ~005). 



Despite these suggestions, caution is rai'l-:d by sume ri..'searchers that gO\ cmments 

should not create and manage mutuals as exceSSI\ e local politic~ll interL.'L".'nce (l)uIJ 

affect registration and growth (Huber el al." 2U()~). Ron (1999). nOk" that It i." 

important to involve neutral agencie'l to supervise and prO\ide dire(tion fllr mutual 

health organisations .. when regulations are developed instead of using gO\ emment 

machinery directly. Others question whether excessive ~o\emments" control (ould 

cripple the movement (Atim, 1998). 

3.2.2.1.2. The Provision of Subsidy 

There is general consensus regarding the need for subsidies in the financing of hl'alth 

care in developing countries in general and in Ghana in particular. Ill)\\ c\er. 

researchers and policy makers are not sure of the type of subsidy that governments 

might provide to support the financial viability of mutual health orgamsatlOIb .. whi(h 

were set up as voluntary schemes. The suspicion is that if the anangements are not 

balanced, it could lead to tension between the gm emment. health prO\ iders ,md the 

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

It is also observed that in compulsory health insurance systems in ,. urope. the 

premIums of the poor or unemployed are subsidised or l'\en directly paid by the 

government as social assistance or in-built in the countries' social security systems 

(Eisenblaetter et aI., 200 I). A similar thing could be done for mutual health 

organisations. Researchers who support this \'iew also suggest that in order to ensure 

that subsidy achieves its full impact on health care in de\e1oping l'l'OnOmICS" there 

should be a strategy to clarify that it is to cmer expenses at hospital Ie\ eI and 

management of the health care system as a whole (Desmet ef aI., 1999). 

l\1arcadel1t (1999), argues that subsidies l"an be a strong incenti\ e fur pelll1 1e III j01l1 

mutual health organisations. Similarly. Ron (1999). rl'\ eals that the ml'chanism of 

subsidisl'd contributions may l'ncuuragl' as \\1211 as sustal11 membership ~lI1d "upporh 

the \il'\\ that this should be accessible to spe(itil' \ l'ry low and unstable income 

t~lInilks over a limited period. Bennett (200'+). also (oncords tll th1" \ 112\\ Ill'ting that 

gO\ l'rnment slIbsiJil's to mutual hl'alth organisations sl1lluld aim at thl' pl)llr. 

particularly tlwsc who (annot aft<')("J to pay a premium. This would enabk thl'm to 

al'l"l'SS qua I ity health (arl' llknnctt. 200.+; ..Ia(l)hs (,( 01.. 2UO~). 



In contrast to the above \leWS, Atim (1998). cautions again'>t "ubsidl~ing the 

premiums because in a World Bank project in Tanzania this prO\ cd Ji"couraging. 

Ron (1999), expresses the notion that if this \\'as to continuc for a \ery long tim-.'. it 

might discourage some members from making indi\ idual efforts to ray thclr own 

dues and they also might drop out from mutual health organisations as soon ~b ,uch a 

subsidy was discontinued. Huber et al. (2002), agree with this \"icw noting that it IS 

unwise to subsidise the premium level because mutual health organisations L'~mnot 

count on significant budgetary support by the governments of thc :\ frica sub-region. 

Derriennic et al. (2005), found that this approach was unsustainable in l' ganda where 

the majority of the health facility-based mutual health organisations \\ere being 

subsidised. There was the fear that this might have had to discontinue at some point. 

Premium payments through group-level mechanisms are proposed as plausible option 

to ensure the longevity and sustainability of mutual health organisations instead of 

total reliance on subsidy. The indicators used for measuring the institutional \iability 

of mutual health organisations are shown on table 8.8. 

3.2.3. Social Viability 

Social dynamics is another important factor that has an dTect upon thL' linanCl~d 

viability as well as the overall sustainability of mutual health organisations. ThIS is 

described by some researchers as social viability (Atim. 1999. 2000; Cripps et al .. 

2003). This is a non-financial indicator and measures ho\\ the community 

participates in the management of mutual health organisations as \\dl as how mutual 

health organisations arc accountable to their members as autonomous organisations 

(Atim. 1999, 2000; Cripps et al., 2003; Franco et al., 200-L 2006. 200:\). It h thi-. 

dynamic relationship between mutual health organisations and the communitIL's, 

which has attracted intcrl'st (Atim. 1998. :\tim et aI., 199:\). 

f\lutual health l)('ganisations are considl'red as a foml uf community participation In 

health care deli\ l'ry. They make it possiblc for community member" !,) contrihute II) 

disl'llssions rL'garding how health issuL's in their communities are structured (:\hel­

Smith & Dua. 19:\:\). :\ clllllmunit y particlp.llion appI"l)ach all'vnb member" 01 

mutual 11l.'alth l)rganisatilHls the opportunity to make suggL'Sth.)l1S about their hl'.t1th 



priority needs. discuss how to design benefit packagc~. <.1::'::'C::,5 thc perfonnancc of 

health care providers and enable them to contribute to health fin~llh.:ing (AHm et al. 

200 I a, 2001 b, 2001 c; Poletti et al., 2007). Jakab and Krishnan I :2UU 1 ). ar~ue that thh 

gives the impression that through mutual health organi5ation~ the communit~ c~m pla~ 

a major role in mobilising, pooling, allocating, managing and or supcryising health 

care resources (Jakab and Krishnan, 2001; see Jacobs et al .. :2008: 1-'+0). 

Some empirical evidence shows that community participation is usually greater if 

mutual health organisations are owned and managed by members themseh \..'5 than 

health providers (Mathiyazhagan, 1998). The usefulness of community participation 

and how it can be encouraged has been observed. This can be enhanced through ... 
increased community representation on the management boards of mutual health 

organisations. Through this, members can exhibit responsibk beha\ iour and take up 

ownership (Griffin, 1989; Upton, 1991; Ensor, 1995: Eyre & Gauld. :200.\ Franco I..'{ 

al., 2004). 

Other reVIews of community participation han.' looked at the influence of local 

hierarchies and geographical constraints. Local hierarchies can pr\..'dude lu\..'al 

committees from successfully representing the inkrest of communit\' members 

because of the presence of mak domination \\ithin these committees (\kPake e{ al.. 

1993). Community participation is sometimes impeded becau:,\..' of th\..' 1I:'\..' of 

technical language during discussions at meetings. which depri\es most mcmb\..'rs or 
the freedom to exercise their right of contribution due to lack of understanding or the 

main issues (Atim, 1998; Desmet ('/ al .. 1999: I')TC and Gauld. :20()3). Thus, the 

absence of community participation in the de\elopment and management or the 

mutual health organisations will lead to low participation (\lusau, 19l)l); Atim. :2()()I). 

The relationship bl'tween mutual health organisations and stakeholder or~~lnhations i:, 

discussed below. 

3.2.3.1. Relationship hehn'en ;\1I10s and Stakeholder Organisation, 

It is argued that in businl'ss. h\..'ha\·iours that hay\..' \..'l·onoml\..' moti\ \..':, arc impLll1kd 111 

inkrpersonal associat ions. whi\..'h take plac\..' bl..'tween partlci p~lll h \ "it )llllel1l~IllS ell al .. 

~OO()). TIll' sl)cialislll~ a\..,ti\itics in such ~roups or networks (social tl\..',» also 

Ii.)rl'l,rull) iIl111~H:t on how l)J'g.allls~ltil)Jh pL'rt\)rm cCl1Jwmictlly a'> well .IS ill l)ther ,lrl';JS 



or take advantage of their share of the allotted markets, Organi~ational Ih,:uri5h argue 
~ ~ 

that the social structure and the culture of an organisation affect the eageme~5. \\ llh 
~ ~ 

which its members decide to support, cooperate, organise and hannonisc infonnation 

they share and how trust for one another is nurtured. Therefore. there is the need h) 

pay attention to both economic and social contexts (Coleman. 19:-;·t; SCl)tt. 1981: 

Forsyth, 1990; Turner, 1999; Schneider, 2005a, 2005b; Sonnemans et al.. ~006). 

Waelkens and Criel, (2004), suggest that small-scale netv·/orks can be fomled to 

enhance membership and financial power of mutual health organisations (\\ .ldkens 

and eriel, 2004; Jacobs et al., 2008). Jacobs et al. (2008), suggest the need for 'local 

and national solidarity arrangements to enhance fair cross-subsidies'. Howe\er. the\ 

argue that 'solidarity mechanisms are socially and politically' more suitable and can 

be sustained where there is 'one single fund rather than different funds catering rur 

different population groups' (p.142). Mutual health organisations ha\ l' relationships 

with stakeholder organisations in the communities. Two organisations arc discussed 

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, Il)l)5). \\ hile there 

are many views regarding what constitutes quality health can:, Oonabedian ( I l )XX l. 

has developed a framework for defining and measuring qualit: of care ami 

dirtlTcntiatcs bl'tween observed quality of carc and percei\ cd LJu31ity of l'arl', The 

obscncd quality of care focuses mcrely on the structure. the process ~md the outcome, 

Thc structurc refcrs to facilities, personnel and organisation. The proces~ refer" to the 

interaction bctween the providcr and the consumer. The outcome also measLlrl' .... the 

cxtcnt to which thc sen'ice mects thc consumers' expectations, The ditTerence 

bet\\l'en obscn'l'd quality of care and percci\ed quality of care is that \\ hilst the 

obsl'ned quality of carl' n.~latl's to professionally defincd standards or care. tlh: 

pcrl'l'i\ed quality of care reflects the \ie\\s of the patients (Dl)l1abedian, Il)~:-;) 

l'Illkr the Ghanaian health l'arl' deli\ l'r: s: .... tern. qualit: l)f C~lrl' indlcatl)r" ha\'e bl'l'n 

clHlsilkrl'd to include, \\ aiting time. a\'ailabilit: or drugs and <.1\ ailahillt: or health 

pl'rSOI1I1l'l (:\~~l'pong. 1999: :\tlln et a/.. ~O()LI. 2(}()lh. ~(}(}Ic: .JAII'-',-\(i. ~t)()I. 

-to 



Adjei, 2005), and good customer relationships exhibited by health care prl'f-?s'l~)nJI-; 

(Afari-Adomah, 2000). Atim (200 I), recommends that thc \1inJ~tr: of H..:,dth t\lOH I 

in Ghana could assist hcalth facilities to institutionalisc Quality Assurance (QA) 

programmes and a system of facility accreditation to impro\c qual it:. Dcspite Atlm' s 

recommendations, Anie and a team of researchers found that none of the mutual 

health organisations in Ghana had policies on quality of carc or quality as~urallcl' 

(Anie et al., 2001). 

eriel et al. (2002), found in an evaluation of the \laliando scheme in Guinea-Conakr: 

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-enrolment (Crid I!I al.. 

2002; Carrin, 2003). Different studies have found that quality health carc prm'ided b: 

health institutions is an important factor which encourages communi!: members' 

participation in mutual health organisations (Offei el aI" 199); :\tim and Su~:k. ~(}()(). 

Akua-Agyepong et al., 2001; Chee et aI., 2002: Criel and \\'aclkclls. 200:;; Jacubs el 

al., 2008). In ordcr to enhance thc satisfaction of insured clients and all patients alikL'. 

Ensor (1995), suggests that governments should adequatcly imcst in health can: tll 

improve both availability and quality of senices. 

3.2.3.1.2. International Donors and ~on-Go\'ernmental Organisatioll' (\COs) 

Most developing countries often rely on the international donor community (tinancial 

aid organisations) to develop the social sen ices scctors including health, l'he \\ urlll 

Bank Report 2008 argues that the huge \ariel: of tinancial and lk\dopmental 

prospects that the health sector presents in sub-Saharan Africa \\ ill neccs~llate 

significant participation by all fragments of the in\ estur community (\\ B. 2()()S), 

Thesl' in\estors include: 

I. Financially dri\'cn pri\alL' in\l'sturs will tind sustained indu..;tn growth 

combined with opportunitil's for consolidation; 
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2. Angel investors: can engage with innovati\e social enterprisc::, 11 \ ddi\,",r great 

returns while addressing some of the most pressing health (arc (halkng('~ 

facing the region; 

3. Double-bottom line investors: such as development financc institutions and 

foundations, can collaborate to provide 'patient capital' to achic\ c financial 

returns over the longer term while delivering significant dc\clopment impact: 

and 

4. Donors: can play a key role by financing those enterprises that are not 

financially viable, but have the promise to play a crucial rok \11 thl' 

development of high-quality private sector health care (\\8, ~()()~). 

Preker (2004a), contends that in sub-Saharan Africa and other low income rl'glOn~, 

due to the absence of adequate funding for health, there is poor aCCl'SS to even the 

under-financed and low quality publicly financed health scnices. Thl.' consequence 

of this is that the health sector is left highly dependent on donor assistance. DUl' to 

poverty many people are being deprived of access to health care at orthodox facilities 

Therefore, a group of non-governmental organisations led by Oxt~lI11 is l'alling on 

world leaders to provide free health care to vulnerable groups in de\c1oping countries: 

... 1 am writing on behalf of mer 60 organisations who tod~l~ 
have launched a report calling on world leaders to act ahead of 
the high level e\'ent on health on 23rd Scptember [2009] at the 
UN General Assembly to make health care free and sa\e li\'es. 
User fees for health care are a life or death issue for millions of 
people in poor countries. Too poor to pay, \\omen and children 
are paying with their lin?s. For those who do pay, over 100 
million are pushed into pon?rty each year ... (Stocking, 2009) 

Atim (2000)' found that mutual health organisations enjoy a lot of goodwill from the 

donor l'ommllnity, \\hich has translated into the availabilit~ of a broad rangl' 01 

management and organisational tools dl'\l'luped e\.dusi\ l'ly for SLl(h org~lI1l".ltll)Jh 

(:\tim. 2000, 2001). :\ Sllnl'y of L'ighty-t\\'o sL'ill'mes alsl) continns that mutual health 

organisations usually sUf\'i\ l' only for as long as tral1~kr payments from ~m e\tern.1I 

SOlll'l'l' can be sl'cured (Bennett el a/.. 1l)l)~; Dror and Duru, ~()()()), TI1U~. n1l)st 

mutual health l)rganisatil)J1s in \\ L'St and ('C'ntral .\(riCI (\\'C:\) OWL' thell c\i"lL'ncl' tl) 



the technical and financial assistance from both international donors anJ 10c;.}1 non­

governmental organisations (:\GOS) and religious groups (Atim. }l)l)S. Atim ;.}nJ 

Sock, 2000). 

In general tenns, overdependence on international organisations can credte funding 

gaps if they withdraw their support. Huber et al. (2002). contend that health ~} -;1l'111 

and health financing refonns in sub-Saharan Africa promoted by international donl)r~ 

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 if they withdraw? (Evlo and Carrino 1992: Gutman. 20(9). 

On the basis of the fact that international donor support. though nece~sary. cannot be 

relied upon forever, the issue which needs to be addressed is \\hether the 

sustainability and the value of mutual health organisations are in the communities that 

are very poor with no resources including. social capital to fall back on or \ er} rich 

communities where state or pri\'ate wealth can be mobilISed to sustain health 

financing and health care. The clements used for measuring thl.' social \ iabilit\ of 

mutual health organisations are outlined on table 8.9. 

3.3. Managing Mutual Health Organisations' Risks Factors (Technical \ iability) 

Cripps eI al. (2003), describe the major health insurance risk factors. which can caUSL' 

mutual health organisations' collapse as technical \ iabilit}. Some reSeardll.'rS and 

authors include community health insurance schemes (CH IS) as private health 

insurance plans and others also make a clear distinction bet\\een the \ ~trll't! of private 

insurance forms based on the different roles in the health care fmancing structure (sec 

Cutler and Zeckhauser. 2000: Colombo and Tapay. 200-L Sekhri and Sa\edoll. 200~). 

Ilowe\L'r. critics of private health insurance point out two most important problem" ,IS 

moral hazards and ~\(.herse selection (sec Pauly. 1965. }9~h: E\ans. Il):-;~; Besle}. 

Il)Sl); ('tJlyer. 1989a.1989b: l\ kGuire L'f al.. 19S9; CulYl.'r and Simpson. )l):-;(). 

Donaldson and (lcrard, 200~). Therefore. it is important for mi.lI1ager" of mutual 

health urgalllsations to be up to datl.' with k'chniquc..; of de~ding with ri-;"-; as";l)(LIll'd 

\\ i th i nSUralll'l.' operat ions (,\ ti 111, 1999. ::: 0(0). Sl )IllC l) I' the rna j l)1' hl'a I t h in -; II ranl'e 

ris" LIl.'\ul's arl' dcsnibed hdow (Cripps l'f al., :::()()~). 



3.3.1. Adverse Selection 

This part also explains adverse selection, which is a health in:-;ur~ill,-e ri..,k factor. That 

is to say that adverse selection may be descnbed as a ~cenario \\here pw:-;pedi\ e 

insurance clients are discriminated against due to factor~ be) unJ theIr contrld. 

importantly, on the basis of health risks or their financial inability to meet the co~ts of 

subscription to an insurance scheme. \\hen this happens. certain groups of peopL' in 

the society, who are mostly: poor, medically indigent. and those with chroni,-' 

sickness, will not usually be covered by the agencies and \\'ill ha\c to dcpcnd 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 wherc people 

who are at greater risk of falling ill (high risk) or who are already ill. subscribc to an 

insurance scheme in greater numbers than those who are less at risk (low ri~k). I f the 

actual subscribers are people who use the services more extensi\ely, than the a\erage 

predicted, then the mutual health organisation is prone to insohency (Culyer. ll)~L)~1. 

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

In a World Health Organisation (WHO) re\iew of 44 community-based health 

insurance schemes, adverse selection was found to be afrccting the ~cheme~ that 

insured against high-cost low frequency e\enls compared to schemes that CO\ LTL'd 

low-cost high-frequency events. This was attributed to the fact that many people 

might have enrolled with the schemes. at the time of illness. Therefore, people \\ ith 

high risks are more inclined to be over-represented in mutual health organisations 

(Desmet et aI., 1999; Carrin, 2003). This can also affect thL' financial Ylability uf the 

mutual health organisations because premiums are calculated on the ba~is of th,-' 

average risk of illness of the whole community or target group. :\ communit\' health 

fund in the Boyeboye District of Niger instituted compulsory sub..,,-Tiption ~IS a 

measurL' to l'ontrol a(.i\-erse selection (Kyeremeh, 200 I). 

3.3.2. 'Iorailia/ard 

I his part l'xplains moral hazard as a health in~urancc risk fador. That i~. moral ha/,lrJ 

may be e\.plained ;IS a ~ituation where tih.'fC i~ mi~Lh,-' 1.)1' a\ailable h,-,;t1th C,II,-' 011 the 

part 1.)1' insured L'lients on onc hand and misapplication of he~tlth L'are re..,1.1UrcL' .... b~ 

Ih:alth pn.)\ idcrs. The l'l)!1\ Idil.)n is that therl' IS insurance nl\.lI1l'~ that l'an he lI..,~:d to 

I.lITset the bills (Palily. 19()~. Il)~(,: I·,\an~. 19:-;7; BI. ...... ky. lL)~L)). \lor31 h~II<HJ l''-·cur .... 



when the insured members have a tendency to use th~ ~cr\'lcc" mor,: inL'n:-;i\ dy than 

if they were not insured. Moral hazard is different from fraudulent use of the "..:r\IL'':" 

because it relates mainly to the fact that the cost associated with the LbC of the ' ... 'rVk-..' 

to the insured person may be much lower than the actual cost of the "enicc (\ kGuir ... • 

et al., 1989; Cripps et al., 2003). Culyer (1989a). argues that moral hazard an~c" \\ lth 

some fonns of insurance since the consumer of medical care is confronted with .I 

marginal cost at the point of receiving care that is less than the true marginal ~u(ial 

cost of provision, consequently, leading to some loss of \\el fare (scc Culyer. 

1989a, 1989b). This over-consumption jeopardises the financial \iability of mutual 

health organisations. Kyeremeh (200 I), observes: 'cases of moral hazard ha\ c been 

reported at the Nkoranza Scheme, Masis etc' (p IS). 

3.3.3. Cost Escalation 

Another health insurance risk factor that managers of mutual health organi~~ll iOll~ will 

be confronted with is cost escalation, which results from some actions and inaction~ 

of both the members and health care providers. Some researchers I.:xplain that cost 

escalation is the danger that an insurance scheme will face rapidl y rising cost for a 

variety of reasons: related to the behaviour of both prm iders and sllh~crihL'rs once 

such a scheme is implemented (see Kyeremeh, 2001). Culyer ( 19~Na l. supporh thi~ 

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 beha\ iour of pro\'ilkr,> ~md 

patients (Culyer, 1989a, 1989b). In some instances, the providers \\ ith thL' complicity 

of patients (members) may have incenti\es to usc costly, treatment protocols or 

pro\'ide excess services in the knowledge that the mutual health organisation will pay 

the bill. That is: 'the prescribers in order to please the patients may yidd to thc'>L' 

demands as reported at Nkoranza' (Kyeremeh, 2001:15). This can dri\c up the L'lhh 

to thl' mutual health organisations (see ~ lcGuire e! Lit.. 1989; Cripps el al., ~()(}~ I 

3.3A. Fraud and Abuse 

Other health insural1L'L' ri~k Lldor~ are fraud and abuse which Lll'\:llf \,hl'lL' 

unregistered indi\iduals who arc not entitled to the henefits J1ack:l~e~ ma: U'>L' the 

identitie~ of rL'L',istered membL'rs to enjoy the sl'niL'L's or benclits \\ lthout p,l~ 111~ fl)r 

them. This \Xl'urs \\ here there arc no s: skill'> in pLIL'L' Il) L'heck thL' idenllt: of thl.' 

inslIrl.'d L'iil'nts (\ k(~lIirL' l'I (// .. 19~9: Cnpp'> l'r (d .. 2()()~ I K \'crL'llh:h (.":( JU II. 
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suggests that this could be prevented if mutual health organisation~ in~titute: . :'l\\.'ial 

control systems, use photo ID cards or MHO member authenticate' (p.l ~). 

3.4. Summary of the Chapter 

This chapter has introduced the concept as well as anah ~cJ the debates clbout th\.' 

sustainabiIity of mutual health organisations. It has argued that the sustainabilit~ l)j" 

mutual health organisations depends on financial \·iability. Howe\"cr. financial 

viability also depends on, and is influenced by both institutional viability and sl)cial 

viability. Therefore, there is the need for interplay bet\\Ten these three ke~ clements. 

which this study seeks to explore. The next chapter discusses the theor\.,tical 

framework for the interpretation of the findings of this study. 



4.0. Introduction 

CHAPTER -' 

THEORETICAL FRA'IE\\'OR~ 

This chapter presents a reVIew of the theories that are rek\ ant for cxplaining the 

findings of the empirical study. The chapter is di\ided into five (~) sections. ~",,,tion 

one (I) is a review of neo-classical economics theory together \\ith reLlkd COlh',,'I~t' 

However, this theory is rejected as basis for the interpretation of the finding~ llf thh 

study. While section two (2) discusses social policy theory. scction thrcc (_~) abl) 

discusses community field theory. Section four (4) presents a brief dhclh~lon of thl' 

harmonisation between these two theories: social policy and communit\ field, 

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

The role of theory in research has been discussed by researchcr~ IIkl' "iih'erman 

(2006), who observes that: 

... theories arrange sets of concepts to define and explain some 
phenomenon, .. without a theory there is nothing to rl'sl'arch 
(Silverman, 2006:3) 

The theoretical literature underlying health sector ref o III 1 can be l'xplained frum thrcl' 

different perspectives: private sector im'olvement, public Sedor ill\ ohement and 

community sector involvement. These have been discussed below. 

-'.1. N eo-Classical Economics Theory 

I'hl'l'l' have been arguments that there should be privatc Sector participation in the 

financing and deli\'ery of health care. These arc based on the philo'iuphy of neo­

classical economics theon' (see Lees. 1961. 1962: CulYl'f. 19S9a. 1999b. \1c(ililre t'f 

al .. 1999: Frenk, 199-t; Bem1an, 1995). Henry (1990), arglil's that intluenced hy 

l'lassical l'conomic theory. neo-classical theory developed after \\'orld \\'ar II 

fOCllSl'S on micro-economic theory hy exploring the clmditions of ~t~ltIC equilibrium. 

It is concl'rned \\ith thl' problems of an l'conomy enj,,,)ying equilibriulll at full 

emplo~'ll1ent and \\ith sa\ ings-dctermined imestment, marginal utilIty and 111~lrglllal 

rall's llf substitution (Ilcnn, 1990), The protagol11'ih of nl'l)-CLI,,~i,,'al l'c()JlL'mic' 

thcl)!'Y argul' that therl' was the nel'd to apply market apprl)~Il.:hes III thl' -;l)CI.tl ,,,'Cll l
!," 
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of the economy: health, education, and social protection, e\ en In countriL':' that .n\? 

practising the welfare system (Titmuss, 1974. 198 7 ). 

Neo-classical economIC theorists favour the introduction of hcJlth insuraI1L',:. 

particularly, private health insurance schemes in the health sector as practi~L'J in th''? 

United States of America (Evans, 1986, 198~). Steinbrook (2006). explain~ that 

privatisation transfers ownership of resources or enterprisc from a collectiyc, public 

basis to an individual private one. The balance is embedded in the property righh 

over the resource allocation decision (Steinbrook, 2006: Oi \latteo. 2009). In most 

developed countries, private health insurance is more often than not rai~eJ 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 moye from the 

National Health Service system to private insurance or completely, to the privak 

provision of health care itself (Lees 1961, 1962: Arrow, 1962, ILJh3, 197 2; Buchanan, 

1965; Klannan, 1962, 1963, 1965a, 1965b; CulyeL I989a, \lcGuire ('{ al., 19S9) 

This theory is also encrypted in the assumption that public sector or government 

intervention in the economy could lead to failure due to inefficiency and lack of 

accountability (Preker and Harding, 2000), \\'hilst ad\ ucates for a grL'akr market role 

in health eare argue that privatisation will foster greater efficiel1c), the opponents 

counter-argue this by noting that one of the main reasuns for the obsen ed ditTerencL's 

is that governments tend to supply goods and scn iccs that are inherentl \ more 

difficult to produce than those supplied by thc pri\ atc sedor leading to grL'akr 

inefficiency (Stoddart and Labelle, 1985: Oi [\ latteo, 2009), 

The proponents of private sector il1\olvcment argue that hcalth L'arL' h a pri\ ate gooJ 

bL'CliUSL' indi\iduals can be L'xcluded from consumption for non-paYTl1L'nt (Di \1~tteo. 

20(9). \Villiams ( 1988), argues that \\hile the proponents of pri\ ate health care \ ie\\ 

health carL' as part of sociL,ty's reward system. public hcalth advocatL's arguc that "uch 

al'l'L'SS is eycr)' citizen's right (\\'illiams, 19S5: Di \lattL'o. 2lH)I.)). lIurle) (2001), 

notes that the dL'll:d in the operatil1l1s of a syslL'm of pri\ all' health in"urance mar"L'h 

alone is that it will not be able to pro\ ide the cxp~lIlded al'CL'SS requirL,J by the cntire 

people in the sl)l'iety, as the low-income membL'rs would not be able tl) procure health 

l'~lre insuranl.:L' pol icies in \iew l)f unaffordablc prL'llliulllS 



4.1.1. :\ ew I nstitutional Economics 

The new institutional economics is a concept \\ hich pro\ide~ a justification for 

organisational activities to facilitate and widen the neoclassical optimbing 

descriptions to include costs of contracting. This gives a basis for the Jegrl.'l' to \\hil'h 

organisations choose 'trade or hierarchy as the appropriate form for components or 

their business' (Roberts et al., 1998:278). Rafferty et al. (1994). based their anal: ~b 

of quasi-market on transaction costs theories. These theories ha\ e similaritil'" with 

the subjective cost theories since it is the awareness of costs instead of estimated (tJ~h 

with the intention of motivating entrepreneurs (Rafferty et al.. 1994; Roberts L'l aI., 

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

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

Roberts et al. (1998), postulate that transaction cost economics surrendcr" tn . a modus 

vivendi for decision making yet has potentially tautological outcome as sun'ivors are 

by definition those that choose the optimising strategies' (p.279). Appleby ( lLJ9-lb l, 

argues that transaction costs in the quasi-market field have focused not on cxpl'L'tation 

of the costs that could arise from agreeing to a meticulous organisational fonn but on 

the time spent by the workforce on the contracting process (SCl' :\ppkb), Il)l)·b; 

Appleby, 1994b; Roberts et al., 1998). Roberts et al. (1998), obscne that: 

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

Barrowclough, (1998), shows a different \icw that although profiL'ient organhational 

forms may emergl' and managed by knlmledgl'ablc manager entrepreneurs which 

could help to minimise production and transaction costs. thesl' might still hl' 

unproductive slKial organisatinns eXL'cpt those discllssing the l'ontr~lL'ts take ster'" to 

'internalise thl'sl' l'xternal dTects and mi.lllagl' an) public good aspeL'h nr sen IL' ... ·" Ifl 

thl' ClHltraL·ting PI'llL'l'SS' (SL'l' Roberts l'l al., 19l)S:2S0). 



Trust is essential in building relationships to enhance the contracting proce,,-;. Rob,-'rb 

et al. (1998). inform that straightforward contracting is uncommon in ,II-,-',\' of welfare 

since enclosed logic and doubts triumph. which present a scope for opportum"m 

IlowcH.'r, they emphasise that it is the relationships that build up among the bLbllh-", 

parties that afford the best guard against opportunism. The bdief i~ that -;Lh:h 

relationships complement contracts and may increase cross organisational fmIll';, 

networks, neither market nor hierarchy but some mix that is more collaboratin~ and 

trusting than combative and competitive (see Allen, 1995: Hughes et al.. ll)l)-: 

Bartlett, 1991; Roberts, 1997; Maher, 1997; Olsen, 1997a: Roberts el aI., 199~). 

McMaster (1998), studied the movement away from the strict beha\-ioural assumption 

of individual self-interest in neoclassical economics. This was a rcsponse to thl' Llct 

that agency relationship is rooted in cultural nom1S and customs. The';l' nonns and 

routines give direction for satisfactory conduct in standard business intcractions ,lnd 

provide the goodwill trust that exists between the parties (Sako, 1992; \ Ie \ Li-; ll'r, 

1998; Roberts et al., 1998). Other analysts also argU\: that trust is seell as an 

extemaIitythatlessensbehaviouralvaguenessandsoincrcasescfticll.nc) (.\rrow. 

1974; Roberts et al., 1998). The assumption is that trust enables gm crnanCl' costs ill 

reduce, takes time to build up but can be destroyed instantly and may bc impractic,lbk 

to restore (Dasgupta, 1988; Le Grand, 1997a. 19l)7b; Rubcrts l'f aI., 19l)X). 

Lyons and Mehta (1997), distinguish bctween self-interested trust and social oriented 

trust and point out that there is danger of economists and sociolugists adopting pular 

locatiol1s regarding trust. While the economists percei\e trust as instrumental and its 

bcnefits quantifiable; sociologists and anthropologists obsene trust as set in social 

engagements. Whilst these perspectivcs are \;.did in tran~action costs. trLlst mLlst 

I1l'cessarily involvl' mutual value system (Roberts ef a/., 1998). Bhasker (I \)\)·l). 

argul's that tlll'Sl' mutual social and group \alue sets both shape and arc -;hapcd hy thc 

rl'lations bl't\\l'el1 structures and individual agents (Bhasker. )l)9-L Roberts tf al., 

1995). \\'hik Ly lll1S and ~khta (1997). rel'ognise that tlll'rl' is an interplay bet\\ een 

structurl'S and agents (sl'e Lyons and \khta. 1997; Roherts ef til.. 1995), \-; ~I rl',ult. 

in . formulating polic~' it IS important ill he Llwarl' of the 'dynamic, or tlH':-"l' 

interact iOlls' sincl' pul icy ma) '1ll1pllSC prl'SSllrCS that l'an undamll1c traditll1Jl.d 

patterns' and 'disrupt functi(ll1ing long-tl'nn rebtil ll1shlp< (RoblTt, t!1 d/. I qq:-,~~s:) 
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4.1.2. Transaction Costs and Reform 

Organisations are subject to change caused b\ both internal and I?xkrnal factor..; 

Discussing transaction costs and change, Hughes el al. (199-), question thl? autonom! 

of executives in the quasi-markets and their competence to as~uml? optimising plans 

and suggest that quasi-markets are under government control becaus~ thl?Y arl? fOnlll?d 

by the government and as a result could be transformed by the same gO\'l?rnml?nt 

decree which established them (see Hughes et al., 1997: Roberts et al.. 199~). Thi" 

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

4.1.3. New Institutional Sociology 

Institutional sociologists have faced up to the opinion that sUf\i\al of an organisation 

depends on it being efficient (Perrow, 1981 a; Roberts et al .. 1998). Soml? rl?sL'arl'her" 

show that reforms in organisations are caused by three forces namdy: coercive tlllL'L''';, 

nonnative pressures or imitative processes (Oi Maggio and Powcll, 1991; llughl'" cl 

al., 1997; Roberts et al., 1998). Coercive forces are thc pre\ailing approach adopkd 

in the health sector where the scctor is subject to: 

annual revenuc allocations, annual contracting timctables. l'US! 
improvement per ccntages. pricing rules. standardised returns, 
conciliation proccdurcs, chartcr standards and long-krm strakgic 
targets (sec Roberts et al .. 1998:281). 

Normative refomls in organisations are caused lw thc kind of pressure normally 

exerted on management by professional groups o\'er isslles of common standards ll! 

conduct. Th~ imitative pressures are also orchestrated by apparent nccd tor the 

dcvclopmcnt of administrative procedurcs and thl? form which contrads ~hould t1l' 

undcrtaken (Hughcs el al., 1997: Roberts el al .. 1998). 

SomL' ~conomic and policy analysts argu~ that it is ambiguous how far organisational 

forms will congrL'gat~ as sugg~st~d by some of the isomorphic theoril's (Rob~rh t! a/., 

19l)S), They \\'ol1lkr whether di\ ersity \\i11 continue beG1LlSL' Ji\ L'rsity ma~ ari"L' 

L'ither as an adaptivl' rl'action to dissimilar circumstances or as meaningless change in 

undevdoped s~ skms that may be llnsLlccL'ssful bL'callsl? of organisatiunal rl'''L'r\ ~1!H)lb. 

n:CllITent intl'rfcrenee by gl)\ L'mments and absl'ncl' of tinancial or cultural rwrcrt~ 

r1t'-hts ~)ftl1L' L'ontriblltors (Di \I:tt'-t'-IU and I\)\\L'II. 1991: Roherts cf a/.. Il)l);\\. 
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4.1.4. Private Finance Initiatives 

In the health sector. the current trend of rcfonn is aimed at using the Pri\'ate Financc 

Initiatives (PFh) Under this initiati\'C. the pri\'ate scctor is ('untrJded t~\ pru\'ide 

some or all of the capital funds to ensure the construction or provision of a partl,-'ular 

service in the health sector. This is paid back through a s~ stem \\here the twsrital~ 

provide some 'ilT\ices and charge for them so that they can recoup such im "',,tmenh 

made from the public sector and to a lesser cxtent. the pri\atc purchas,,'rs l L' S 

Congress, Office of Technology Assessment, 1995: Donaldson and Gerard. 2()()~), 

4.1.5. Justification for the Choice of Social Policy and Communit~ Field Theories 

However, the above theories are not applicable to this study becalhe currentl~, in 

Ghana, like most other sub-Saharan Africa countries. the role of the pri\ ate s,,'etor and 

contracting in the financing and delivery of health is negligible. although there an: 

attempts to integrate private providers into the mainstream health carc pro\'hIOn 

(Sekhri and Savedoff, 2005). Moreover, the change" in the health sector arc also 

necessitated by government regulation since the health sectur depends on government 

funding (see Di Maggio and Powell, 1991; Hughes et al,. 19l)-: Roberts t'l aI., Jl)l)S), 

Therefore, social policy and community field theories arc being applied, In (;h,ln~1. 

health financing and delivery necessitate concerted efforts bctwcen the gm ernmcnt 

and all stakeholders including. the community, Current health care dispensation is a 

pluralistic system whereby thc public health sector. pri\ ak h,,'alth sector and 

traditional medicine practitioners are encouraged to pool resourc,,'s together to ensure 

that health care is easily accessed by the population (\VHO, 1978; \1011. 2()03c. 

2005). Most of health care providers are located in the communities and rcquirc 

cooperation of the people to ensure their efkcti \e functioning, 

\Vhik social policy theory explains the influence of gon:rnments' inter\'entiun tn 

l'nsunng l'quity or health financing and deli\ ,,'ry. community field theur~ helps In 

construing the role that the community itsel r plays in sustaining cOlllmunlt~ 

de\elopment programmes such as health financing and deli\ e[\ and In the 

achi,,'\ ,,'Ill,,'nt (If l'qllit~ goals, This strategy helps tl) integrak both cLHl1Illunity and 

st)L'ial participation Ille,,'hanisJlls to ,,'nsure implementation or programmes (\till" t r 

(/1..200-.0. J'pple ~\I1d Romano (ll)l)6b). show that under ~I dual puhlil'-pn\ate "~Sklll 



of health care prOVISIOn, an equilibrium exists \\hereby the rich and poor ll'g-.':her 

prefer reduced public provision while the middle class prcfcr~ more (~cc Epple and 

Romano, 1996a; Epple and Romano, 1996b: Oi ~dattco. 2009). In addition, economic 

theory suggests that mixed systems of health care provision arc a likclv outcome. 

which is much like other publicly provided goods \\ ith priYJkly a\ailable 

counterparts. Marchand and Schroyen (2005), also observe that a mixcd health ~:are 

system may improve on a pure public system if earnings dispersion is brgl' enough 

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

Key elements of social policy and community field theories are summarised ~h 

depicted in figure 4.1. The diagram shows how social policy thcory (sUte 

intervention) and community field theory (community imoh'cmcnt) can bl' combined 

to explain health sector reforms. The rationale of statc intcn'Cntion rl'sults from the 

fact that governments want to ensurc that certain objccti\es arc achicved through a 

process of implementing certain policies, standards and rcgulation in the health Sl'((()!" 

Community field theory also explains community ill\uhcment in health scctor 

reforms. This is achieved by explaining how social and human capital or community 

wealth are utilised by the community mcmbers to achicvc desired results. 

All the activities performed by the government and the community arc harmonised. 

Since the community complcments thc efforts and policies of the gO\ernment in the 

health scctor. social policy and community fil'ld theoril's are hamlOnisl'd to c\plain 

the findings of this study. It argues that there is the need to enhancl' complemcntarity 

betwccn the government and the community. This ensures that tn~lI1gulation, which 

ill\olves the ability to compare 'different kinds of data. for cxample. quantitati\ e ~lI1d 

qualitative and different methods' such as 'obs('!'\'ation and intervil'\\ to scc \\ hcther 

till'), corroborate one another' (Silverman, 2006:307), is enhanced. 



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

This part explains the concept of social policy. On one hand of the de'Q~lt-: rq;;JrJing 

state versus private sector participation in the economy is the :-'(lcial polICY and, 

welfare philosophers such as Marshall (1965). and Titmuss (197-t. 19:-; -). \\ bt",-' 

perspective is that the state should control market forces: in this case, public financing 

and delivery of health and health care. Marshall (1965). saw the market eCl1 IWJl1: and 

inequality of rewards, as important reasons to sustain a producti\ c anJ go oJ 

organisation that could help ensure that ci\'il and political liberties in the ~llciet\ wcrL' 

maintained (Marshall, 1965; Titmuss, 1974. 1987). Although. Titmuss' work i~ ~aid 

to lack a theoretical basis (Fontaine, 2004), Marshall is said to maintain a nonnati\e 

theoretical constituent and is criticised for been idealistic in his approach (\lishra. 

1982). Hence, Titmuss' position has been adopted for the interpretation of this study 

(Titmuss, 1974, 1987). 

Discussions abound on what constitutes social policy. OnL' \icw L'\.prcsscd by 

GolTman (1963), is that social policy is that which is centred in thosL' institutions that 

crcate integration and discourage alicnation (Goffman, 19h-,: CapIO\\. 19:'-+: I itmlls-;, 

1974, 1987). Marshall (1965). obscn'cs that 'social policy is not a technical tenn \\ith 

an c\.act meaning, It is taken to refer to the policy of gO\ernments with rL'garLis to 

action having a dircct impact on the \\clfare of the citizens. by providing thcm with 

scrviccs or income. The central core consists of . social insurance. public or national 

assistancc, thc health and welfare scnices. housing policy' (\larshaIL Il)(l:'.7; 

Titmuss, 197-+:30). 

Titmuss (197-+), suggcsts that the word 'polIcy' attached to 'SOCIal' should he 

understood as 'thc principks that gO\ern action dirL'\.'ted towards gi\ en ends; which 

ImpliL's changl.': changing situations. systems, practicl.'s. beha\ iour' (p,2-'). I hc Wt1ld 

'SlH.:i~d' SI.'I.'ks to position man in society and his association with non-cclJnomic 

Lldors such as human interadions. Thercfore. social pol iL': is part of thc . sci f­

n:guhltory mechanisms built into a 'natural' social s: stcm' tP,2-n. ChangL' I' .I 

dy namic Prol.'L'SS and anything that is subjL'd to change can bc L'on,idcred as "(lL'ial 

POIIL'Y or wdt~lre thl.'ory, Perhaps this c\.plains why TitmllsS b ~IL'I.'uscd or Iacklflg 

lhl'l)retical aptitlilk in his analysis llrsl)L'ial polil.'Y (Fontaine, 2()(I-+), 



-r itmuss (19 ' -+), argues that the tenn 'poli(y' or social policy i..; u..;cd in an . ..i~llOn­

oriented and problem-oriented ~cn:-.c' with the collecti\ c 'wc' used \,\ rckr 1,\ lht" 

performance of state machinery and how it cxpresse:-. the' gcneral \\ill' of thl..' P'I..'l T k 

it governs (p.24). It is this \lCW of collective 'action-oriented' and 'problem-oriented' 

programmes that makes it imperati\c for go\'ernmenb. all 0\ er the world irrC"r~dl\ ,: 

of location, economic ranking or political orientation to demonstrate commitment in 

leadership. In addition, social policy is expected to be 'beneficent, redistributl\ \..' anJ 

concerned with economic as well as non-economic objecti\'cs' and 'im'ohed in 

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

Le Grand (1997), argues that there are two mam changes taking place in \\\,,'If,u\..'­

oriented states like Britain and other developed cconomies. The tirst one i" the 

replacement of the state provision of senices by 'quasi-market' prlnision. Thl:" 

involves the introduction of competition into the deli\ l.'1'\ or slll.·ial Sl.'1'\ ll.'eS slI\..·h as 

education, health care and social care. This is 'pro-market in nature' and has 

relationship with the nco-classical economics theur~ discussl.'d ~arlier (refer to I I). 

The second change concerns the other side of the \\elfare state. rhis deals \\ ith "lKlal 

security or the redistribution of income. This ma\ be illustrated as tllL' 

supplementation of 'fiscal' by 'legal' welfare. Legal \\drare invohes the use or 

regulation or legislation to inten'ene in market outcome and could be interpreted III 

part as 'anti-market'. 

policy analysts. 

These developments pose interesting qUl.'stions r~)r slll.·ial 

Roberts et al. (1998), posit that the quasi-market re\olution had been a defining 

charal'teristic of social policy in the 1990s and explain that quasi-market re"olution I:" 

predisposed to address issues that the 'markets fail to 3l'l.'ommodate ~lI1d l~)l.·ate 

bureaucratic t~lilures in provider units and to rely on purchasers to deal with matkh 

that thl.' markl'ts Lli! to accommodate' (p.2 ""()). Le (irand ( 1 9l)71. further obsen l.'" that 

'quasi-market and kg,al changes in \\'L'ltare ,,~stems' are based on .I partIcular \ IL'\\ of 

'human motl\~ltion and beha\iour' (Le Grand, 1997:1-+9) Di \Lttte~) (200\)). "UPl1l1rh 

this \ iew and argul.'s that thl.' public-pri\ ~Itl' debate in hl.,~tlth carl.' ha" t\\ II a"I1\..'l. \s. 

rhus, it IS a disl.'ussion in public l.'(l)J10ml("; and it IS a"'~l an idL'lllL)gll.'al J\..'b,lle 

he!\\ Cl.'n the pll)pOnenh of a libertarian or markl'l \'il.'\\ \'l.'r"u" an l'galitarl,lll ~)r non-

markL'! \'iew 1.)1' hl.'alth care rnnisll.Hl. (iiaillw and ~ 1 a 11\.1 W t I ql.)l»), abl) ar~lIl.' that 



social health insurance schemes in some countries ar.: proyided ~h pJrt of th.: 

collective social provision and protection based on a political ideolog: of a \\c1fare 

state (Esping-Anderson. 1990: Giaimo and \lanow, 19991, According to Titmu~~ 

(1974:30-31), there are three different models of social polic:. which ~:~m be U~L'J .b 

framework for redistribution in the state as discu~~ed below, 

4.2.1. The Residual Welfare "lodel of Social Policy 

This model subsists on the assumption that there are situations that are natural for 

mankind, which help to fulfil the basic needs of an indi\idual. irrespecti\e of their 

status, and is universally enjoyed by all. Two cornerstones of this are the family and 

the private market. The indi\idual is born into a family. \\hich ha~ the re~pon~ibility 

to provide for their basic requirements, The pri\atc market provide~ another a\ enue 

through which individuals can meet their necessities of life, In the e\ent that the ba~ic 

means of fulfilment are unrealisable, another alternative system must be a\'ailable that 

can provide support. This is where the intervention of government or ~ucial \\e1 fare 

becomes relevant. Titmuss (197-.t), criticises this model of redistribution and income 

maintenance on the basis that it assumes that 'the true objecti\ e of the \\el!~lre state IS 

to teach people how to do without it' (see Peacock, 1960: II: Titmuss, Il)l-.t:31 ) 

4.2.2. The I ndustrial Achievement-Performance 'Iudd of Social Pulic~ 

This model is basl'd on the premise that gO\ ernment machinery itsel f l'annut perform 

all functions for the population, This calls for institutions like social SL,[YICL'~ (II 

welfare to bc a system-wide organisation of the national economy. 110\\ l'\ LT, people 

in nl'l'd would have to fulfil certain eligibility criteria: 'of merit. work performanL'L' 

and producti\ity' (Titmuss, 197-.t:31). The root of this postulation is linked to 

'l'l'unomic and psychological theories' concerned \\ith certain dements sllch as 

'incenti\l's. effort and rcward and the formation of class and group loyaltie< (p.3 I ). 

4.2 . .1. The Institutional Redistributh'e 'Iodel of Social Polic~ 

This model posits that if collectiyc 'action-oriented' and 'problem-slll\in{ 

programn1L'S arl' to be mani!L'slL'd in a country. a national institution such a" "( llial 

\\l'lfan: or sl)l'ial securit> sL'i1cmc should be l'stabllShed and operatcJ \\itl1l'lIt the 

dcfining wall of the pri\atl' markl't. The statc must !lXUS JttL'ntion lll1 tlh: 'principk 01' 

11l,'cd' h\ relilstrihuting national \\ l'Jlth through "uch an Ilhtitution. rhl" \\ oulJ 



contribute to realising 'multiple effecb of social change and the \?COnOmIC 

system ... principle of social equalit:' (Titmuss. 197.+:31). Titmuss' (197-L 19:-.-). 

perspective against capitalist-economic ": "tem pro\'ides the th\?()retll.:al frame\\ork for 

studying social policy and social welfare pro\ isions introduced bv state.., and 

governments. 

Titmuss (1987), suggests that the institutional redistribution model of social POl1l'y 

would ensure that the citizens demonstrate altruism, which \\'ould cnsure rcciprocal 

acts of giving (Rapport and Maggs, 2002). The gift exchange procc~s may be of 

forms such as economic, religious. social and moral (Titmuss. 1943; Reisman. 200'+), 

Titmuss (1987), views institutional redistribution under social policy in the sensc that 

it is an instrument that could be used to uplift economic tlexibilit:, The marketisation 

of the economic system would lead to social disruption and retard social growth. as 

gain-seeking 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 go\crnments' im ol\cIllent in hl'alth Sl'l'!tlr 

rdorms. Social policy theory demonstrates the need for gO\crnmenh to ha\ c 

IllaXIlTIUm control of the market forces. especially. social sectors or thc l'conomy: 

health, education and social protection. This ensures that bl'lter care and scn IC,-'S arc 

pro\ided for deprived people in society who \\'ould othcrwis,-' not be able tll acccss 

them. Some people would not be able to acccss quality health care, if it \\as left to the 

private sector and private health insurance schemes to manage. Titmuss (I ')7'+. 19X"'). 

suggests a different \icw to the pri\ate market concept of thc cconomy on grounds 

that it is a de\ iation from what the bona fide role of the state should be 111 managing 

economic ~md social change processes in any country, Thc role of government 

(\\c1farl' stall') in the provision of l'ssl'ntial SlT\il'l'S must be sustaincd e\ l'l1 if there 

\\<lS l'l'onomil' gro\\th and de\c1opment, The rationale behind the total im oh ,-'ment 

ur gmernment in health financing refornl is based on man: Lll'tors. \\ Itb the l1eed t\\ 

enhann: national l'Olll'sion amongst the p,-'ople being prominent. The g\)\,ernment 

l'Il\lsagl's that its ill\'oh'ellH:nt in hl'~llth linancing and medic,I1 ,-'~II',-' pro\islon Ct\uIJ 

assist III Il'duCJl1g the dlsp~lI'lties allh)ngs! 1~lInllil's and ht)u"l'h()IJs il1 thl'll ,ll'C,-'SS t\) 



and utilisation of this important scnice (Titmuss, 1987). Some of the r\..'a,,~)n" \\ hy 

governments intervenc in health sector reforms are discussed below. 

4.2.4.1. L ndeveloped Private Health Sector 

While Barr (1988), argues that the most suitable premise for the deli\ cn of hc~dth 

care is held by efficiency and social justice, Helm (1986), obscf\ cs that the perfect 

competition in the market is one of the many institutional approaches to obtaining 

optimal allocation of resources. However. failures of the market eCUlwmv in thc 

hcalth sector are many (Cuiyer, 1988, 1989a, 1989b; McGuire et a/.. 1989; Prckcr and 

Harding, 2000; Donaldson and Gerard, 2005). For instance, there is asymmetry of 

information in the health care market. The availability of infornlation wi II aid the 

prospectivc clients to make an informed decision regarding what benefib they \\'ant 

from their interactions with the health insurance organisations. 110\\ c\\..'r, in the 

health sector, sometimes the prospective clients may lack the ability to scarch for the 

information and have had to depend on the insurancc prmiders at the sam\..' time to 

provide such information. When this happens, it is termed information ~hymmetr: 

(Culycr, 1989a; McGuire et a/., 1989; Donaldson and Gerard, 2005). 

Again, there is the absence of consumer confidence in the hcalth care marK\..'l. 

Consumer confidence assumes that consumers are fully infornled, knowledgcable llI1d 

posscss the ability to search for producers with the lowest priccs, Ilo\\\..'\cr, in thc 

health care market, there is the lack of fully informed and kI1L)\\ kdgeabk patienb or 

clients who have the ability to weigh up the costs and benefits of health care :-ill that 

they can make a choice which can lead to the maximisation of their \\ ell-bcing (Ol,,\..'n 

ef a/., 1999; Donaldson and Gerard. 2005). i\loreo\'er, there is thc presencc of 

positivc and negati\e externalities. The perception of externalities means that thcrc 

arc spillovcrs from other people's usc or consumption of commoditics. \vhich can 

equally affcct other individuals in either a ncgati\ c or a positive wa: without an: 

Ill'Cl'ssary' compensation for them in the market. Thus, it is anticipak'd that 

individuals care about the hcalth of th\..'ir kllow beings and \\ish that they lire \\ cll. 

} 100\l'ver, there is the presence of both positi\ l' and ncgativc cxternalitics ill thl' hcalth 

l'an: market (i\ tc( ; u i n: ('{ (/1 .. 1l)~ l) l. 



Additionally, an economy of scale is a compari~on of the relationship betwc~n ti:-.-:d 

cost and output. The assumption is that the larger the organisation. the ~~bier it 

becomes normally for that organisation to distribute a fixed cost J(ru:-s its produ(t:­

This helps to reduce both the fixed cost and total cost per unit produced. The opp0~ite 

of economies of scale is diseconomies of scale. This occurs in situations \\ hcrc 

because an organisation is too small, its unit costs may also begin to rise (Cul~ er. 

1988, 1989a, 1989b; McGuire et al., 1989; Preker and Harding, 2000; Donaldson anJ 

Gerard, 2005). 

Due to these problems, social policy analysts argue that despite the proml~lllg 

objectives of marketisation of health care there is market failure ~in(c not all the 

goods are marketable (Evans, 1986, 1987). Even the goods that arc available in the 

health market may not be offered in the socially optimal quantities {i'dcGuire ('{ al.. 

1989; Olsen et al., 1999). This explains why the perfect market i~ infrequcntly 

applied to the health sector and almost all health care systems the \\orld OVl'r operate 

with governments playing leading roles in providing financing and rcgulation, in 

either regulated or unregulated forms (Olsen et at.. 1999). 

In most African countries including Ghana, private health sector is not sunil'iently 

resourced to deliver health. Therefore, governments follO\\'ing social democratic 

ideology believe that if health financing and delivery arc handed over e:\clusi\dy, tll 

pri\ate financiers, they would fail to make the expected impact as people \\ ould fail tll 

use them (Evans, 1986, 1987; MOH, 2002, 2003b, 2003c. ~005). Therel'url', I it1l1uss, 

( 197-l), suggests that state intervention is needed because of the t'ailurl...·.., caused by 

perfect markets (Titmuss, 197-l, 1987; Preker and Harding, ~OOO). Othcr economish 

and social policy analysts also belie\,~ that the provision of centralised gm emment 

health insurance creates expenditure controls that can reduce over-prescription ot' 

treatments and internalise positi\e externalities that would be foregone if pro\'ided 

soldy through private arrangements (Steinbrook, 2006: Di \ tatteo, ~OUL)). 

~.2A.2. Fairness in IIl'alth Financinl.! 

SOl'ial policy analysts postulate that go\ernments' imohement in thl' implementation 

or a national health linal1l'ing strateg: under health Sl'ct<.1r rl...'I'\11m nece""'ILttes an 

el'licil'nt ta, system in thl' (Olmtl'\. ritl11lhs' (1l)~7)' com i(tion i.., th.l! a trllh 



progressive tax system would ensure that funds arc ayailabk to pro\iJ~ thl.? nl.?l.?dl.?J 

health service expenditures. The dlect of thi:-, is that hl.?alth \..,He \..'\.pcnditures would 

genuinely, be redistributive. Thus, it is the public health ~er.·i(;cs pro\hlOn whl('h 

would ensure that everyone is treated as equal citizen, This \vould also ensure that the 

disparities in the treatment meted out by institutions and povcrty \\ould r\,., \"'Llllll..'Jted 

from society C'v1illcr, 1987; Titmuss, 1987; Le Grand, 199':). 

4.2.4.3. Social Security System 

The formation of social health insurance schemc dcpends on the ~l\ ailabilit: of ~llcial 

organisations in the country and how thesc can be groupcd togcthcr to achic\ .. : a 

common goal. Social policy analysts suggcst that tll organlsc all thcs\..' sll(ial 

movements under one umbrella, government intcr.'cntion is rcquircd. for cxampk. 1\1 

cncourage them to provide pcnsion co\cr for cmploycd (itlll..'n~ as \\l'1l as dC\1S\..' 

systems to support the needy in society (Titmuss, 1987; Lc Grand, 199"7), Thl' greakr 

involvement of the state in the provision of health financing undcr health Se(ll)r 

reform serves to enhance and help to introducc a social security s: skm, "';l)\..'ial hcalth 

lI1surance schemcs in most developed economics have C\ oh'cd U\ l'Ttimc with 

historical and ideological underpinnings (Esping-Anderson. 199(): Giaimo ,md 

Manow, 1999: Bamighausen and Sauerborn, 2002: Carrin and Jamcs, 200~) . 

.t.2AA. Poverty Alleviation 

A state which adopts social policy, also implements \\elfare provisions for its (itl/l'n~ 

Social policy analysts assume that no matter how rich or JC\ eloped a (ountry might 

be; S01l1l' people will still be poor. For instance, Titmuss (19"':'7). obscT\es: ' ... \\e 

o\erestimated the potentialitics of cconomic grl)\\ th b: itself alone III soh e the 

problems of pO\ l'rty. c(onomi(, cducational and sOl'lal.,,· (Titmuss, Il)S72(1.~), 

Thus, PO\lTty and incquality are conditions that can ne\ er bl' diminated from human 

l'xistcll(c, Titmuss (19 .. D), speaks against absolute dcprivation, \\hl(h he anticipak" 

l'l1lJ1d kill more people and shrink thc nation and rl'\ \..'~!Is that wealth opens th(' dllllr of 

opportunity "hik PO\lTty kCl'ps it closcd from the l'radle tll thl.? gra\ l' and pl'l\"l'i\e~ 

pO\L'rty-relid' as an ill\L'stment in all citill..'I1s. nl)t just in thc poor (Titll1u"" and 

Titll1l1ss. 1942: litmuss. 1l)4~: Reisman. 2()U-l), 



Titmuss and Grundy (1945), implore the state to spend freely in order to tran:-fonn th·: 

market's failure into a de facto citizenship right where policy should not be 

dctcrmined mainly according to mone\ resources (Titmuss JnJ Grund\ 19-1~, 

Reisman, 2004). Implementing state welfare provision demand~ huge financiJI 

commitment. Therefore, it is the state apparatus which must bc able to rna\"': a 

commitment to such services considered as social (Titmuss, 198~). The ~Uk mu~t 

constrain the budget for other sectors of the economy by setting its objecti\es, 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 citizcns c\ en to the 

point of selection and reiterates the need for the government to providc facilitie~ tor 

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

the midst of economic growth: 

... the future distribution of social costs and thc future of ~uCIaI 
policy lics thc problem of stigma, of fdt and l'xpcricnced 
discrimination and disapprmal on grounds or moral 
bchaviour. .. mcasurcd intelligence ... or other criteria of sekdion­
rcjcction ... (Titmuss, 1987: 198) 

Govcrnments nccd to assist the poor to access basic health care scn ices, 

4.2.4.5. Equity Implications 

A statc provided health service is to ensure cquity and eradicate inequitlcs Equit~ 

may bc described as a situation where no indi\'idual is dcprived of the u~c of hl'alth 

carc bccausc of their inability to financially Jl'CeSS it (Arro\\, 1963. Pauly. 19X6, 

Culycr, 1989a, I'dcGuire L'f al., 1989). Hauck ef (//. (200-l), iJentir~ ~C\ cn conceph 01 

cquityas: 

I· .' \\'hl'c11 l'I11pll'C-' that 1~\'I'r\_ bod\ should ha\ c identic~tl hc,tlth I. I'ga It:.UJal1lsm: .,,, " -

status; 



3. The concept of rule of rescue: which demands that it b an I?thi,-,d duty tl~ Ju 

everything possible to help individuals in immediate lifc-threat':IlIng 

situations; 

4. Equality of access: which is often used to operationali"c the conlel~t of I?quit: 

but itself requires a definition of 'access' as \\'C1I as 'need': 

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

essential package of health services; 

6. Rawls' 'maximin' principle: which demands that social policy should ~l'ek to 

maximise the position of the worst-off; and 

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

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

In any society where inequities dominate, the e,\ tent to \\ hich peopk can interalt ~Ind 

support each other in times of need and depri\ atlOn IS limited. For instance, peopk 

who are in positions of trust and authority can beha\ l' in a manner that \\ ill create a 

gap between themselves and those they are supposed to sen l'. This will achie\ l' 

nothing except to weaken an otherwise unstable sOllety. Thl' gll\ lTnment should 

ensure equity by making services available for the communities likc health centre" 

and assist with the establishment of community health groups (\ 1 iller, 1987; Titmuss, 

1987). 

Titmuss (1968, 1970), belie\es in welfare and the \\dfare state and centrali"ation 

instead of dl'\olution of certain operations of the gmernment machinlTY and point-. 

out that socialism is about communit\' as \\ell as equality. It is about \\ hat indi\ idlla)..; 

l'lmtribute \\·ithout price to the community and ho\\ they act and li\'e as sl)(iali ... (-.. 

Social equity is paramount to assure the maelstrom of market failure and therefore the 

state should take chargl' of thl' affairs bel'ausl' stall'-pl)l)led welfare all)l1l' h~I" an 

l'xplll'it contract to hring about redistribution from the rich to the rh)l)L Thl' state h in 

till' l'irL'lllllstaIKl's the hl'tter wa: tll institutionalisl' the l'ollectl\c (lHlll11ltment hI 

mutual aid without fault or guilt ( litmllss, Il)()~. J'ltIllU" .... Il)-;(l: Rehman, ':UO-ll. 



Hauck et al. (2004), argue that most equity considerations can be ,:Jptured in t\\ 0 

broad headings: equity related to some concept of need and equity related to .l(L',-'"'' h) 

services. In principle equity issues can be integrated into an c(llIwmiL' approach to 

priority setting. Howc\cr, they found that many contributions to the J,-'('Jtt" on eqult) 

concepts are speculative and secluded from practical performance j""uc", For 

instance, the conventional cost-effectiveness method usuall: ignorcs thc V~lrIULh 

practical limitations that emanate from the political, institutional. and environmental 

context in which priority setting occurs. These comprise the influencc of inkrc"t 

groups, the transaction costs associated with policy changcs. and the c\.changL'" 

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

4.2.4.6. Enhancing Altruism 

Social policy analysts believe that governments ha\ c the responsibilit: to L'IlL'l)ur~lgL' 

altruistic behaviour in the society. Thus, reciprocity binds the gin:r and the recci\cr 

together in an often complex relationship, that ensures that giving and counter-gi\ ing 

are woven into the fabric of being (Malinowski. I LJ22: \laLlss. I LJ~-L Ll'\ I-Strauss, 

1969; Titmuss, 1970; Rapport and Maggs, 2002), Rcisman (200-l). notes that 

communitarian socialism is entrenched in the rights in the matrix of duties and 

disapproves of the condition of a materialistic socil'ty, For instancc, on the issue of 

commercialisation of the UK health system, Titmuss used: 'The Gift Relationship' to 

draw attention to his abhorrence of this philosophy as he sa\\ it as thc possible 

corruption of British society'S values (Titmuss and Titmuss, I LJ-l2, Reisman, 200-l), 

Tawney (1937; 1953), deplores the sickness of a marketing culture in \\ hich the 

economic selfishness. which seizes private gains at the cost of the community \\ ~IS 

kaving little room for the higher moral worth of cohesion, commitment and thc bond 

of sl'rvice to a common purpose. 

Rapport and Maggs (2002). obsene that 'Thc Gift Relationship' \\ a" meant to 

distinguish bl't\\'l'l'n the 'social' and 'economic' in both public polic: and in"titutions 

concernl'd \\ith wclfarl' goals, LL' Grand (1997b). suggcsts that tlh:rc arc rour 

fundamental arguments incorporated in: 'The (;ift Relationship' meant to Jelh l lll1L',-' a 

markct-dri\ cn sysll'lll in blood donation, These aIL" the \\i.\stl'ful mar"et III hllH)d. 

\\ hich (I'l'ated shortagl's and surplusl's: a burl'<llll'ratll' anJ II1l'nil'ient dllf1.ltillIl ..,y"tem: 

thl' l'\.ploitati\ l' redistribution l)f bllH)d products from the poor to the rl(h: and ,I 

h-l 



market in blood which is degrading for society replacing altruistic moti\;Jtll'n" for 

donation \\ith self-interest and personal gain (~cc Titmuss, 19-0; Le Cirand. Il)9,b: 

Rapport and :v1aggs, 2002). 

Different arguments have been advanced as to whether there is anything such -I" 
"' ~ 

altruism or creative altruism: genuine selflessness (\:agel 19-0: Tri\cr~. 1971: 

Krasner & Ullmann, 1973; Arrow, 1974; Badcock. 1986: Titmus~. 1987; Batson el 

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 benclit to 

other people (Krasner and Ullmann, 1973; Rapport and \1aggs. ~l)()~). Tn\ er~ 

(1971), observes that reciprocal altruism is the altruistic form, \\hich is most relevant 

to human activity which manifests in sharing of food, implantation and know led g I.' 

(Trivers, 1971; Rapport and Maggs, 2002). The positi\ I.' attribulL'~ of rl.'l·iprl)cul 

altruism include benefit to both giver and receiver, whIch i~ a more balanced 

relationship between giver and receiver, and can heighten the sellse of communal 

sharing (Trivers, 1971; Badcock, 1986: Batson el al., 1991: Rapport and \ Iagg~, 

2002). 

There are other researchers who also use socio-psychological model to \ iew . 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 o\er a short period of time (Batson & 

Shaw, 199 L Rapport and Maggs, 2002). This is based on a belie!" that an altruistIC act 

can occur if someone feels empathy towards someone clsl.'. This emanak" from a 

plTccived attachment to the other person based on kinship. friendship, t~lmiliarit~ or 

similarity (Rapport & Maggs, 2002). Badcock ~ 1986). identific~ other forms ot 

altruism such as kin altruism and induced altruism. The kin altruism is a situation 

Whl'I\~ an indi\'idual is more predisposed to act altruisticall: when the: can identify 

with the people thl'Y arc assisting. In l'ontrast, induced altruism is a ttlllll of selt­

saLTificing act. wherl' thc givcr may not gain any bClll.'fit from thc act of gl\ing: such 

acts an~ ethicaL spiritual and moral in nature. Self-sacriticc enhanl'l's the po"ition of 

the recipient to thl' detriment or the gi\l'r (Badcock. 1986: R~IPPllrt and \Iagg-". 2()(l2). 

Smith (1l)l)~). rcla1l's altruism to the cl)mmunity and thl' lI1di\ idual hy lhlng a I.·llllcept 

analysis to display tllur attribulL's nh:SI' are: a "I.'nsl.' (,l!" pl'l-"l)n,d rl'-"I~\Jn"ihIlil! Il)r 



another's well-being: a sense of compas~ion for another: a -.,en-.,e of empathy; and ,in 

uncalculated ~clfless 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 l1l1h.T liberal 

communitarians, Dworkin argues that altruism that emerges from individualised 

empathy comes from a particular connection with another and not from partll.:ipation 

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

Some researchers who hold postmodemist's perspecti\c criticise social polic~ on the 

grounds that particularism, diversity and difference should not be fomlUlated \\ lthin ~l 

guiding framework that is universalist in character. They question the de~lrability of 

incorporating any significant element of universalism into social policy (TI1l)1l1p~on 

and Hoggett, 1996). This would imply a rejection of a theory which pu~ih the 

existence of a set of basic, culturally universal needs based on an account of an 

intrinsic human nature (Doyal an Gough, 1991: Thompson and Hoggett, 1996) In 

addition, Titmuss' (1974, 1987), economic analysis or a \oluntary \ er~us 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' is 

methodologically flawed and based on assertion that docs not stand up to scrutiny (SL'L' 

Titmuss, 1970; Rapport and Maggs, 2002). 

However, Fontaine (2004), notes that Titmuss' \\orld\ie\\ is mostly ethicall~ inspired 

and that his exposition of intellectualism ser\"es to remind the economl-.,h that in 

society, the idea of ex.cellent beha\'iour becoming an obligation for the general 

population should be considered as essential as much as the market de\ ices ~\1m to 

assure social cohesion. This contributed to the creation and dL'\ elopment of the tield 

of resL'arch that has come to be called social policy (Fontaine. 200-L Reisman. 2UU-l). 

ThL' :\Ii'ican Union (AU). outlines its social policy performance and e"plains th3t it is 

measured by the k\el of human and social de\clopment. Social de\elopment L'an be 

determined by the inc0111L" education and Ii k ex.pectancy ur the populatil)fl (A L. 

2()O::;b). I kl1L'e, employment. education and health constitute the pil\ar~ of the "t)L'ial 

polic~ frameWl)rk. TherL'll)fL', human and sl)L'ial JL'\c10pmeIlt e\aluation in StHl1C 

l'un\L'''rs is suppkmL'nted b~ ·sl)(.'ial illkgr~ltioIl rcLill'J indicltl 11", which all' plTtiIlent 



to people's degree of freedom to undertake ~conomic, 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 mer the ~Cl)IWJl1IC 

framework and can set the necessary standards and regulation using its infrastnlcture 

to supervise all allied institutions as they carry out their acti\ities (Titmu~s. 197-+. 

1987). Social policy analysts believe that without the government im oh'Cment. the 

necessary institutional and administrative mechanisms and the chang~ proc~~~ (an 

never be initiated and implemented (Titmuss, 1974, 1987). Although the aim of 

government in the context of healthcare is to ensure that communitie~ take total 

control over their own health financing and related affairs in the long run. it al~o 

recognises that it has to imbue in the people a sense of respon~ibilit}. thereby 

empowering them. This will help boost their confidence and tru~t le\ l'b \\ hidl can 

help the delivery of equity goals (Titmuss, 1987: Hauck el al.. 2004). 

4.2.6. Weaknesses in Social Policy Theory 

However, it is argued that complete state intervention in the economie~ of dcvcloring 

countries has caused public sector failure due to problem~ of poor publil' 

accountability, infonnation asymmetry, abuse of monopoly po\\~r, failure to pro\ idc 

public goods, and loss of strategic policy fonnulation that ha\ e parallels in market 

failure (Preker and Harding, 2000). The failure of gO\ ernment to solely prmide the 

required funding for the delin~ry of health care has led to calls that other stakeholder~ 

should be involved. especially. in developing countrie~. including Ghana l \\ 110. 

1978; \\'orld Bank, 1993: Paalman el 01 .. 1998; J\lills el al., 200-+). Instead of 1e~1\ ing 

responsibility to the pri\'ate sector it is recommended that gm l'rnments pro\ide ,I mix 

of funding and pro\ision streams (Carrin and Jall1l':O;. 2(05), Against this background. 

it is l'l'lltral to use an alternati\l' theory as social policy alone cannot eX111~1I1l the 

findings of this study. 
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-t.3. Community Field Theory 

This part of the chapter discussc.., communit:. involvement in health "l'('tor r ,:fomls 

through an evaluation of community field theory (compare with Ji~(us"ion:-. on sOCIJI 

viability: 3.2.3). Many communities in Africa are set within en\ironmenb. which are 

very close to each other where there is community sharing and people know l'.IL'il 

other. Thus, people relate to the dynamics of the communities within \\hich th~: 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 arl' 

initiated within their communities as well as encouraging the policies from external 

agencies. The experience of a community can occur as the indi\'iduals imohed pia:. 

a part in an assortment of extraordinary interest fidds through horizontal association~ 

within the community and vertical relationships outside thl' community (\\ ilkilhl)l1. 

1991). With this notion, organisations in the community create the Cl)lkcti\l' demand 

for existing community resources like health carl', The changes in thl' health ~eclllr 

and the potential impacts on community members can provide an opportunity for the 

various interest fields that come together for purposi\e collecti\ e action to develop 

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

Etzioni (2009), uses communitarian and neo-communitarian approaches to dISCllS~ the 

concept of community. From the communitarian perspectl\ e. clllnmunity IS deli ned 

as: 'a group of individuals that possesses two characteristics' This is more than just 

'one-on-one rdationships'. The second characteristic is when.: thl're i.., 'sumc 

commitment to a core of shared \'alues. nonns. and meanings. as \\ dl <1:-. (\.)"C(\I\(' 

history and identity', This is 'a particularistic moral culture' lp·115). On the other 

hand, l1eo-communitarians assume that communit:. i~ fundamentall:. 'a maJor 

common good in itsdf as ",\?II as a major source of other common goods', \e\.)­

communitarians argue that similar to all goods, community can Llkl' on 'd:. :-.functional 

forms. especially when its social bonds. culture or political structure arc oppre:-.~i\ l" 

'\' '\ I' 'slIlt therl' was the need to balance the 'l'ummunit~ as ~I \ allll' \\ IIh , S, l, • 

l'ommitments tl) rights' (Ft/ioni. 20()9: 1\5), 

\:t/ioni (2009). identilil's l'l'rtain disadvanta~l'~ from the lack of >;l'n'l' or COmmlll1lt~ 

in the socil't~, In the lirst pla~:e, the absl'ncc of adequalL' CI.)IllIll11n,tl acqU<.l111talll'l'S 



could cause a person to f~d detached and alienated (Putnam, 2000: ~ tzioni. =1111'11 

The second is that the lack of community feeling also could cau~i..' lonclinc~s ;.tmol1:;'! 

certain individuals leading to social \icc~ in the ~ociet~ (Lasch. 19-;9: Etzioni. 2(H)9). 

However, the most important aspect of communitil..'" is theIr capacity!,) pro\IJe 

informal social controls that strengthen the moral commitments of their membcr~. 

This leads to voluntary social order. The neo-communitarians \iew i~ th.!! sinl..·-? 

people need encouragement and approval from others, this ~en~e or community h.h 

the 'persuasive power as a key function of communities' (Etzioni. =OU9: 11~) Thi" 

tries to curtail the role of the state and its coercive actions \\hich could be rl..'pial..'ed by 

the endorsement of common good based on informal social controls that communitie~ 

provide (Wrong, 1994; Etzioni, 2009). 

To understand collective action, Kaufman (1959), proposed the community field 

theory, where the impetus for action within a community e\'ol\ e~ frolll the 

relationships between individuals within a geographic setting. ('ullllllunit~ l~ seen a~ 

a field of social interaction. which when strengthened and focusl..'d crl'all..'~ public good 

and better organisation to manage resources (Kauiillan and \\ ilkinson, Il)67) 

Wilkinson (1970), who \\as a student of Kauffman, continued to de\I..'lop the con(cpt 

of community as an interactional field. In his book 'the rural comlllunit~ in America', 

Wilkinson defines the community field as a process of interrelated actions through, 

which residents express their common interest in the Il)(al societ~ (\\,ilkinson, 1l)l) I: 

Mal1in, 2003). The notion of interactional community is explained below . 

.t.3.1. The Interactional Community 

Wilkinson (1991). talks about the interactional community, which is relc\ ant to the 

study of community organisations. This has three properties and provides criteria fur 

assl'ssing the extent of the feeling of community in a population settkment. I"lll'''l' 

an:: ecology. social organisation. and community action. the amalgamation or \\ hlcll 

produces a social bond that is natural and l'\er-present. \\ hen thl' t1llnd III the 

community is experienced intentionally. it clln engenJer feeling. Then: arc cognitl\ I..' 

and ell1otional rl'sponsl's to the l'xperil'lh:1..' o/" the l'ommunity. Thl"'; i" what \\ ilkinson 

lksL"l-i hl'S as . comlllun 1t)J1 " wh i c h l'l..' khrates . commun i t ~. (\ \. ilk I n "l In. I') "7(). Il)l) I ). 

rhl' threl' properties of the inll'ractionall'omnHllllty. whIch arc rele\ant to the "tudy 01 



community organisations, to determine the extent of the f('i.: ling of community In 3 

population, ha\c been expounded below (\\'ilkinson. 1991). 

4.3.1.1. Local Ecology 

The first property of the interactional community is local ecology (\\,ilkin~on. I L)l) I) 

Local ecology can be explained using the conservative approach. which presumes that 

the community is an organisation of social life used for meeting the dai Iy need~ of the 

people as well as help them adapt to the changes in a particular territorial and ~l)cial 

environment (Wilkinson, 1991). The community health sy~tcm can be part of the 

organised social life for meeting individual needs and responding to change. (irllups 

of people and identifiable organisations who are interested in health financing and 

provision can utilise this to collaborate with health care providers in the communitie~ 

in an attempt to take a pro-active role in responding to the changes that arc taking 

place in the health market. They can also facilitate initiati\es such as urban-hasl'd 

networks to move into rural areas and communities (Martin. ~OO-'). 

4.3.1.2. Social Organisation 

The second property of the interactional community is social organl ,,~ltlon ( \\ i Ikinson. 

1991). As a social organisation, the community can hl' equated to an urganisation of 

social li k. which makes it a complete interactional ~tructure. This also makes the 

community a social whole. which provides a common Ii k used to e:\press the full 

range of common needs and interests of the local residents. 1 {owe\cr. it should abu 

be noted that the lives of the people need not be entireh cnclosed \\ ithin its 

boundaril's (\Vilkinson, 1991) . 

.t.3.I.J. Community Action 

The third property of the interactional community is communit> action (\\,ilkinson. 

1991). Using thc idea of community action, the community can be SCl'n as a bond of 

loctl solidarity. which is articulated in the way the l'ommunlt) mcmhcr" act. rhe 

inhabitants of a communit> li\'c together whilst sharing a common !ilL' and ~dSll ~Ict 

tugdlwr when soh ing common prohlems. Thl') tr> to uh' full aJ\~ll1tagl' or the 

a\ ailablc 0ppl1rtunities that can hl'lp them improve their Cllll1ll111n IiI'.:' and de\ ISl' 

Sll lut il )J1S h.l It lca I probkms (\\' i Ik II1Sl In, )991) Cll ll1ll1unity memhcr" U"l' "l ll'la I and 



human capital instincts in order to utilise a\'ailable communit\ \\ ealth and re~~)ur~:,-'" 

to achieve developmental objective~, as discu5,scd below. 

4.3.2. Social and Human Capital 

The progress of the community in meeting its needs depends on how thc clement-; ~)r 

social and human capital can be utilised to facilitate development programme~ 

Mladovsky and Mossialos (2008), argue that e\en as social capital has becn the 

subject of vigorous academic debate for almost two decades, its definition rcmaJl1~ a 

source of disagreement. For instance, while trust, which is an important componcnt 

of social capital, is occasionally discussed in the community-based health insurancl' 

(CBHI) literature, CBHI has not frequently engaged with social capital theoril's as it is 

either mentioned only in passing or its wealth and intricacy are overlookcd, 

Whilst the relationship between social capital and human capital is unclcar, Burchardt 

(2008), explains that human capital is a concept used by economists and oftcn 

measured by duration of schooling and labour market experiencl' or by l'ducational 

qualifications, where the benefits accrue largely, to the indi\idual. In contrast. social 

capital is a public or collective good, which is an attribute or a group. Thc contllct is 

resolved by Burchardt because the two fonns of capital are complementary, The high 

levels or human capital generate social capital and social capital promotes al'qui~ition 

of human capital (Burchardt, 2008). Coleman (1990), uses a SOCiological PChlk'Ctl\ C 

and argues that social capital is defined by its function, it is not a singk entity, but a 

\ariety of di rrcrent entities. \\'hich have characteristics in common. t'rom an 

economic perspectivl" Fukuyama' s concept of social capital places emphasiscs on the 

inlL'gration of social capital and trust, and hO\\ it \\ orks within an l'conomic 

framework (Fukuyama, 1995). 

Woolcock (1998), de\cloped a framework for social l'apital and detinl'-' it a-.: 'the 

information. trust and nOnllS of rl'ciprocity inhl'ring in one's social net\\l)rk' (p, 15 ~ ). 

This framework joins togL'ther a number of theoril'" of s~lclJI capital lhlng both 

qllantitativl' and qualitati\ l' l'\ idl'llcl' and focusl'S on commullit~ kn:1 \.:C\)Il\\(llIC 

devL'i0pll1l'nt projl'L'tS in low-income l'uuntril'~, which arl' compaIJbk t\) n)Jllmunlt~­

b~l"ed health insllrancl' (\\'oolc\)ck. ~UOI~ \\ollicock ,1l1d \~\I,I~an, ~O(l(), \lladl.)\"ky 
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and \1ossialos, 2008). Among other thing". this framework can be ob'l~n ,-'J a:- an 

effort to practically examine the need for an altemati\c. or complement. tl' irh:ume­

based and purely economic approaches to deyelopment (Bebbington. 2 III 1-+: 

Mladovsky and Mossialos, 2008). Thus, it incorporates both economic and ~l)\.'ial 

theory by trying to resolve the dispute over whether humans are realistic m~dlators or 

directed by norms and culture. Garson (2006), refers to the norms of sucial capital and 

observes that a norm of a culture high in social capital is reciprocity. \\hi\.'h 

encourages bargaining, compromise, and pluralistic politics. Theories of ~o(ial 

capital have also been applied widely in public health pol icy (\ loore el a1.. :006) 

4.3.2.1. Community Solidarity 

Community action arises out of the bond of local solidarity. The ah~~nce of ~l)lidarity 

can even endanger the very fabric of community cohesion (\\·ilkin~un. 1(91). 

Solidarity may be affected by peculiar social or cultural factors. For instance. in 

communities where there is high emphasis on moral \alues. ~ulidarity i~ encouraged. 

However, in communities where crime is high. scepticism supersede~ solidarity; acts 

of generosity may even be miscomprehended a~ mere prctence~. Freudenburg ( 1 ')S6). 

argues that the decline in the solidarity of the associations in quickl~ developing 

communities could result in victimisation and increased fear of crime (Freudenburg, 

1986; Allen, 1998). Extrapolating from freudenburg's (1986), argument, .-\Ikn 

(1998), notes that increasing the densit\ of acquaintanceship will add to local 

community cohesion. Kramlich and his associates t 19S1)). also OhSL'f\ e that 

decreasing density of acquaintanceship. contributes to the reduc\.'d fL.'eling of security. 

duc to dcclining mutual familiarity and reduced efkcti\ eness of informal de\'iancc 

control mcchanisms (Krannich ef al,. 1989: .-\llen. 1\.)\.);\). \\'ilkinson (Il)L)J), 

conce<.ks that although the homogeneity of L'ommunit~ residents may enhancc 

community fields: the I1cgati\ e factor is that it has a potential obstacle. which i" the 

hetcrol.!,L'neitv of community residents. 
~. . 

f\lartin (2003). postulates that in the health care L'I1\ ironment, dients including. 

cmplo),cL's and emploYL'r~ arc interL'skd a~ purcha~L'r~ of hL'~dth. The) \\ ant tl) ha\'e 

aCL'L'SS to local health pro\idcrs who can meet thclr individual and lamil~ health ~:are 

nceds, This l'I'caks some kind of interaction bct\\l'cn the re .... ident..; and the pro\ Idcr .... 

Thll~. the intl'rac1ional ~tmcturL' that emL'rgl's through thc rel.ltillllshq1 .... rl't\\ L'L'n 

-"'I 
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community-bascd organisations can pro\ide insights into the importance l'r' "L)lidarit). 

aspect of the community field theory. This provides the basis for how communit! 

members adapt to changes that take place and helps to know how the). ac(~pt 

institutions as mechanisms for enhancing this interaction (\\'ilkinson. 1991: \ Llflm. 

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 thc 

preservation of structure. It emphasises the \\'Jy interactions take placc while 

recognising elements in the community such as: cultural, personal and othcr clmk, t 

specific factors (Cartwright and Zandcr, 1968; \\ilkinson. 1970). \\hat is rek\ ant is 

not who occupies what position in a community organisation but \\ho can ensure that 

the objectives are achieved. According to \\' i Ikinson the gencralised leadership roles 

can be treated as developing out of the roles that are being playcd by indi\ iduals in 

the various programmes and fields in thc community (Wilkinson. 1')(J5. Ilr(}) 

Leadership in the community field theory is different from a leadcrship basl.'d on 

reputation, office, and prestige. HO\\'c\cr. thesc are recognised as important 

correlates. Thus, in community field theory. leadership may be distinguishcd from 

power in at least two ways: in action and behaviour (French and Ra\'el1. 1969: 

Wilkinson, 1965. 1970). 

4.3.2.3. Community Cohesion 

Community field theory as applied to community dc\ c10pment projL'l'h ensun:" that 

all internal and ex.krnal interest stakeholders are unitcd towards a l'ommon goal 

(Wilkinson. 1991). The community can ensurc cohesion. whIch \\ ilkinson. dcscnbL'" 

as homogeneity among community members (\\ ilkinson, 1')91) .. \Ilen and Dillman 

(1994), support the need for homogeneity by illustrating that a homogcnou,> 

community can boost its community field by linking the social ticlds in an action that 

can bendit the community as a whole. Relationships go hcyonJ L',)nnccting 

nr~anisational structurcs to personalisation of the l'x.l·hall~L's inlTL';I..;mg thL' L',ll.'nl of 

friclH.tship anwngst thL' community aftiliaks (:\Ilen and Dillman. 1 ql)-l: .\Ilen. I L)L)~). 

~ .. 
I .' 



There are various groups and associations that may be outside the health '<~tor anJ 

yet have influence on how health is financed and deli\ ~red. Their relation~hip \\ ith 

the main decision makers in the health sector nc~J to be studi~J J:-- w~lI. \lartlll 

(2003), presents a vivid analysis of how the changes in the health care ~: ~tcm are 

being driven by cost, efficiency, and quality concerns. The decisions behind the~l' 

changes may be made by interest groups, insurance companies and other ~tak,:lw kk'r" 

outside the community. Therefore, the sense of community enhances the abilit\ of all - . 

these interest groups in the community and the health sector to resoh I..' problem~ and 

express their locality-based interest in a unified way (Wilkinson. 19'72: \lartin. 2U(3). 

4.4. Harmonisation between Social Policy and Community Field Theories 

This section illustrates the interplay between social policy and community field 

theories. Whilst social policy theory on its own cannot help l'''plain all the findin~s of 

this study, community field theory cannot unilaterally, explain th~ findin~~ either. 

Thus, while social policy can only explain the findings relatin~ to governments' 

intervention, community field theory can also only explain the findings relating to the 

community's involvement in the health sector reforms. This warrants the 

combination of the two theories in the interpretation of th~ findings of this study (s~~ 

chapter I 1). 

Crucially, both social policy and community field theories ar~ USl'J tugl'th~r because 

of the clements that emerged from the empirical study conducted in Ghana. \lutual 

health organisations are influenced and supported by both th~ gU\emment and the 

community. There is also an interrelationship betwe~n the gU\ lTnm~nt and the 

community in the governancl' system of Ghana (s~e 5.2). Therefore, thc sllcCl'~Sflll 

interplay bl't\\'el'n go\ernment action and community rl'l'epti\ l'n~ss to a gr~~lkr ext~nt 

\\ill guarantel' the financial \iability in particular and the o\'crall sustainabillt y l)j'the 

mutual health organisations. The analysis of th~ result~ \\ ill "Ill)\\ bdth thl' 

gO\ lTnllll'nt and the community's rl'spun~l' to th~ changl's l)l'l'lIrring in the he~t1th 

linal1L'ing l'n\ironment (sec l'hapter II). Furthemlore. the twu theorie .... ha\e hl'l'l1 

combined to gl\l' the multiple effects, as they fultil triangulatil)n I'h\'l mean ..... more 

than l)J1l' thl'l)rl,tical approach has bl'l'n llsl'd to analysl' the linding" l)!" the l'mplflcd 

stud\' to enSlJrl' that the data is enhancl'd (Den/in, 19"70, Iln~. Bowl\l1g. 2()()()). 
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4.5. Summary of the Chapter 

Thi" chapter has extensively discussed the three th~orctl(JI models or perspective" 

useful for explaining health sector reforms. First and foremost. neo-c Li""ical 

economics theory has been discussed but dismissed. Thus. as a result of the ,:mpIrlI..'JI 

findings of this study, social policy and community field theories ha\ c been adopted 

as appropriate for explaining health sector reform (s) in the context of Ghana (sec 

chapter 11). The next chapter discusses the Ghanaian en\·ironmcnt. 



CHAPTERS 

GHANAIAN E VI RO MENT 

5.0. Introduction 

This chapter discusses the Ghanaian environment. That i the ecologi al. politi I. 

economic and social background of Ghana within which health car i finan d nd 

delivered. There are five (S) sections constituting this chapter. Section on I i an 

analysis of the ecological framework . Section two (2) examIn th politi 

framework. Section three (3) is a review of the economic en ironment. S tion ~ ur 

(4) is also an analysis of the social environment. Section fi e (S) i a brief umm 

of the chapter. Figure S.l below depicts the sustenance of the hea lth ctor within 

these four important elements in Ghana. The figure shows that the h alth 

embedded within the ecological, political , economic and social net'. ork and i a 

collaborative activ ity between the government and all takch Id r In h na 

(Republic of Ghana, 1992; MOH, 200S). There i al 0 interr lation hip b t\ n 

these elements as each complements the other. 

Figure 5.1: Relationship between the Health Sector and National Framework 

Health Sector 

Ecological Political Economic Social 
Framework Framework Environment En ironment 

(demography and (modem and (budget, traditional and 
epidemiology etc) traditional economIc inl 

governance etc) activitie t ) 



Therefore, any attempt to detach political de\clopments from mcr ,-'Iy L'conomlC 

dynamics would not provide the basis upon, which to explain all tendencies In the 

context of Ghana (Abdul-~ashiru, 2001). 

5.1. Ecological Framework 

Ghana is a tropical country located on the \Vest coast of Africa. with a national 

population density estimated to be 78.9 persons per square kilometre:-, The land al,-',! 

is 238,537 sq. km (92, 100 sq. miles). The population. according to ~OOO censu~ \\ a~ 

18.8 million with a growth rate of 2A per cent. This \\as estimated to ha\ e reached 

22.5 million based on a population growth rate of 1.9 per cent by ~006 (GSS. ~(l()~; 

World Bank, 2007). The life expectancy of the Ghanaian population is ~6 ycar~ for 

men and 57 years for women (GSS, 2005, MOH, 2005). Thc 15 to 6.+ : L'ar~ ~lgL' 

group represents 55.33 per cent of the total population. ThL' (15 ycar~ and o\er agL' 

range represents 3.4 per cent of the total population (GSS, 2005). In 2UU2. thL' 

population under 15 years was estimated to be around .+0 per cent of the I\)tal 

population. This compared with sub-Saharan Africa's .+.+ per CL'nt and thc world'~ 2\) 

per cent. Thc population over the age of (15 years \\as cstimated to bL' :-; pcr ccnt 

compared with sub-Saharan Africa's 3 per cent and the \\urld' s 7 pL'r cent (Larth 

Trends, 2003). Hence. old agc is not a major problem for the countr\' in terms of 

provision of social sl'nices. 

Bd\\'Cl'll 2000 and 200'+. adult males' literacy rate for those 1 ~ )l'arS and abo\c \\~h 

62.9 per cent and of the females in the same range \\as '+5.7 per L'cnt (\\,ltO, 2()I)I1). 

Ghana is a heterogeneous society with di\erse ethnic and di~llectical grouping" 

About -l9.1 per ccnt of the population belong to the ethnic group known a'i .\"'-m. 

Others arl': f\ lok-Dagomba (16.5 per cent); Ewe (12.7 per L'ent); and Ga- Dangme (:-; 

per ccnt) [(GSS, 2005)]. The population di'itribution contributes to L'colH)mic 

disparitil's bct\\L'en difTerent regions as showll on table 5.1. Thc data shown on table 

5.1 are the current and most reliable from the Ghana Statistical Sen'icL' sincc till' la,,1 

populat Ion L'en~us \\~IS conducted in (; h.I\1.1 in ~()OO (GS S. 2( l()5). 

TIlL' statistics shown in table 5.1 indicate that I'DI' an: gi\ en pl'll\,d. the pl)puL!tIl1n ll/ 

hoth mail's and fl'maks r,.'siding in the rllral ;Hl'~I~ had IJr L'\~'l'~'dcd th~lt til thc urhan 



dwellers: 76.9 per cent against 23.1 per cent in 1960: 71.1 per cent against 2~.9 per 

cent in 1970; 68.0 per cent against 32.0 per cent in 1984: and ~6.2 per cent ag.linst 

43.8 per cent in 2000. Thus, poverty has affected rural d\\ cIlcrs more than the urban 

dwellers, even though, there is urban poverty (GSS, 2005). 

Table 5.1: Percentage Distribution of Lrban and Rural Population by Se\: 1960. 
1970, 1984 & 2000 (per cent) 

Year 1960 1970 1984 2000 

Sex Urban Rural Urban Rural Lrban Rural Lrban I Rural 

Male 11. 9 38.7 14.4 35.2 15.6 33.7 21 .-+ 2~.1 

Female 11.2 38.2 14.5 35.9 16.4 3-+.3 :2:2.-+ :2 ~. I 
I 

I 

I 

I 
-t--::---- - . 

Total 23.1 76.9 28.9 71.1 32.0 hK.O i -+3. ~ ! Sh.2 
. ---_ .... - - - --- -

Source: GSS, 2005, 2008 

There arc different religious groups, which cherish and propagate their re~lll'cti \ \.: 

faith. Religious belief can be a determining factor governing choice ot' a particular 

health care intervention. The main religious groups include: Christianity l69 per 

cent), Islam or Muslim (15.6 per cent), African Traditional Religion (K.S pL'r cent) and 

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

5.2. Political Framework 

The political environment within \\'hich Ghana functions is a product of both the 

modern and traditional systems of go\ernancc. These \\ urk hand in hand to promol\..' 

national cohesion and de\'dopment. This is characterised by \\'hat \\'hltdidd and 

Jones, describe as nco-patrimonial political system. which indicates a mix ot' the 

kgal-rational statL' and the traditional-patrimonial state. This rekrs tll perslll1~di~atlon 

of power; political competition based on traditional forms of mobilisation such a" 

ethnicity and kinship; and the construction of political authority through the L'\ten"i(lll 

of patronagL' (\\'hitefield and Jones, :2007). 

(,hana has had about SIX separate cl)J1stitutionally ekded gU\ ernments with Ii.lllr 

ReplIblll'an L'l1l1~titlltions \\TittL'n and adopted for "tate gll\ LTnanCL' In bL't\\ \..'L'11 

denwcratically ekcted gO\ L'rnments thL're ha\ (' hL'en intefl11ltknt militan 

7';'. 



interventions. The military leaders have given general di':isati~f;Jdh-'l1 anJ economl( 

n,:cl:~~ion as their motive for take over (\10H. 1996: Adedeji. :00 I). Ho\\i.'\ ,-'r. 

overall democracy has been the hallmark of modem government admini5tr~lt!l.'1l :,inc,-' 

1992 (Higazi, 2004). The 1992 constitution of the Republic of Ghana promot~~ 

freedom of expression and association (Republic of Ghana. 1992). The modem 

political administration is headed by a parliamentary democr;Jc~ \\ith an l'lcct~d 

President assisted by a Vice-President, an elected Parliament (Legislature) and an 

independent Judiciary. The current Parliament has two hundred and thirty (~3()) 

elected members representing their respecti\'C constituencies (Republic of Ghana. 

1992). 

5.2.1. Modern Governance System: Local Government Administration 

The administration of the country is centralised \\ith enormous power re-.;id1l1g in th~ 

President. Constitutional developments from 1980' s onwards ha\l' att~mpted ll) 

decentralise affirming the role of Local Gmernment Administration (Boafo-.\rthur. 

2001; Higazi, 2004). For reasons of national political administration, the country is 

divided into ten (10) administrati\\.: regions. \\hich are managed on behal I'llI' tth.' 

President by appointed Regional Ministers and Deputy Regional \ 1 misters. Tlh.' 

President is represented at the district and municipal Ie\'els by District and \lunicipal 

Chief Executives (DCEs and MCEs), who are appointed b~ the President. Th~ 

process is that the President submits the nominated candidates to the rl':--'I1l'ct I \ l' 

municipal and district Assemblies \\here the Assemblymen and :\ssembl)'\\ omen \ llll' 

to either accept or reject them. These are the elected rq'lrl'sentati\ es or the people In 

the communities on political party lines. There \\ l're 13~ distril't and muniCIpal 

assemblies in 2006 (Ghana Districts. 200~ 1. \\hich \\as likely III incre~hc to I (l~ in 

200H (Adjei-Darko, 2007). By t\larch, 2010, thesl' had increa':il'd to 170 «(ih.lna 

Districts, 2(10). 

The local go\ernment decentralisation polICY entrusts the de\ l'lopment of the dhtn-.:h, 

l1lunicipalitil's and sub-districts in the l'ountry into the hands of the dl:--.trlct and 

muniL'ipal :\ssl'mbl ics. The objecti\c of the framers uf the l.lll'al (Ill\ (rnment J\(t Ill\S, 

P!\ DC La\\ 207 ;lI1d :\ational Decentralisation :\ction Plan 2004 \\;1:--. that decentl,t1i",ltIon 

ha-.; ~l)t a lot or bendits. including. pl'slti\ l' outcl)llleS 111 bl)th delllllcr;IlIC ,lI1d 

dl'\ l'lopll1L'ntal 1I..'I'111S (( 'rawforu. ~004: Kantatil'to, ~()( ):-\). The gll\ l'rnm~llt throug.h 



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. 

5.2.2. Traditional Governance System: Chieftaincy 

The governance of the country is a shared action between the modern 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 consists 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 communities for 

development (Boafo-Arthur, 2001; A wumah, 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 Executives 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 immediately 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 (FeO, 2004). This interventionist orientation gan~ 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 direction did not seem to change much until the 1980s (MOll. 2000). 
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5.3.1. Economically Active Population 

Ghana i a country where there are a t conomic di pariti b tw n nd m n 

geographic regions. The economica lly acti e population group and th Ir r I tion hi 

to wealth creation and di tribution of wealth ithin th aflOu r gIOn ar di u d 

in the Ghana Statistical Services Report 2005 (GSS , 2005 . Th _000 

recorded an economically active population of 8,292, 11 4 repre enting 43 . p r nt 

of the total population, which showed an increase of 48.6 per c nt compar d with th 

1984 census as shown on table 5.2 . However, the International Labour Organi ati n 

(ILO) estimates show that the economically active population of Ghana a at __ 

2008 for men in the 15 to 65 and over age group wa totall d 5 66 and th t f 

women in the same age group was 5,182. The total for both e e in th am 

group was 10,849 (ILO, 2008). The regional di stribution h O\i that 4 .4 P r nt r 
the population in Greater Accra was economica ll y acti , foil d b Sr ng h r 
(45.1 per cent), Ashanti (44.6 per cent) and W tern (44.5 P -rent in _0 O. Th i \\ '3 ' 

explained by the fact that they had gained in the har of nati ona l p pulati n. h 

increased shares might not be labour migrating into the r gion r th r th n the 

national increase (GSS , 2005). 

The statistics shown on table 5.2 are the current and mo t r Ii bl from th hana 

Statistical Service since the last population cen u \ a ondu t d in hana in _ 

(GSS,2005). 

Table 5.2: Economically Active Persons as Proportion of Population CIS yea r and old r) 
by Region (per cent) 

Re on 

In -+1. 

~ . 



About half (50.7 per cent) of the working population was engaged in agriculture. 

hunting, forestry and fishing activities. These occupations are predominant in Ashanti. 

Brong Ahafo, Northern, Eastern and Western regions. The proportion of the 

population engaged in manufacturing, including, mining and construction acti\'ities is 

highest in Greater Accra, followed by Ashanti and Western regions. In addition. 

wholesale and retail trading activities, as well as restaurant and hotels. engage a 

higher proportion of people in Greater Accra and Ashanti regions (GSS. 2005). 

5.3.2. Economic Reform 

Ghana, like most countries In sub-Saharan Africa, experienced economic turmoil. 

which necessitated the review of its initial policies adopted after independence in 

1957. The country was hit by the global economic recession in the late 1970s and 

early 1980s. This was made worse by the rampant bush fires that engulfed the length 

and breadth of the country in 1983. Cocoa trees, the cash crop that earned the country 

its foreign exchange, were ravaged in the bushfires. The government was compelled 

to seek financial assistance from the World Bank (WB) and the International 

Monetary Fund (IMF), which imposed conditions when the loan was granted. Under 

the banner of the Economic Recovery Programme (ERP), Structural Adjustment 

Programmes (SAPs) were introduced in 1983. The government was coerced to 

relinquish its total funding of some essential services including, health care (MOH, 

1996; WB, 1998; Colgan, 2002). The anticipation was that the ERP and SAPs would 

overturn a prolonged period of grave economic downturn, which was characterised by 

a seeming careless financial management which led to the inflation rate exceeding the 

100 per cent mark. Based on a capitalist-focused ideology, a case was made by the 

International Monetary Fund and the World Bank to the effect that there was 

excessive government participation in the Ghanaian economy (Abdul-Nashiru, 200 I). 

The rating of the Economic Recovery Programme (ERP) as a 'success' or 'failure' 

depends on who is making the assessment. While the government, the International 

Monetary Fund (lMF) and the World Bank (WB) estimate that it has made substantial 

improvcments in tumbling macro-economic discrepancies and liberalised the external 

sector of the cconomy (IMF, 1998; 2002). others observe that its etTc(t on the 

population has been negative, especially, with regards to employment creation and 

well-being of the people (Jonah. 1989; Panford. 1997: Boafo-Arthur. 1999). A 
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neutral opinion can be drawn from the evidence from the International ~lonetary Fund 

(IMF) assessment which shows that by the year 2001, poverty was still a systemic 

problem in Ghana. The per capita Gross Domestic Product (GOP) was about USS300 

in 2001, placing Ghana's income level below the average for sub-Saharan Africa 

countries (IMF, 2002). 

5.3.3. Economic Reform and the Private Sector 

The 'market-oriented' economic policy being pursued by the government and the 

slogan of private sector as engine of growth reflects in the support for the private 

sector. The banks have been encouraged to support the private sector with credit 

facilities. The year 2006 saw a strong growth in bank credit to the private sector: 

from ¢ 1 ,234m to ¢3,298m, representing 59.8 per cent growth in 2007. This was an 

increase on the figure of ¢618m, which represented 42.8 per cent growth recorded for 

the same period in 2006. This was made possible due to rapid expansion in the credit 

portfolio of the banks. The credit distribution increased for the following sectors of 

the economy: Services (27.5 per cent); Commerce (22.3 per cent); Miscellaneous 

(18.1 per cent); Construction (9.5 per cent) and Manufacturing (6.2 per cent) 

[(Acquah, 2008; 'Ghanaweb', 29th January, 2008)]. 

However, for a country to be economically strong, it should be able to engage in 

export of finished goods and try to reduce import of goods that can be produced from 

within. This does not appear to be the case in Ghana, even though, it is endowed with 

untapped natural resources like gold, diamond, bauxite and manganese, in addition to 

the traditional export products like cocoa and recently discovered oil deposits 

(Tawiah, 2007, 2008). Whereas the country's export of goods and services was 49.1 

per cent of its GDP, its corresponding imports stood at 69.7 per cent in 2000. In 

2005, exports accounted for 36.1 per cent ofGDP but imports accounted for 61.7 per 

cent of GOP. In the same way, while exports stood at 39.2 per cent, imports also 

stood at 63.8 per cent of GOP in 2006. 

Recent evidence indicates that while imports between June and August. 2009 shot up 

to US$5,268.58 million, exports on the other hand lagged behind r~aching 

US$3,829.13 million. Exports of cocoa beans and products from January to August. 

2009 amounted to $1,023.85 million; an annual growth of 7,4 per cent compared with 
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$953.06 million for the same period in 2008 having an annual growth of 21.3 per cent 

(Acquah, 2009; 'GNA' Wednesday, 23 September, 200ge; 'Ghanaweb', Wednesday. 

23 September, 2009f). Therefore, the country was spending higher percentage of its 

resources on imports than it was gaining from exports. This had a corresponding 

effect on prices of goods and services (see World Bank, 2003a, 2003b. 2003c, 2007: 

GSS, 2005). 

5.3.4. The HIPC Initiative 

Due to the economic crisis, the total external debts of Ghana rose from S 1407 million 

in 1980 to $4209 million in 1991. By 1996 the total debt of the country had increased 

to $6.2 billion; becoming one of the highly indebted poor countries (World Bank. 

1993; 'The Guardian', May 15, 1998; Brobbey-Mpiani, 1998). The popular Ghanaian 

proverb that encapsulates the subsequent economic reform agenda is: · obi a Qse 

wayera no nko ara na Qnim baabi a Qhy£ I translated as 'it is only the person who 

pretends to be lost, who knows his or her hide-out'. Therefore, the International 

Monetary Fund (lMF) and the World Bank (WB) after almost two decades of 

implementing the ERP and SAPs had to agree to support an all-inclusive debt 

reduction package for Ghana under the enhanced Heavily Indebted Poor Countries 

(HIPC) initiative in 2002 (lMF, 2002; Oduro, 2002). 

This was to see a total debt relief from all of Ghana's creditors worth approximately 

US$3.7 billion. This is an equivalent of US$2.186 billion in Net Present Value 

(NPV). This is the same as a 56 per cent of total outstanding debt after the full use of 

traditional debt relief mechanisms. Ghana was plunged into extreme poverty and is 

now a Highly Indebted Poor Country (HIPC) in sub-Saharan Africa: · from the frying 

pan into the fire' kind of scenario (IMF, 2002; Oduro, 2002). The failure of the 

Economic Recovery Programme (ERP) could be explained by the neglect of the 

overall context of the country. Some researchers argue that some interventions can 

fail due to the specific context within which they are implemented (Cric1 el al., 2005 ~ 

Adjei and Agyepong, 2007). 

5.3.5. Debt Status 

Important economic indicators, which show a country's economic progress. include 

Gross Domestic Product (GOP) and Gross National Income (GN I). InitiJlly. there 
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seemed to be a steady growth in the Gross Nationallncome per capita from USS320 

in 2000, increasing to US$450 in 2005 and US$520 in 2006. The Gross Domestic 

Product also showed some improvements in growth since the year 2000 figure of 3.7 

per cent rising to 6.2 per cent in 2006 (WB, 2007). However, the economy was still 

unstable as the country's total debt stock remained at US$7.1 billion as of December 

2007 and nothing noteworthy was realised from the private sector to contribute to 

employment creation. By the end of June, 2008, total public debt had increased from 

the January 2008 figure of US$7.3 billion to US$7.8 billion, representing an increase 

of 7.1 per cent within a period of six months (Acquah, 2008; 'Ghanaweb'. 29th 

January, 2008). 

Recent evidence shows that Ghana's trade deficit rose from $954.4 million as at June 

to US$1 ,439.45 million at the end of August 2009, mainly on account of the widening 

gap between exports and imports (Acquah, 2009; 'GNA', Wednesday, 23 September 

200ge; 'Ghanaweb', Wednesday, 23 September 2009f). Due to these developments, 

decision makers have redesigned the policy of Ghana's Poverty Reduction Strategy I 

(Fayemi et al., 2004), to one focused on Growth and Poverty Reduction Strategy II 

(GPRS II) 2006-2009. The GPRS II has objectives to improve human resource 

development, modernisation of agriculture and strengthening of infrastructure. The 

attainment of these objectives will help move Ghana towards reaching the middle­

income country status: a country located between the lower limits of an average 

income of$750 per capita per annum (NDPC, 2005a 2005b, 2006; WB, 2006). 

The implementation of the Economic Recovery Programme (ERP) has had some 

impact on the economy as a whole and the people. For instance, it has had 

consequences for state financing of health care in the country as the government 

continues to slash out budgets to the health sector. Consequently, a prosperous 

economy has implications for the health status of the people. Undoubtedly, this 

economic situation has also had implications for marginal propensity to save or spend 

(MPS): how much the people can save to be able to purchase goods and servi(cs 

including access to health care. Therefore, efforts to restrict public funding of health 

by the International Monetary Fund (lMF) in the case of Ghana, has repercussions for 

public health financing and policy. This also has implications for the mutual health 

organisations which arc supposed to be financed by the people in the community. 

85 



5.4. Social Environment 

Social policy and social services in Ghana include: health, education, social security. 

social work and housing (Streeten, 1979; Spicker, 1995; Aryeetey and Goldstein. 

1999). Social service provision is always influenced by the system of government in 

power (GSS, 2005; 2008). The United Nations Children's Fund Report 1986 summed 

up the critical issues of social policy deficiencies and observed that there was 

increasing poverty, inadequate nutrition and ineffective social services between the 

late 1970s and early 1980s (UNICEF, 1986; UNDP, 2004; Laid, 2006). These 

problems still persist in recent times with rural poverty being a major issue (GSS. 

2005, 2008). 

Different governments since independence have outlined developmental programmes 

aimed at alleviating poverty, as there is no clearly defined overall social policy 

programme (ISSER, 1996; Aryeetey and Goldstein, 1999; NOpe. 2005a, 2005b; 

GSS, 2005, 2008). Aryeetey and Goldstein (1999), argue that the implications of the 

Economic Recovery Programme (ERP) for social policy were two-fold: 

1. That macro-economIC aspirations took precedence over pledges to social­

development targets. 

2. That continuous growth would lead to equitable social distribution. 

Aryeetey and Goldstein (1999), note that the Economic Recovery Programme (EFP) 

had accounted for the decline in social welfare for a greater number of the population. 

Therefore. social policy in Ghana has been subjected to the dictates of economic 

reform and has been disjointed and residual (Aryeetey and Goldstein, 1999). 

Unemployment remains very high and the government recognises that despite the 

progress made, including the decline in the level of poverty the numbers in th~ 

poverty category are still too high (Agyekum, 2007). 

It is apparent that social policy framework for education is not well structured. 

However, in recent times. institutions or departments with a focus on social polic~ 

related disciplines are being established. Laid (2006), argues that the curriculum Jt 

the University of Ghana Social Work Department is based on both the British and 
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American texts and models with psycho-social approach to interventions. Therefore. 

there is the need to reform the curriculum in order to reflect the knowledge base and 

skills base training in order to address issues of the structural causes of poverty. Laid 

(2006), suggests that there is the need to develop social work based on African 

paradigms instead of over-relying on Anglo-American models. 

5.4.1. Traditional Social Welfare System 

The traditional social welfare idea in Ghana IS located in the socio-cultural 

understanding of how the family and other social relationships operate. The extended 

family provides a social and psychological support in times of economic and social 

crisis. The training and upbringing of a child is not the sole responsibility of the 

biological parents but that of the entire extended family and the community. There 

are two kinds of family inheritance in Ghana: paternal and maternal. Some 

communities and tribes follow what is termed the paternal form of inheritance where 

the offspring have according to customs and traditions, the right to inherit their 

father's estate in the event of his death. This suggests that the children of a family 

owe more allegiance to their father's side than to their mother's side. 

The maternal concept of inheritance on the other hand gives children the sense of 

belonging to their mother's side more than to their father's side. The children can 

inherit the estate of their uncles who are mostly the brothers of their mothers. Due to 

occasional ·misunderstanding as a result of the absence of 'written wills' the family 

Intestate Succession Law (PNDC Law 111 and 264) was formulated to guide family 

inheritance (Republic of Ghana, 1985, 1991; Photius, 2004; Global Property Guide. 

2007). 

5.4.2. Formal Social Security System 

During the colonial administration, a pension scheme was instituted in 1940 to cater 

for the needs of a categorised group of employees known as 'Pensionable Staff. This 

legacy was very limited in coverage and little was done immediatdy. after 

independence to overhaul its remit. However, an Act of Parliament was passed in 

1965 for the institution of a statutory scheme, which was to cover all categories of 

workers. From 1965, it operated a Provident Fund and then in 1991 it was converted 

into a Pension Scheme to cover all formal sector employees. It had detined benefits 
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and wa partiall y funded 0 ei 2003 . Thi I d to a nati onwi d 0 i I urit
J

• 

scheme within an in titutional arrang ment leno n a th So ial unt and ti n I 

In urance Tru t (SSN IT). Thi wa establi hed in 1972 b to dmini t r 

Ghana' ational Pension Scheme. Its primary r pon ibi I it i to r pi a part of I 

income due to old age, invalidity or loss of life. 

The Social Security and National Insurance Trust (SS IT) i operating di ff r nt 

schemes at the moment and it is the largest non-bank financia l in titution in th 

country COsei, 2003 ; SSNIT, 2008a, 2008b). In addition, there ar oth r 

ecurity provisions, which include civil service pensions hich ar paid out f th 

general taxes to some civil servants. There is also another chern kn wn 

uperannuation scheme for staff of the universities : lecturers, senior rn mber of th r 

research institutions and other staff with analogous qualification . Th P n i n Fund 

that SSNIT administers is a social insurance cherne under \i hieh m mb r ntr ibut 

during their working life and receive b nefit in the nt or old ag nd invalidi! . 

In case of death, members ' dependants receive a urv i or ' ben fit. Th b nell! 

stati tic as at July 2009 are shown in table 5.3 . The tabl indi at 

Security and National In surance Trust (SSNIT) paid the hi ghc t p n ion or b ncfit r 
¢ 17,442 ,200 in July, 2009. However, the highc t pcn ion paid in t; th inc pti n or 

the pen ion fund amounted to ¢ 1 09,655 ,500 as at July 2009 ( IT, 00 ). 

thousand old cedi ¢ 
Benefits Current Month (¢) Since Inception (~) 

17442200 109,65 5 500 

Lowe t Pension 260000 5000 

2 1 7,300 

High t 25 % Lump um 49 734 ,200 

L 1 , 00 1 00 

lIigh o 

I 1.9 

N : Th' ngll1 IT Ii ur n rt d fr m ' Ih u an n'\V hana l: ) - 11- ' 1 ' th u nd 



A takeholder of the cherne contributor are 0 r d und r thr mIn 

conting ncie when benefits are paid to them as and \ h n th 0 ur 

The total number of SS IT Pen ion r on the pen ion payroil for th month f 

February, 200 was 80,733 (SSN IT, 2008a 200 b). Thi had incr d to 9 . 

at July, 2009 a hown on table 5.4 (SSN IT, 2009). Th tabl hO\ that majorit · of 

SSN IT pensioners were in the Accra area in the Greater Accra region: _ . Thi 

because Accra is the national capital town with large formal ector empl o p I. 

The least number of SSNIT pensioners was recorded in Tamale area in th m 

region: 4,655. Northern region is one of the three most depri ed region . Th th r 

two are the Upper East and Upper West regions (GSS, 2005). 

Table 5.4: Distribution of Pensioners by Area of Operation: July, 2009 

Area Number 

Accra Area 26,527 

Tema Area 6,952 

Kuma i Area 16928 

Sunyani Area 13 389 

Takoradi Area 19,025 

Tamale Area 4655 

Koforidua Area 7, 12 2 

TOTAL 94,598 

Source : SSNIT, 2009 

5.4.3. Weaknesses in the Social Security System 

ven though provisions have been made under the p n ion plan for th ~ rmal 

employe ; it is evident that the informal sector al n gJ ct d ( 

20 ). The age di tribution of SSNIT Pen ioner in th country a at Jul 

depi t d in table 5.5 (SSNIT 2009). Th table d mon trat that maj rit f 

p n Ion r \ re within th 72 to 9 ar ag gr up : m J : 14 

Whil t th I b f I 14 35th ttl num r r ~ rna I t num cr 0 ma 

pnlnrw II h \ ing g nd r ari ti n in th mpl 

~ rmal 

I , 

r th n m . h 

in n timat d pulati 11 r -_. 

tal numb r f 

rid Bank. -



Table 5.5: Age Distribution of Pensioners: 72-90+ (July 2009 

Age Male Female Total 

72 - 89 14,370 1 105 I .47 

90 7 0 

90+ 18 1 19 

TOTAL 14,395 1,106 15 501 

Source: SSNIT, 2009 

NB : The tabl e shows the number of pensioners within the defined age group onl . 

The above problems and statistics highlight the difficulties brought about b th 

seeming absence of a structured social policy and social service fram ev ork in th .... 

country (Aryeetey and Goldstein, 1999). It was belie ed that thi chall ng 

resolved if a number of strategies were identified and implement d (0 

SSNIT, 2008a, 2008b; Yaron, 2005 ; Boatin & Nyarko, 2006) . Th qu that 

remains to be answered is : what happens to those who are not co IT 

Pension Scheme? To address the problems SSNIT de i ed a n w trat gy 

aimed at encouraging people in the informal ctor to join and contribut t th 

Pension Scheme (Osei, 2006; SSNIT, 2008a, 2008b). Howe er, until th m ' 

mature, it can only be deduced that the majority of Ghanaian ho ar m tl , in th 

informal sector are negl cted and have had to till eek a i tan from th traditi nal 

ocial welfare system. 

5.5. Summary of the Chapter 

Thi chapter ha aluated the ecological politi aI , conomic and 0 ial en ir nm nt · 

within whi h health i finaneed and deli ered in Ghana . It ha argu d that th " I k r 
econ ml rowth and oth r uncontroll bl ir urn tanc h na t Iii t 

finan ial a i tanc fr m th World Bank nd int mati 

iat d nditi naliti ha h d n g ti v 

h r th n th nti 

und In th 

ial n 

n ' li t . 

h n hapt r r vi \ h n ml r ~ I'm I d t h alth r r ~ I'm in hana. 



CHAPTER 6 

GHANA'S HEALTH SECTOR REFOR:\I 

6.0. Introduction 

This chapter presents Ghana's health sector refonn and is divided into six (6) sections. 

Section one (I) is a brief overview of the problems of health financing and delivery. 

Section two (2) is a discussion on the health sector refonn in general. Section three 

(3) discusses the health institutional refonn. Section four (4) examines the health 

human resources refonn. Section five (5) is an analysis of the health financing 

refonn. Section six (6) is a brief summary of the entire chapter. 

Initially, as a result of the post independence socialist system adopted in the 1960s, 

health service provision was focused on public delivery to the disadvantage of the 

private sector, particularly, self-financing health care providers (MOl-I. 2003c). 

Therefore, there is the need to relate policy refonns in Ghana's health sector to: 

the complex historical, social, cultural, economic, political, 
organisational and institutional context~ actors interests, 
experiences, positions and agendas; and policy development 
processes that influence policy programme choices (Agyepong 
and Adjei, 2007: 150). 

The government of Ghana through the sector Ministry of Health (MOH) ratified the 

Alma Ata Declaration on Primary Health Care in 1978 (WHO, 1978; Country Studies, 

1994). As a result, health financing and delivery is a combined effort between the 

government, the private sector and the community (MOH, 2005). 

6.1. Problems of Health Financing and Delivery 

This part explains the problems of health financing and delivery. That is the 

economic circumstances under which Ghana was operating in the I 990s, had an 

impact on health financing and delivery, impeding equity to the limit so that: 

I. The cumulative effect of the global economic recession led to shrinking public 

finance and mounting external debts. For example, in 1993 sub-Saharan 

A frica countries including Ghana spent 50 per Cl'nt more on servicing their 
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debt than on health and education (Logie and Woodroffe, 1993). 

2. The World Development Report 1993 indicates that spending for health by 

developing countries like Ghana was disproportionately skewed to benefit the 

rich in the form of below-cost care provided through sophisticated tertiary care 

hospitals, whilst the poor lacked access to basic health services and received 

low quality care (World Bank, 1993; MOH, I 996a; Brobbey-Mpiani. 1998). 

Health provision In Ghana was considered to be the lawful and indispensable 

responsibility of the government. However, since the implementation of the 

Economic Recovery Programme, the idea that healthcare was a collective right. which 

government must fulfil changed (Smithson et al., 1997, Brobbey-Mpiani. 1998: 

MOH, 2003c). This led to a myriad of problems regarding health care financing and 

provision. A Ministry of Health (MOH) document sums up the challenges in Ghana's 

health delivery as: 

the economic decline in the late 1960s and the 1970s slowed down 
the expansion and growth of the public sector. In spite of this, 
constant efforts were made towards providing primary health services 
for all. Nevertheless, accessibility, quality and utilisation of services 
have been low due to a dwindled health budget to as low as US$6 per 
capita. It has been estimated that less than 60 per cent of Ghanaians 
have had regular access to health services (MOH, 2003c: V) 

Despite policy implementation in the health sector, there is still a problem of inequity 

in terms of geographical access to health facilities (MOH, 1996; Brobbey-Mpiani, 

1998; Agyepong, 1999). About 40 per cent of the Ghanaian population is defined as 

poor and 27 per cent as extremely poor: those who cannot meet their basic nutritional 

requirements (MOH, 2003c). The UNDP Human Development Report on Ghana for 

2007 notes: 'life expectancy in the country increased from 55 years in 2003 to 57.9 in 

2006 compared to a world average of 64.3 years in 2006' (UNDP, 2007:34). Thus. 

poverty has a consequential effect on health outcome, at least in Ghana as: 'ill health 

is both a cause and a consequence of poverty' (MOH. 2005:5). Although, the Ghana 

Living Standards Survey of 1999 showed decline in poverty levels from 51.7 per cent 

in 1992 to 39.5 per cent in 1999, this did not reflect in the pro\'ision of health care 

(GSS, 1999; Adams et al.. 2004). 
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6.2. Health Sector Reform 

This section discusses health sector refonn in Ghana. Current health sector refonn 

has to be viewed in relation to its effect on institutional arrangements instituted in 

1988, when the aim was to halt the sliding drift of perfonnance caused by the 

economic recession of the country (MOH, 1996; Dovlo, 1998). Refonns were part of 

the general measures taken to strengthen the monitoring and control of public 

expenditure (Russell et al., 1999; IMF, 2002). The implementation of the Sector­

Wide Approach (SWAP); Ghana Vision 2020; and the Second Health Sector 

Programme of Work (2002-2006), were all aimed at ensuring equal access; improve 

quality; efficiency; and financing (WHO, 2006). In 1995 the government of Ghana 

launched a development policy known as Vision 2020. Based on this, the Ministry of 

Health also developed and introduced health sector refonn as a measure to solve some 

of the problems associated with health service delivery. The objectives of the first 

phase of the Medium Tenn Health Strategy (1996-2000) corresponded with the 

VISION 2020, and had five basic themes that focused on ensuring: 

1. Increased geographical and financial access to basic health servic~s. 

2. Better quality of care in all health facilities and in outreach services. 

3. Improved efficiency in the health sector. 

. 4. Increased overall resources in the health sector to be equitably and efficiently 

distributed. 

5. Closer collaboration and partnership between the health sector and 

communities, other sectors and private providers: both allopathic and 

traditional (Republic of Ghana, 1995; MOH, 1996b; Dovlo, 1998). 

The health sector refonn was legally implemented within the Ghana Health Service 

and Teaching Hospitals Act 525. The aim was to improve accessibility and quality of 

health services in Ghana. The health sector itself was divided into the Ministry of 

Health. the Ghana Health Service and the Teaching Hospitals Board. with respective 

management stnlctures and functions (Republic of Ghana. 1996; MOIl. 1996a. 2000). 
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6.3. Health Institutional Reform 

The health sector in Ghana has been decentralised. The structure consists of national, 

regional, district, sub-district and community health systems (GSS. 2005). These 

systems are part of the context of health financing and delivery in Ghana as illustrated 

in figure 6.1 . 

The figure shows that health service delivery in Ghana is a concerted effort between 

the Ministry of Health and other stakeholder organisations. Thus, the health sector is 

divided into: the public sector, private sector, traditional sector and other sectors. The 

public health sector consists of institutions, which provide health service as well as 

institutions, which perform regulatory functions. The private health sector consists of 

private self-financing, mission based (Christian Health Association of Ghana-CHAG) 

and non-governmental organisations, which provide health service as well as civil 

society organisations, which provide consumer protection. 

The traditional health sector also consists of traditional providers, aiternatin: 

medicine and faith healers who provide health service. Finally, the other sectors 

consist of relevant ministries such as Ministry of Education; Ministry of Food and 

Agriculture; Ministry of Local Government; Ministry of Works and Housing and 

other departments. There are inter-organisational working relationships between 

these ministries and the Ministry of Health since their activities have influence on the 

health of the people and the health sector (GSS, 2005). 
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Figure 6.1: Structural Relationship and Key Functions in th e Hea lth tor 

Ministry of Health 
Policy, M & E, Resource 

Public Sector Private Sector Traditional Sector Other Sectors 

- Ghana Hea lth Service 

(service delivery) 

-Teaching Hospitals 

(service delivery) 

-Quas i-Government 

(service delivery) 

- Statutory bodies 

(regulati on) 

Source: GSS , 2005 :72 
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The attainment of this aim depends on how realistic, innovative and resourceful the 

health sector is in its bid to achieve certain objectives. These include national 

objectives, the New Partnership for Africa's Development (NEPAD) and the 

Millennium Development Goals (MDGs). It is estimated that the Millennium 

Development Goals (MDGs) will require a per capita health expenditure of USS-lO 

million to bring about the necessary scaling up of priority health interventions. 

However, the potential resources available to the health sector for the same period are 

estimated to be around US$16.5 million (Amofa, 2008). 

6.3.2. Ghana Health Service 

The Ghana Health Service is responsible for the delivery of health sector policies 

developed by the Ministry of Health through the provision of health care in the 

country (MOH, 1996a). The national budget allocated to the health sector is shared 

between the Ministry of Health (MOH) and the Ghana Health Service (GHS). The 

Ghana Health Service's component of the budget is also allocated to the directorates, 

units and health institutions. The decision making process in the health sector has 

almost always adopted a top-down approach (Agyepong, 1999). Therefore, the 

policies developed at the national level are transmitted either vertically or horizontally 

by the chain of command to the Regional hospitals, District hospitals and the Health 

Centre facilities (GSS, 2005). 

The structure of public health service delivery is shown in figure 6.2. The figure 

shows that health service in the country is provided at the community health clinics or 

units through the sub-district health centres; district hospitals and polyclinics; regional 

hospitals to the national referral hospitals or teaching hospitals. There are 

interrelationships between these levels through monitoring and supervision. This 

structure provides a gatekeeper system where people's first point of contact with the 

health system should be at the community clinics or units. Depending on their 

conditions, they would be referred to the next level on the health system (MOH, 

2004d). Howcver, there are problems with the implementation of the gatekeeper 

system due to inadequate number of health personnel, facilities and medical 

equipment at the lower levds (f\10H, 2003e). 
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Figure 6.2: ervice Delivery Levels in the Health System 
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facility. Private health organisations have the primary aim of making profit but some 

may not be fully motivated by profit making. Some are . for-profit' and others are 

'not-for-profit' (Bennett and Ngalande-Banda, 1994, Brobbey-Mpiani, 1998). 

However, Ghana's private health sector is inhibited by several factors (MOH, 2000, 

2003c). A new vision had to be identified under health sector reform where the 

approach was to free government of its total control of the health sector funding and 

provision (MOH, 2003c; CHAG, 2006; MOHICHAG, 2006). 

6.4. HeaIth Human Resources Reform 

The health sector in Ghana needs trained and motivated staff who will work in areas 

where their services are needed because health service delivery is labour intensive and 

as a result, requires numbers and mix of staff to achieve efficiency (MOH, 2005: Di 

Matteo, 2009). The availability of skilled and adequate health human resources 

contributes to the quality of care provided at health care institutions. The refoml of 

health care human resources had to take into account the situation preceding 1996, 

which militated against health care delivery. Shortage of human resources led to 

health facilities being unevenly distributed with more access toward the south and in 

the cities. On average, about 40 per cent of Ghanaians were living more than 15 

kilometres away from even the most basic health services (MOH, 1995: Dovlo, 1998). 

A number of strategies were introduced with the expectation that they would help 

develop skilled based health personnel which would improve health service delivery 

(MOH, 1996b, 1997; Dovlo, 1998). Even though efforts are made to train all 

categories of health staff, the sector still faces a lot of challenges in developing and 

retaining a workforce (WB, 1994: Dovlo, 1998, MOH, 2004c). The ratio of doctors 

to the population had increased from 16, 759 in 2003 to 17,615 in 2004. The ratio of 

nurse to patient in the population was reduced from 2,254 in :2003 to 1,513 in 2004. 

Although, the net ratio of nurses and doctors to the population was considered as 

positive (GHS, 2004a), by the year 2008, the doctor to patient ratio was I doctor to 

9,090 patients; the nurse to patient ratio was 1 nurse to 1,538 patients; and the 

phamlacist to patient ratio was 1 pharmacist to 13,373 patients in the population 

(Amofa, 2008). 
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6.4.1. Challenges of the Exodus of Health Personnel to the Dia pora 

Apart from retir ment and other r a on for attrition , the h alth tor \\' hit bv \\'h I 

wa termed the brain drain of health taff in th latt r part of th 1990 . By _ 

the problem of an ageing workforce combin d ith th brain dr in r ult d In 

inadequacy in numbers , skill mix and distribution (Amofa 200 . Tabl 6. 1 h \\' 

the receiving countries of these health personnel who I ft the country. 

many a 1200 doctors travelled to the United States of America hi! onl 0 d 

travelled to Canada. Thus, a total of 1700 doctors left Ghana in 200_ Bu han and 

Dovlo, 2004). 

Table 6.1: Countries Hosting Ghanaian Doctors: 2002 

Country Number of Ghanaian Doctor 

USA 1200 

UK 300 

SI uth Africa 150 

Canada 50 

ur e: Bu han and Dovlo, 2004 

imilar/y within a six year period a total of 3 087 nur e left the country for th 

a um d gr ner pa tures in the developed economi a shown on table 6.2. It ho 

that b tween 1998 and May 2003, the United Kingdom rec i d th high t numb r 

f -,4 nurses and South Africa recei ed the lea t numb r of 24 nur e (Buchan and 

o 2004). 

h r ot f th probl m wa that a hortag of health taff in th d 

n ml op n d up a nu for om of th orkforc to migrat fr m h n 
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MOH 2 02· Buchan and Do 10 2004 . Th data a ailabl fo r 1 I 

changed. 

., h d n I 

Table 6.2: Ghana Nurses Verification: Country Verified for and Year 

Country of Number of Nurses & Year of Seeking eriflcation 
Destination 1998 1999 2000 2001 2002 2003 (up to Total 

May) 

USA 50 42 44 129 81 80 -

UK 97 265 646 738 405 317 24 

Canada 12 13 26 46 33 10 140 

South Africa 9 4 3 2 6 - _4 

Others 4 4 8 8 5 - _9 

Total 172 328 727 923 530 407 ,0 7 

ource: Buchan and Oovlo, 2004 

h poor remuneration and unfavourabl conditi on of III han and th 
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working extra hours. Cash was paid to statT at the accounts or finance department of 

the health institutions. Until then, overtime allowance was not a common feature of 

public health service financial management structure (Buchan and Dodo. 2004), 

Paradoxically, this incentive package rather served as the 'push factor' for health 

personnel who were wi Iling to leave the country to confirm their determination to do 

so because they could accumulate money to pay for their travel expenses. To reverse 

the trend, the ADHA was mechanised into the overall salary structure for health statT 

in 2004 under expenditure item I (Personal Emoluments) [(GHS, 2004a)]. 

The two key issues facing health policy makers are work load and the statT mix in the 

context of a limited supply of health staff. There is pressure on the statT at the health 

facilities. Therefore: 'health workers continued to work under very difficult 

circumstances to ensure that services are delivered in all parts of the country' and 'it 

is the extra hard work by the ever-dwindling numbers that have kept the current levels 

of service delivery from total collapse' (GHS, 2004a:2). 

6.5. Health Financing Reform 

Different health financing models have been implemented since independence in 

1957. These always took into account the prevailing ideology such as the socialist 

and the market-driven economic approaches. Ghana adopted health financing policies 

with the view to improving financial access and ensuring equity in health care for the 

population. Traditionally, there are three main sources of funding for the health 

sector (MOIl, 1007b, 2007c). These are explained below. 

6.5.1. Government of Ghana Funding via Taxation 

During the colonial era, patients to public health facilities were paying about 20 pence 

per cach patient in fees. This continued immediately after independence in 1957. 

During President Nkrumah's rule with his Convention People's Party (CPP), there 

was somc token payment for services at hospitals, but much of the funding came from 

the government. The health sector's financing policy was fashioned along the social 

systcm of health care delivery where everyone was treated free of charge in the public 

health institutions and the cost absorbed by the government (MOH. 2003b, 2003c; 

Osci el al .. 1007). This stratcgy corresponded with the prc\'ailing political ideology 

which was interventionist in orientation (FCQ, 1004). 
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Table 6.3 how how the health budget wa used on anou p ndirur it m for th 

2 07 fi cal year. It shows that the go emment of Ghana GoG compon nt of th h Ith 

budget fi nanc certai n expenditure uch a : item 1: per anal malum nt : It m _: 

admini tration- item 3: ervice deli ery- and item 4: in e tment M H 00 b . Th i 

c n titu t d an amount of ¢2,481 904 in 2007 (MOH 2007b) . 

Table 6.3: Budget Ceiling by Item: 2007 (million old cedis , ¢) 

Item GOG DHF Donor IGF NHIF HIPC Total 

earmarked 

1 2, 175 ,550 - - - 72530 - _ , ~4 .0 0 

2 102 676 18,000 - 169 153 60.647 - 0,476 

3 100,3 9 171,000 365,565 318,909 I 252 550 0,000 2.288,4 13 

4 103 ,289 - 312,225 32,938 373 370 15,000 836,8 __ 

Total 2,481 ,904 189,000 677,790 521 ,000 1,759,097 95,000 5,723,791 

ur e: MOH 2007b 

Taxati n wa th main ouree of fin ancing the hea lth sector (K egyir-Aggre 199 , 

lampugri 200 ). The Mini try of Hea lth wa allocated uffici nt fund in nali onal 

budg t t m t th I of drug m dica l equipment and taff r munerati on. Th 

p pul ali n fth untr at th time wa than six milli on (6 m). The g ve rnm nl 

a th ma in {inan i r of the hea lth ec tor until e ent in the 19 0 brought a 

drama ti hang in fu nding. A numb r of ev nt took pl ac hich made it e trem Iy 

lirfi ' ult ~ r th g rnm nt to ingle-hand dl fin anc hea lth care ( e M H, 19 5, 

b 2 0 _,200 a _003b 2003c 2004a 2005) . 

6.5.2. Donor Funding 
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the lea t amount of $4 900 000 into th h alth account in 200 

2002a,2002b; VVB,2003a,2003b,2003c 2004a 2004b. 

Table 6.4: Donor's Expected Contribution to Health Account: 2003 (in U 0 

Donor Organisation / Country Projected Contribution ( SD 

World Bank 22,50000 

Danida 8,800000 

DflD 12400 000 

Netherlands Government 14,4 70 000 

uropean Union 4,900 000 

Source : MOH, 2002; Danida, 2002a. 

Initially, these organisation provided their support eparatel . E ntuall , a 

partner hip was fostered where all such contribution re put together in mm n 

fund called the Donor Pool Fund (DPF). The Mini try of Haith ben fit d from th 

funds , which were provided through grants loans and indirectly through pr j t , 

con tituting between 40 and 60 per cent of the health ector budget for Ghana ( 

MOH 2000 2002). The problem with Ghana 's economy i it 0 r-r Ii n n 

t rnal aid whi h ha made it an aid dependent country (Whit field 2005 ' hi ala, 

2 06 ' Whitefield and Jones, 2007). Therefore it b came an i ue of con m ~ r 

h alth poli y maker and admini trator when the Donor Pool Fund began to dwindl 

in 2006 a part of the transtl r to Multi-Donor Budget upport und r th e up r i i n 

f th Mini try of Financ and Economic Planning ( c MOH 2003a, 2003b, 2 03 , 

2 04a, 2004 ). Thi ha implication for re ource inflow into th h alth ct r. 

II \ V r, a an been from table 6.5 donor organi ation contributed t th hea lth 

ud t for 200 financial y ar (MOH 2009) . It ho th donor comp n nt f 

a ud t ummary b th Mini tr of Health hi hu ed pr 1 ional data fr m th 

ran_ in nil tat m nt nd allo ating agai n t th d budg t r m th 
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Table 6.5: Donor Component: Budget Execution - Spending Again t Bud t b) 
C . 2008 ( .. ategones: mdllOn old cedis, ¢) 

Item Description Investment Expenditure ariance 0/0 

Expenses 

1 Per ona l - - - -

Emo lument 

2 Admi nistration 5, 000000,000 6686540000 ( 1.686. ~ 40,000) 3J .r) 

Expenses 

3 Service Expen es 397 ,000,000,000 1,088,166,490.000 (691,166.-+90.000 (17 -+ .10) 

4 In v tment 865, 312 , 190,000 319339.760.000 5-+ - .9 _.-t 0.000 6.~ . 1 0 

Expen e 

Approved Budget 1,267,312,190,000 1,414,192 790.000 (146,880600000) ( 11.59) 

ource: MOH, 2009. 

N8 : The original figures were converted from ' million ne Ghana edi (G H )' t ' mill i n 

old cedis (¢)' . 

6.5.3. Cost Recovery or User Fees - 'Little R' Reform 

Hi torically, user fees were re-introduced in public health faciliti - in 1969. In th 

1970 , the Hospital Fees Act (No. 387) of 1971 was introduc d \ h r minimal 

charge were allowed for some of the service pro ided at public h alth fa iliti 

(Atim et al., 200 I a, 2001 b,200 I c). The government r pon ibilit for 

financing health changed where some aspect of the co t of h alth care d 

onto th patient (MOH, 1985). Ghana adopt d the fir t finan ing r form alt mati 

under the hea lth sector refoml clas ified a ' little R' r form (H iao 2000 ' B rman nd 

Bert 2000). 
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(L.1. 1313), which introduced significant increase in fee payment for services (MOH, 

1985). 

6.5.3.1. The Bamako Initiative and Cash and Carry 

The actual cost recovery programme for essential drugs was implemented after the 

Bamako Initiative in 1987 (AU, 2005a; Kasilo, 2005). This policy aimed to grant 

public health facilities seeded capital in the form of drug supplies from which they 

were to sell at a 15 per cent mark up on cost after buying the drugs from the Central 

and Regional Medical Stores (CRMS). The regulation permitted public health 

institutions and patients to procure drugs from the open market: licensed chemists and 

pharmaceutical companies in the event of the unavailability of any particular drug. 

The Essential Drugs List (EDL) guided drug purchases for the public health 

institutions. 

A pilot implementation of the drugs policy was conducted at Ridge Hospital in the 

Greater Accra region in 1992. The success of this led to a nationwide roll out of the 

programme in all public health facilities in the same year (MOH, 1985; Afari­

Adomah, 1996). Other hospital services such as laboratory, radiology, x-ray, among 

others, were included in a policy, which later became known as 'Cash and Carry' 

system. The government also defined entitlements to full or partial exemption from 

payment for paupers, health workers, patients with tuberculosis and leprosy and 

psychiatric patients among others (MOH, 1985). Four categories of user fees for 

public health facilities were identified (Adams, 1996; Nyonator and Kutzin, 1999). 

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

The implementation of this policy was problematic. Despite the assumed growth in 

expenditure by the Ministry of Health by 12 per cent in real terms from 1986 to 1990, 

it only led to a 2.3 per cent real per capita increase due to the population growth ratc 

of over 3 per cent per annum (Asenso-Okyere, 1995; Nyonator and Kutzin. 1999). 

Even though it was envisaged that the Ministry of Health could raise at least 15 per 

cent of its recurrent expenditure through user fees, it did only raise an average of 10 

per cent from 1985 to 1993 (Atim el al., 200 I a, 200 I b, 200 I c). Thc negativc effect of 

this health financing mechanism began to have a toll on the citizens and difTcrcnt 
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descriptions of people's disenchantment were circulated. Asenso-Okyere (1995). 

describes it as a comprehensive scheme notoriously referred to as Cash-and-Carry. 

Asenso-Okyere et al. (1998), investigated the effect of the cost recovery polic: on 

health care seeking behaviour of the patient and found that there was an increase in 

self-medication and other behaviours aimed at cost-saving. In a related study. 

Asenso-Okyere et al. (1999), studied the behaviour of health workers and found that 

while the availability of safe and effective drugs had improved, most prescribers took 

economic limitations into account before issuing prescriptions with far reaching 

implications for people's health (Asenso-Okyere et al., 1999). 

Many people began to seek health care away from public health facilities. They 

sought it from private medical practitioners, mission health institutions. herbalists. 

and fetish priests (Waddington & Enyimayew, 1989, 1990; Asenso-Okyen: el al.. 

1998; Van den Boom et al., 2004). Again, the introduction of this policy in the public 

health facilities encouraged near 'corrupt attitude' amongst health personnel. Adams. 

(1996), observes that there are widespread local charging practices by health facilities 

and under-the-table payments to health service providers: its equity ramifications arc 

doubtful (Adams, 1996; Nyonator and Kutzin, 1999). The rural areas are the most 

badly hit and its contribution to health sector funding is not significant. Obviously, 

the entire population, including the health workers do not like the policy. 

6.5.4. Risk Sharing: Health Insurance Scheme - ~Big R' Reform 

As the health sector financing reform continued to evolve, a stage was set for 

implementing a health insurance scheme. This qualifies as the 'big R' reform. The 

government's reliance on tax-based and donor aid financing was no longer n:alistic 

and health insurance was seen as an alternative source of financing the badly required 

improvement and delivery of health care as well as managing the sufferings that 

households face in paying for medical costs under the user fees (Nolan and Turbat. 

1995, Dablu, 2001). 
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6.5.4.1. The Pilot National Health Insurance Scheme: 1997 

The implementation of the National Health Insurance Scheme (NHIS) as a new and 

supplementary health financing strategy went through several processes. A pilot 

project was launched in 1997 in four administrative districts in the Eastern region by 

the then Government under the National Democratic Congress (NDC). As it was 

going to be the first of its kind in the country, there was the need to ascertain the 

willingness to participate on the part of the people. A survey found that thl?re was a 

high degree of acceptance in all communities. Over 90 per cent of respondents agreed 

to participate in the scheme and up to 63.6 per cent were willing to pay a premium of 

¢5,000.00 (5000 cents or $3.03) a month for a household of five persons (Asenso­

Okyere et al. 1997). However, it was suspended for many reasons. There was lack of 

adequate debate amongst stakeholders in the country. The need for a general overhaul 

of the health financing policy was recognised (Atim et al., 2001a, 2001b, 200Ic). 

6.5.4.2. The National Health Insurance Scheme 2003 (Act 650): 2004 

The Government under the New Patriotic Party (NPP) included in its manifesto for 

election 2000: a promise to introduce health insurance into the Ghana health financing 

stream. They assumed power in 2001 and an Act of Parliament titled: National 

Health Insurance Scheme 2003, Act 650 was subsequently launched in March, 2004 

(MOH, 2003d; Abbey, 2003). Among other things, it is to: ' ... establish a National 

Health Insurance Fund that will provide subsidy to licensed district mutual health 

insurance schemes ... ' (MOH, 2003d:5). Again, ·the aim of the health insurance is to 

enable the government achieve its set health goal within the context of the GPRS and 

the health sector's Five-Year Programme of Work: 2002-2006' (MOH, 2004d:5). 

The long-ternl vision is that health insurance would become mandatory for every 

Ghanaian and residents in Ghana (Apoya, 2002~ Danida, 2002a, 2002b). The 

fundamental principle is that inability to pay at the point of service use should not 

prevent access to essential services (MOH, 2003d; Atim, 2003). Objectivl?s arl? 

identified for the first ten years of the implementation of the National Health 

Insurance Programme (NHIP). The penultimatl? objective is to achieve an insurance 

coverage of between 30-40 per cent of the population within the short to medium tenn 

and between 50-60 per cent within the medium to long tenn (Atim. 2003). 

107 



6.5.4.3. The Model of the ational Health Insurance Scheme 

When introducing the ational Health Insurance polic th qu tion that r main d t 

be an wered wa how to deal with the large informal ctor population . or th 

purpo es of th e National Health In urance Schem hea lthcare b n fit , th 1 ini try 

of Health has categori sed the population on the basi of ocio - conomic tu. 

explain d in table 6.6 below. The core pore people in the population ar , mp t d 

from payment of premiums under the National Health Insuranc h m 

2003d, 2004b, 2004d). 

Table 6.6: Informal Sector Categorisation: Ghana 

Social Group Class 

Core Poor A 

Very Poor B 

Poor C 

Middl e rncome D 

Rich E 

Very Ri ch F 

Source: MOH 2004d : 14 

Definition 

therefore unabl e to upport th m el 

fin ancial support from the ource of 10\ income 

Adult who are employed but rec i 

and are unabl e to mee t ba ic need 

nough to me t their ba ic n ed 

Adult 

wa nt 

Adult 

wa nt 

As indicated earli er from 1985, Ghana tarted eking di f~ r nt m thod to fi n n it 

h alth ar d Iiv ry (MOH, 1985). The included di ft! r nt kind of g ogr phi II 

b d mutual h alth organi ation for th infom1al ctor ; ocial h alth in ur n ~ r 
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Therefore, the model of the National Health Insurance Scheme was designed as a 

mandatory social health insurance. An Act of Parliament: NHI 2003, Act 650 (~10H. 

2003d), makes it compulsory for all or some citizens, especially, those in formal 

employment to become members of a health insurance scheme with its community 

health insurance dimension (McIntyre and Gilson, 2005). The Legislative Instrument 

1809 was introduced to affirm its establishment (MOH, 2004b). Three main types of 

health insurance schemes are specified under the NHI Act 650: 

1. District Mutual Health Insurance Schemes; 

2. Private Commercial Health Insurance Schemes; and 

3. Private Mutual Health Insurance Schemes (MOH, 2003d). 

The district mutual health insurance schemes and private mutual health insurance 

schemes are targeted at almost the same population groups. The socialised health 

insurance approach is incorporated into the district mutual health insurance schemes 

(DMHIS) where the formal sector employees are covered by social health insurance 

system. The informal sector population is also covered by the district mutual health 

insurance schemes modelled after the mutual health organisations approach (Atim, 

2003). The private mutual health insurance schemes (PMHIS) are supposed to be 

established and managed by independent groups and associations that are outside the 

management control of the district and municipal Assemblies (MOH, 2003d). Thus, 

the Ministry of Health policy document makes it clear that: 

any group of persons in Ghana may establish and operate a 
Private Mutual Health Insurance Scheme which shall not 
necessarily have a district focus. It may either be community­
based or occupational or faith-based. It is also social in character 
but this type will not receive subsidy from government (MOl-I, 

2004d: 11) 

6.5.4.4. National Health Insurance Council and Authority (:\HIC & :\HIA) 

The N H I Act 650 provides a strong regulatory framework for the management of the 

National Health Insurance Scheme. At the national level, institutions have been 

established. which include the National Health Insurance Council (~lIle) and 
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Authority (NHlA), which are entrusted with the responsibility for fonnulating and 

providing policy guidance and overseeing the implementation of the National Health 

Insurance Programme (NHIP). Other functions are: the collection, deposit. 

investment, administration and disbursement of the funds that come into the National 

Health Insurance Fund (NHIF); supervision and licensing of prospective health 

insurance schemes; regulating as well as accrediting health care providers (DFID. 

2002; MOH, 2003d, 2004b; Atim, 2003). 

6.5.4.5. Private Health Insurance Sector 

By 2001, there seemed to be no specific legal framework for the private health 

insurance sector in Ghana (Atim et aI., 2001a, 2001b, 200Ic). The reason was that 

the private health insurance market is not well developed. The World Bank Report 

2008 argues: 

Regardless of the social and political context, over time the 
limited capability of the public sector to fully satisfy the 
anticipated continued rapid increase in demand is expected to 
drive an increase in the private sector's share in most countries 
(WB, 2008:40) 

This is why the National Health Insurance Act 650 under section 39 states that: . a 

body corporate registered as a limited liability company under the Companies Code 

1973 (Act 179) may operate as a Private Commercial Health Insurance Scheme' 

(MOH, 2003d: 16). Preker (2004b), observes that even in countries with a tax funded 

National Health Service, there is a role for insurance to: mobilize additional money, 

protect against financial risk and secure access to better care. The challenge is to 

explore the extent to which private sector participation is encouraged within the 

implementation of the National Health Insurance Scheme (NHIS). 

6.6. Summary of the Chapter 

This chapter has analysed Ghana's health sector refonn. It has been shown that th\.: 

refonn in the health sector has had effect in the areas of health institutional. health 

human resources and health financing. The inability of central government to singk­

handedly provide funding for the health sector led to the implementation of the user 

fees policy or 'cash and carry' system in public health facilities. This brought in its 
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wake myriad of problems including, reduced acccss to orthodox hC;Jlth \.',1 f,-' b: thc 

people. That is, the problem of inequity is pronounced amongst the informal ~cctL)f 

population. Therefore, different funding mechanisms \\ efe experimented. leading t" 

the introduction of risk-sharing or health insurance in \larch. 200-+ (\10H. ~UU':;d. 

2004b). The next chapter examines the emergence and dc\ dopment of mutu~d hi..'alth 

organisations. 
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CHAPTER 7 

THE EMERGENCE OF MUTt:AL HEALTH ORGA:\ISATIO:\S 

7.0. Introduction 

This chapter is a follow up to the discussions in chapter three (3) on the emergence of 

mutual health organisations in sub-Saharan Africa and Ghana. Specifically. it 

describes how mutual health organisations have evolved in Ghana. The chapter is 

divided into four (4) sections. Section one (1) discusses the stimulus for the interest 

in the mutual health organisations. Section two (2) presents the Pre-NHI 2003 MHOs 

era. Here, there is a review of the community-based health insurance era spanning 

between 1850 and 1998. There is also a discussion of the mutual health organisations 

era, which spans between 1999 and 2004. Section three (3) is a brief account of the 

National Health Insurance Act 650 (MOH, 2003d), and the challenges for the mutual 

health organisations. Section four (4) is a summary of the chapter. 

7.1. Stimulus for the interest in the Mutual Health Organisations 

Mutual health organisations have distinct characteristics (see Atim, 1999: Crid and 

Waelkens, 2000; Mariam, 2003). They differ from all other types of health insuram:e 

and financing schemes that use risk-sharing and risk-pooling approaches (Atim, 

2000). The reasons for the establishment of mutual health organisations in sub­

Saharan Africa vary, depending on the specific community context (Gibson, 1988: De 

Bethune et al., 1989; Arhin, 1995; Sikosana et aI., 1997; Atim, 1998, 1999~ Dablu, 

2001; eriel et el., 2005; Mcintyre and Gilson, 2005). Some policy and economic 

analysts assert that community-based health insurance schemes in developing 

countries were initiated as a response to severe economic constraints, political 

instability and the absence of good governance (Preker et al., 2002), but Ghana's case 

was propelled by economic need rather than political instability or lack of good 

governance (Obama, 2009a, 2009b). 

In the year 2000, taxation and external sources constituted 53.5 per cent of the total 

public health expenditure and private health expenditure in Ghana. This included 

insurance, out-of-pocket payments, non-governmental organisations (NGOs) and 

private investment was 46.5 per cent. However, the expenditure of community-based 
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health insurance schemes alone as a percentage of total health expenditure is not 

available, because about 80 per cent of all schemes were formed between 1999 and 

2000 (WHO, 2000; Atim et al., 2001a, 2001b, 2001c; Atampugri, 2003). Arhinful 

(2000), describes the complications and inconveniences of implementing health 

insurance schemes in Ghana which include Ghana's low economic basc. a relativclv 

poor population with unplanned spending on health care, and lack of expcrtise on 

socialised health insurance. 

The public and private 'not-for-profit' health care providers, especially. the Mission 

health institutions view mutual health organisations as a way of controlling unpaid 

bills left by patients who abscond after treatment (Musau, 1999), and a method of 

helping relatively poor communities to manage health risks (Criel. 1998, 2001; Prckcr 

et al., 2002; Preker, 2005; Tabor, 2005). The user fees policy has not ablc to totally 

ensure the provision of universal health coveragc and financial protection to the 

people of Ghana, especially, those in the remotest parts of the country. Therefore, the 

need arose for the communities to find a way to address their own hcalth financing 

needs without relying on resources in the public health sector (ArhinfuI. 2000; Atim el 

al., 2001 a, 2001 b, 2001 c; Dahlu, 200 I; Atampugri, 2003). 

7.2. Pre-NHI 2003 Mutual Health Organisations Era 

Mutual health organisations in Ghana have a distinctive history of development. 

. Specific periods have sought to give them an identity and this explains the enthusiasm 

with which the communities have embraced the concept. Two different phases of 

how they have evolved and operated in Ghana can be identified. The first covers two 

periods that preceded the implementation of the National Health Insurance Act 650 in 

2004 (MOH, 2003d), which is termed the pre-NHI 2003 MHOs era. The second phasc 

covers their current operations under the National Health Insurance Act 650 (MOH. 

2003d). This period is termed post-NHI 2003 MHOs era (see chaptcr 9). 

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

This period covers the operations of community health insurance between 1 X50 and 

1998. En:n though, Ghana cmbraccd thc community-based hcalth insurance 

ideology. whieh becamc wcll established in the latc 1990s and early 2000, there were 
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already some saving groups and social movements in the communities (VHRA. 

1998). There are good interpersonal relationships amongst people and between the 

communities in Ghana. The extended family ,system encourages long-lasting 

relationships between families and communities. There are also intra and inter 

community networks brought about by inter-tribal marriages. All these provide the 

basis for solidarity between and amongst the stakeholders in such unions (Arhinful. 

2000; Jacobs et at., 2008). 

In the Volta region alone, about 3000 social financing (saving) schemes «Dcyeltere, 

1993; Atim, 1999), could be identified, some of them established as far back as the 

1850s (VRHA, 1998; Atim, 1999, 2000; Dablu, 200 I). They are generally formed on 

a small to medium scale in tenns of their membership (Atim, 1998, 1999. 2000; 

Musau, 1999; Criel and Waelkens, 2000, 2003; Mariam, 2003; Carrin et at., 2005; 

Jacobs et at., 2008). They operate on the basis of traditional financial solidarity 

networks using resource mobilisation efforts in the fonn of family contributions: 

'abusua dwatire' and 'abusua fotoo' (family capital). Family members have to 

contribute to be able to benefit when one has needs (Atim & Sock, 2000; Dablll, 

2001). The 'Susu' or the credit union types are formed on the basis that members 

contribute an agreed amount of money into a common fund. At the end of any agreed 

period, a member is given the opportunity to take out the amount contributed or a 

greater percentage of it. This can be used for any purpose when the member is in 

need of money. This is done on rotational basis, the basic principles being mutuality 

and trust (Atim, 1999, 2000; Schneider, 2005a, 2005b). 

In the 1990s, there was fonnal recognition of this effort by the communities. In 1992, 

the management of St Theresa's Hospital collaborated with the Chiefs and people of 

the Nkoranza District in the Brong Ahafo region, to establish the first community 

health insurance scheme (Atim and Sock, 2000). This was under the direction of the 

Catholic Diocese of Sunyani, and it was supported by Memisa, a Non-Governmental 

Organisation (NGO). This was informed by the experience of the Bwamanda Scheme 

in fonner Zaire, now People's Democratic Republic of Congo (Criel and Kegcls, 

1997). The Nkoranza Community Health Insurance Scheme (NCIIIS) partially 

solved the health care financing problems facing the people in thc farming 

communities of the Nkoranza District. It helped to rcduce the ratc at which patients 
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abscond after treatment. It also helped to reduce mortality rates at the S t Theresa's 

Hospital, which is the only hospital in the entire district and owned by the Catholic 

Diocese of Sunyani (Atim and Sock, 2000). 

This success encouraged other rural communities to establish their own schemes. In 

1995, the West Gonja Hospital Health Insurance Scheme in Damongo in the Northern 

region, was established (Kipo and Marx, 2001; Osei-Akoto, 2003). This was a replica 

of the Nkoranza Scheme in design and management structure. It was also initiated by 

the Catholic Diocese in the district. These schemes relied on the support of the 

opinion leaders like the Bishops, who adopted special roles in the promotion and 

sustenance of community development projects in Ghana. The first health sector­

initiated community health insurance scheme was piloted in the Dangme W cst 

District in the Greater Accra region. It started in 1996 and became operational in the 

year 2000, as a partnership between the Ministry of Health and the Chiefs and people 

of the district (Agyepong et al., 2006). 

7.2.2. Mutual Health Organisations Era: 1999 - 2004 

The overwhelming success of these pilot schemes prompted health policy makers and 

international experts to find ways of encouraging their spread in the country (Atim, 

1998, 1999). Thus, the orientation of the community-based health insurance schemes 

in Ghana was streamlined when international donor organisations, . Partners for 

Health Refonn' (PHR) and its sister organisation, . Partnership for Health 

Refonnplus' (PHRplus) joined efforts to promote these schemes from the latter part of 

1990s to early 2000s. These organisations were under the financial sponsorship of 

United States Agency for International Development (USAlD) and the . Danish 

International Development Agency' (DAN IDA). Their involvement contributed to a 

systematic study on these local initiatives in Ghana, which led to the first published 

documents on the concept of the mutual health organisations. This also led to a 

nationwide dissemination of their effectiveness and hidden potential in increasing 

access to health care by poor people (Atim, 2000; Apoya, 2002, 2003). 

The involvement of other organisations usmg the Nkoranza Community Health 

Insurance Scheme as a template drew attention from international actors like the 

\Vorld Ilealth Organisation (Atim, 1998, 1999; Atim <.'1 £1/., 1998; Atim and Sock. 
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2000). The word 'mutual', which is the English versIOn of the French word. 

'mutuelle' was coined for the schemes in Ghana around 1999. The name. identity and 

operational remits of the schemes have changed from this time onwards. The 

phenomenon was adopted in most communities and the schemes started springing up 

in greater numbers. In the Ashanti region of Ghana, 'Partnerships for Health 

Reformplus' (PHRplus) helped mutual health organisations get started and they also 

worked with the Ashanti King to design a Regional Fund to provide technical 

assistance with a view to potentially subsidising membership for the poorest to 

increase their access to tertiary care (Apoya, 2002). This shows the role of Chiefs and 

traditional leadership in the promotion of the mutual health organisations (MHOs) in 

Ghana. 

A nationwide survey conducted in 2001 identi fied and recorded 47 mutual health 

organisations (Kankye et at., 2001; Atim et al. 2001 a, 2001 b, 200 Ie). By the year 

2004, the number had increased to as many as between 160 and 170 (Apoya, 2003; 

Bennett, 2004). The number of people who were accessing health care through 

mutual health organisations ranged from 400,000 to 500,000, which represents 59 per 

cent of the membership in the informal sector population of Ghana (Apoya, 2003). 

They have their own constitutions and have the ability to decide which health 

providers they would like to deal with. It was this unique feature that enabled them to 

grow within a short time (Apoya, 2003). Basically, two types of community health 

insurance schemes (CHIS) or mutual health organisations (MHOs) could be identified 

during this time in Ghana: 

I. Schemes owned and managed by health providers, 

2. Schemes organised and managed by the communities themselves who then 

contracted the service providers for a fee (Atim, 1998, 2001: Atim el at., 

2001a, 2001b, 200Ic). 

This success led to the proposal that the solution. in the short to medium term. in 

financing a sustainable health care system for Ghanaians. especially the rural 

population. lay in decentralised community-based health insurance schemes (Apoya. 
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2002; Danida, 2002a, 2002b). The administrative structure, roles and responsibilIties 

of management of the pre-NHI 2003 MHOs are described in appendix A. 

7.3. The NHI Act 650 and the Challenges for the Mutual Health Organisations 

It would be recalled from chapter 6 that mutual health organisations were being 

explored to recreate the health financing system in order to meet the needs of the 

people in the informal sector economy before the Ghana National Health Insurance 

Scheme was introduced in 2004. Meanwhile, the National Health Insurance Act 650 

(MOH, 2003d), specifies that district and municipal mutual health insurance schemes 

(DMMHIS) are to be established in all the political administrative districts and 

municipalities. They will operate as health insurance management groups and scr"c 

as third party health care purchasers for the respective communities. The financial 

management component of their roles is to serve as a conduit through which funds 

accumulated are to be used to pay for community-based health services on behalf of 

the population in their area of operation (MOH, 2003d, 2004b). With this 

development, it is imperative that the influence of the NHI Act 650 on the operations 

of mutual health organisations in Ghana is critically examined vis-a-vis the 

institutional framework, financial viability and social dynamics (see chapters 9, 10 

and 11). 

7.4. Summary of the Chapter 

This chapter has appraised the emergence and evolution of mutual health 

organisations, especially, before the National Health Insurance Act 650 was 

introduced with legislative instrument L.1. 1809 in Ghana in 2004 (MOH, 2003d, 

2004b). It has been shown that the mutual health organisations phenomenon cmerged 

when some international donor organisations collaborated with some communities to 

reveal the potential of these schemes to increase health care financial access to people 

in the informal sector of the economy. The next chapter presents the research 

met hodology. 
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S.O. Introduction 

CHAPTERS 

RESEARCH METHODOLOGY 

This chapter presents a comprehensive account of the processes undertaken to colkct 

empirical data to address the objectives of the study. Thus, the field study was 

designed to solicit information from certain individuals, groups of people and 

organisations in Ghana (see appendix T). The chapter is divided into six (6) sections. 

Section one (1) presents a brief argument about the use of philosophical paradigm in 

management research and justifies the researcher's position. Section two (2) also 

analyses the differences between quantitative and qualitative research methodologies. 

The premise is that both qualitative and quantitative research methodologies have 

been combined in the study. The qualitative research methodology aspect of the study 

has been explained and justified as well. Section three (3) discusses and justifies the 

research design and strategy used in this study. Here, the sampling strategi\.!s. case 

study, selection of studied organisations and research participants, and how access 

was negotiated have been explained. Section four (4) discusses the field study and 

data collection strategies. Here, the methods used for gathering and analysing 

empirical data for this study have been explained and justified. Section five (5) 

presents the quantitative research methodology aspect of the study. This explains 
I 

how the financial, institutional and social viability indicators were measured to 

support the qualitative analysis. Section six (6) is a brief summary of the chapter. 

S.l. Philosophical Paradigm 

The discussion in this section informs the researcher's sense of awareness of the 

different perspectives in social science research, especially, in business and 

management research disciplines. The statement of the researcher's philosophical 

assumption as interpretivist is to aid the reader or the assessor to understand and us\.! 

the appropriate criteria to examine the arguments in this study (see Johnson et al .. 

2003). Some researchers suggest that it is unwise to conduct research without an 

awareness of the philosophical and political issues that lie in the background 

(Easterby-Smith et al .. 2002). Johnson et al. (2003). argue that there is diversity 

amongst the schools of thought. which has come about as a result of competition. 

This has produced distinctive research assumptions. which han: equally sought to 
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legitimise as well as appropriate different sets of evaluation criteria. These have their 

attendant methodological commitments and key research questions, which portray them 

as engaged in philosophical struggles on the basis of ontological status of human 

behaviour and epistemology (Johnson et aI., 2003; Clark, 2004). 

Some researchers have deliberated on three broad research paradigms: positi\ist. 
- .-

~sr,-and critical (see Orlikowski and Baroudi, 1991; Mingers, 2001). 

S~06), describes positivism as: 'a model of the research process which 

treats 'social facts' as existing independently of the activities of both participants and 

researchers' (p.306). To the positivist, truth in business and management research is 

based on three basic roots. The positivist rationalists believe that truth about 

knowledge may be available to the contemplative mind. The positi\ist empiricists 

assume that truth is based on observation as knowledge could only be established by 

accessing the world through our senses. They are not concerned with measuring the 

meaning of situations to people because they cannot be measured in a scientific and 

objective manner. Thus, the empiricist tradition aims to make truth- which is claims 

about reality - objectively assessable (Johnson and Duberley, 2000). 

Alvesson and Deetz (2000), use the term neo-empiricist for those management 

researchers who place reliance upon qualitative empirical data as capable of ensuring 

objective truth in a correspondence sense, yet who simultaneously reject 

falsificationism (see Putnam et al., 1993; Denzin and Lincoln, 1994; Johnson et al., 

2003). Silverman (2006), explains that post-modernism is: 'a contemporary approach 

which questions or seeks to deconstruct both accepted concepts such as the 'subject' and 

the 'field' and scientific method' (p.306). Recently, postmodernism has attracted the 

interest of management researchers and a new form of qualitative management 

research has emerged where suitably reformulated ethnographies have become the 

language of postmodernism. This perspective is accused of criticising the basic tenets 

of truth without necessarily providing any alternatives (see Kondo, 1990; Giroux. 

1992; Linstcad, 1993a, 1993b; Ely, 1995; Johnson et al.. 2003). Thus. 

'postmodernism is both an analytical model and a way of describing contcmporary 

socicty as a pastichc ofinsccure and changing clcmcnts' (Sih·cnnan. 2006:306). 
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Relating their study to infonnation systems, Orlikowski and Baroudi (1991), found 

that between 1983 and 1988, about 97 per cent of research articles applied a positivist 

framework. However, they argue that there has been increasing interest in. and 

commitment to, a range of nonpositivist approaches. The nonpositivist approach is 

sometimes called post-empiricist, which focuses on interpretivism (Orlikowski and 

Baroudi, 1991; Mingers, 2001). The philosophical assumption of this researcher is 

explained below. 

8.1.1. Researcher's Perspective: Interpretivist 

Johnson and Duberley (2000), assert that the method of investigation used depends on 

the investigator's assumptions about society. Hence, this researcher's philosophical 

assumption is based on the interpretivist perspective. Silvennan (2006), uses the 

word constructionist in place of interpretivist. Interpretivists consider that reality is 

not objectively determined, but it is socially constructed (see Husserl, 1965~ Kelliher, 

2005). The fundamental postulation is that when people are placed in their social 

contexts, it would provide a greater possibility to appreciate the insights they have of 

their own actions (see Hussey and Hussey, 1997; Kelliher, 2005). 

In essence, interpretivism encourages the worth of qualitative data in search of 

knowledge (Kaplan and Maxwell, 1994; Kelliher, 2005). This is a research concept 

which is concerned with the distinctiveness of a meticulous condition, which also 

contributes to the original exploration of appropriate understanding (Myers, 1997~ 

Kelliher, 2005). Mingers (200 I), observes that the interpretive analysis imposes no 

external categories, but aims to surface and understand the meaning of the various 

interactions to the individual participants themselves within their particular 

organizational context. This tries to 'establish an insider's rather than outsider's view' 

(Mingers, 2001: 255). Some interpretive methods that were applied by Mingers 

include: ethnography, hermeneutics, participant observation, and grounded theory 

(Mingers, 200 I). 

8.1.2. Justification for the Researcher's Perspective 

The interprctivists' approach was chosen since it assisted with the choice of method 

for the investigations in this research. This perspective assumes that: 
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· .. the socially situated researcher creates, through interaction, the 
realities that constitute the places where empirical materials are 
collected and analysed, where the interpretive practices of qualitative 
research are implemented ... these practices are methods and 
techniques for producing empirical materials as well as theoretical 
interpretations of the world ... (Denzin and Lincoln, 1998:35) 

This perspective also takes into account the importance of language in discussions. In 

Ghana, language plays a significant part in day-to-day discourse. Certain words are 

usually used with peculiar historical or proverbial meaning, which can only be 

understood by people with 'proverbial minds'. It is only through the use of 

hermeneutics that meaning could be derived from or attributed to such spoken words. 

Traditional rulers always use proverbs and figurative speeches, which are then 

translated by linguists to the audience. 'Truth' is derived from such spoken words 

without questioning. 

Moreover, folktales or storytelling, popularly termed 'anansesem', which literary 

means 'spider's story', play a remarkable role in discourse and this had to be 

culturally understood by the researcher. This perspective fulfils the idea that the 

hermeneutic route to understanding is through the iterative use of patterns, metaphors, 

stories, and models to amplify understanding. Thus, people actually dialogue with the 

phenomenon to be understood, by asking what it means to those who create it (Bentz 

and Shapiro, 1998; Ezzy 2002). As a Ghanaian employed in healthcare 

administration, the researcher had had a substantial understanding of the political, 

economic, social and value systems of different groups in Ghana and is able to 

appreciate the different views and perceptions held by people in the communities. 

This ensures that wrong perceptions and biases are minimised. A brief explanation of 

quantitative and qualitative research methodologies is given below. 

8.2. Research Methodology: Debate between Quantitative and Qualitati\'e 

This part explains why both qualitative and quantitative research methodologies were 

combined in this study. Silverman (2006), describes research methodology as the 

choices researchers make about the cases to be studied, methods of data gathering and 

fornls of data analysis, in planning and executing a research study. There appears to 

be an argument regarding the choice of research methodology when conducting an! 
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re earch. It i generally between the qualitati and quantitati m thod ih rm n, 

2006 . Their di ffe rence could be een in the method appli d to gath r m IrI 

data a hown in tabl e 8. 1. Howe er the e can be combin d in und r1 kin 

re earch because: 

.. . there is no reason why qualitati e researchers hould not, 
where appropriate, use quantitative measure. Simpl counting 
techniques , theoretically, derived and idea ll ba d on 
participant ' s own categories, can offer a mean to urve th 
who le corpus of data ordinarily lost in inten i e qualitati v 
research (Silverman, 2006:37) 

Tab le 8.1 shows how the different methods are applied b both quantit ti v nd 

qualitative researchers . 

Table 8.]: Differe nt Methods used by Q uantitati e and Qualitative Re earch 
M h d I ct 0 o oglcs 

Methodology 

Method Quantitative Research Qualitati ve Resea rch 

Observa ti on Preliminary work, e.g. prior 10 fra ming Fundamenlal 10 under 'Iandlng anolher 

ques lionnaire cullure 

Tex lual Ana lys is Conlenl unaly i . i.e. counting In lerm Under landing PUrll IPUIlI " ,alt'gun" 

of resea rcher ' ca legorie 

Inler iew Survey resea r h: main ly fi ed- hoi e Open-ended que li on ' 10 sma ll \ump\t: 

que ' lions 10 random sample ' 

Aud iO and video recordin g Used In frequcnll 10 he k Ihe a Uri! ) Used 10 under ' land ho\\ parlll:lp"nl 

of inlel ie\ re ord ' organl e Ihelr lul l. and bod) mo\ ell1l:nh 

ourc iI rman 200 : 12 

Import ant ly u mg th int rpr ti vi t paradi gm di f~ r nt meth od logi n be 

mpl 

ugg 

d in any particular tud : it pro id fl ibilit ~ r th rc 

th hoi bet n dif~ r nt r arch m th d h uld d p 

u arc tr in g t find ut ' ( i1 rman 2006 :_ ). th tud 

ualitati and u ntitat i appr hi I th 

ih 'ml n 

u Ii l ' t i \ ' 

r ca r h m 

m th d I gl 

f th d II ti n n In thi ' ·tud .. ' i ' 

u d b I w th qu antit h m th p rlh 

data II ti n nn di u d lat r 



8.2.1. Qualitative Research Methodology 

This part explains and justifies qualitative research methodology, including its 

limitations. Qualitative research is defined by Denzin and Lincoln (1998). as 

multimethod in focus, involving an interpretive, naturalistic approach to its subject 

matter. This methodology was adopted in this study because it is partly descriptiv~ 

and seeks to document the phenomena of interest: mutual health organisations. This 

research methodology gives researchers the opportunity to study the research 

participants in their natural environments and allows research participants to actively 

create meaning based on the accounts of the world they are a part of (see Holstein and 

Gubrium, 1997; Silverman, 2006). 

The qualitative research methodology helped this researcher in gammg much 

understanding of the phenomenon under study, as the mutual health organisations are 

located in the communities where there is little dilution of their cultural protocols in 

terms of exposure to modem cultural adulteration. Hence, the researcher was able to 

locate in the case study setting, which helped to make useful sense of, as well as 

enabled an interpretation of the mutual health organisations phenomenon with regard 

to its meaning to the people who patronise it (Denzin and Lincoln, 1998). 

Nevertheless, whilst interpretive or qualitative research is acknowledged for its 

significance in providing context-specific insight, outcomes are frequently criticised 

in respect of issues such as: 'validity, reliability and the ability to generalise, referred 

to collectively as research legitimisation' (Kelliher, 2005: 123). These issues are 

augmented in the single case situation by some researchers (see Eisenhardt, 1989; 

Perry, 1998; Kelliher, 2005). One basis upon which qualitative research is usually 

criticised is reliability. Reliability refers to the consistency or stability of a measure 

(Kelliher, 2005). Denzin (1970), argues that multiple and independent methods have 

to, if arriving at the same conclusions, have greater reliability than a singl~ 

methodological approach to a problem. That is, the amalgamation of methodologies in 

the study of the same phenomenon is known as triangulation (Denzin, 1970; Kcllih~r, 

2005). 

Using an interpretive perspective. some researchers recommend that the researcher 

needs to begin with a general research question, create systematic data collection and 
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ensure case access to create strong triangulated measures (Eisenhardt, 1989; Kelliher. 

2005), Other researchers also argue that qualitative research conclusions can be 

reinforced through this approach by interviews and documentary sources in a single 

case (see Hammersley and Atkinson, 1983; Kelliher, 2005). 

Moreover, qualitative research is criticised for its lack of validity. Some researchers 

explain that qualitative research depends on the production of concrete descriptive 

data, so that the researcher guides the reader to an understanding of the meaning of 

the experience under study (Stake, 1995; Kelliher, 2005). Other researchers also argue 

that validation is an interpretive understanding of truth (Angen, 2000; Kelliher. 2005). 

Therefore, Denzin and Lincoln (2003), argue that triangulation is not a strategy of 

validation, however, it is a substitute to validation (see Denzin & Lincoln, 2003; 

Kelliher, 2005). Other researchers also suggest that by using multiple data sources, 

researchers can establish identifiable chain of evidence, and ensure that the draft is 

reviewed by the research participants in order to strengthen validity (Remenyi el al.. 

1998; Kelliher, 2005). 

Another criticism of qualitative research is based on the issue of generalisability, 

which refers to the extent to which the conclusions of the enquiry are more generally 

applicable outside the whole story of the situation studied (see Robson. 2004; 

Kelliher, 2005). In tenns of qualitative research, the research goal is to provide a case 

description; including data collection procedures that would allow the reader to repeat 

the research process in another case (see Kidder and Judd, 1986; Vaughan, 1992; 

Kelliher, 2005). Other researchers are of the view that even though a single case may 

not be able to provide adequate proof to make strong generalisations, it can help to 

establish the existence of a phenomenon, which will be adequate for the purposes of 

exploratory research (see van Maanen, 1988; Remenyi el al., 1998). In consequence. 

this study may be generalisable to theoretical propositions, which will help create a 

distinction between analytical and statistical generalisability (sec Yin, 1984; Yin. 

2003; Kelliher. 2005). Thus, theory triangulation will help to enhance the validity of 

the empirical data collected (see Denzin, 1970). Further justification of the \'alidity 

and reliability of the entire study has been discussed in chapter 12 under limitations to 

the study. The research design and strategy is explained below. 
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8.3. Research Design and Strategy 

This part explains the research design and strategy used to collect empirical data for 

the study. The empirical research was designed based on the philosophical 

assumption underlying the study. Some researchers explain that qualitative research 

design is a rough sketch to be filled in by the researcher as the study proceeds 

(Frankel and Devers, 2000a, 2000b; Devers and Frankel, 2000). Devers and Frankel 

(2000), explain that this can take place after the research questions have been 

formulated and resources secured. In this study, this was considered necessary 

because the researcher had to understand and consider the distinctive characteristics 

of the research participants and settings in which they are located so as to be able to 

solicit the needed perceptions to understand the phenomenon underlying the mutual 

health organisations in Ghana (see appendix T). 

8.3.1. Sampling Strategies 

Some researchers describe three of the most common sampling methods used in 

qualitative research to include: purposive sampling, quota sampling, and snowball 

sampling (Mack et al., 2005). However, the purposive sampling method was llsed for 

selecting sites and the subjects (research participants) for this study. This was used to 

enhance this researcher's understanding of selected individuals or groups' experiem:e 

(s) so as to develop theories and concepts (Devers and Frankel, 2000). Purposive 

sampling strategies were considered appropriate to this study instead of random 

sampling method usually applied in quantitative research (Devers and Frankel, 2000), 

or quota sampling method (Mack et al., 2005). However, during the field study, it 

became necessary to adopt snowball sampling method (see Yin, 1984). The 

justification is that the researcher needed to ensure that organisations, groups and 

individuals who could provide the greatest insight into the mutual health organisations 

phenomenon were selected so as to answer the research questions (see Miles and 

Huberman, 1994; Devers and Frankel, 2000). 

The research framework developed to aid the researcher in identifying the research 

participants and sources of data is shown in appendix T. While the rationale for 

selecting the study organisations (see 8.3.3 to 8.3.3.5 and research participants (se~' 

8.3.4 to S.3.4.S) has been discussed under each sub-title respectin:ly. detailed 

questions used during the data collection stage based on t.he scmi-stmctun:d inteniev. 
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fonnat have been outlined in the interview schedules (see appendices O-S). The case 

study approach is discussed below. 

8.3.2. Case Study 

This part describes and justifies why the case study or multiple case studies approach 

was adopted; selection of studied organisations; research participants; and how access 

was negotiated. A case study has been defined by different researchers (see Mitchell, 

1983; Stoecker, 1991; Gomm et al., 2000; Stake, 2000: Yin, 1983, 1994: Rhee. 2004). 

Yin (1994), defines it as an empirical inquiry, which examines a current phenomenon 

within its 'real-life context', principally, when the boundaries between phenomenon 

and context are not clearly evident. This relies on multiple sources of evidence (Yin. 

1994: 13). Other researchers also explain that a case study refers to research that 

investigates a few cases in considerable depth (see Gomm el al., 2000; Rhee. 2004). 

It is agreed among some researchers that a case study is not a particular method but a 

strategy (Stoecker, 1991, Yin, 1994; Rhee, 2004). Whereas Stake (2000), shows the 

view that a case study is not so much a methodological choice but a choice of what is 

to be studied, Yin (1994), also explains that a case study should not be confused with 

qualitative research (see Yin, 1994; Stake, 2004; Rhee, 2004). Even as Gomm el al. 

(2000), contend that a case study implies collection of unstructured data and 

qualitative analysis of data, other researchers. also imply that a case study can employ 

the best of both quantitative and qualitative methods (Yin. 1994; Stake, 2000: 

Stoecker, 1991; Rhee, 2004). Stoecker (1991), also indicate that case studies allow 

researchers to explore different outcomes of general processes suggested by theories 

depending on different contexts (see Stoecker, 1991; Rhee, 2004). 

Marshall and Rossman (2006), explain that case studies are often used in studies 

focusing on society and culture in a group, a program. or an organization and involve 

engagement in the group. Case studies may require multiple methods like interyiews. 

observations, document analysis and survey. Therefore, the case study strategy was 

adopted in this study since it has the strength and the ability to deal with a range of 

evidence collected from documents, interviews, and observations (sec \Valton. 199~: 

Rhee. 2004). Specifically. multiple case studies strategy was used to gather primary 

data as it was the best option to help the researcher to produce the best concepts from 
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different settings and population groups to explain the findings of the study (see Yin, 

1984, 1994). Moreover, this research strategy is considered appropriate as it allows 

for in-depth learning of the mutual health organisations, which are deyeloped out of 

community initiatives. This also provides grounds for developing new knowledge 

about how local and community initiatives could be harnessed to support fonnalised 

structures by revealing their applicability in health financing. How the purposiye 

sampling strategies were applied to select the four mutual health organisations for in­

depth case study in this research have been explained below. 

8.3.3. Selection of Studied Organisations 

This part explains and justifies the criteria used for selecting the four mutual health 

organisations used for the case study in Ghana. There were one hundred and thirty­

four (134) district-wide and municipal-wide mutual health insurance schemes 

established under the National Health Insurance Act 650 (MOH, 2003d, 2004b), at the 

time of the empirical study between November, 2006 and January, 2007. Therefore, 

defined criteria were adopted in selecting four operating mutual health organisations 

for case studies as explained below (see also appendix B). 

8.3.3.1. Regional Consideration 

Ghana has ten (10) political administrative regions. There were one hundred and 

thirty-eight (138) district and municipal Assemblies established nationwide at the time 

of the study (refer to chapter 5). These were to increase to 165 in 2008 (Adjei-Darko, 

2007). There were 170 district and municipal Assemblies established by March, 20 I 0 

(Ghana Districts, 2010). Therefore, one criterion was to consider mutual health 

organisations in relation to how they are located regionally. The four mutual health 

organisations are located in four (4) out of the ten (10) administrative regions. 

8.3.3.2. Geographic Location 

Due to logistics constraints, attempts were also made to consider mutual health 

organisations that were accessible. All the four mutual health organisations are easily 

accessible by means of transportation available and in tenns of geographical 

proximity to each other. Whilst two (2) of the mutual health organisations an: locah:J 

in the northern sector, the other two (2) are also located in the southern sector llf 

Ghana (sec Asante and Gyimah-Boadi. 2004). 
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8.3.3.3. Duration of Establishment 

The selected mutual health organisations would have been in operation for t\\O t(1 fi\ e 

years. All the four mutual health organisations have been in operation bet\\ cen t\\ 0 

(2) and fifteen (15) years in terms of existence. as indicated in appenJix B. 

8.3.3.4. Size of the :\1 utual Health Organisation (s) 

Selection was based on the size of membership of the mutual health orgafl1"~ltlllll:-; 

using urban and rural criteria. All the four mutual health organisations have more 

than ten thousand (10,000) members and are either urban or rural h~bed. a:-; "hown in 

appendices D I to D4. 

8.3.3.5. Founders' Background: Pre and Post :\HI 2003 'IHOs 

Another criterion adopted was that for purposes of clarity, the mutual health 

organisation(s) should have been established and operated before thL' L'oming into 

force of the National Health Insurance Act 650 in 1\1arch 2004 (MOil. 2003J: .\bbey. 

2003). This is described as a 'pre-NI~lI 2003 MHO era' (refer to chapter I). :\g~llll. 

they should have been established and operated upon the implementation of the 

National Health Insurance Act 650 since March. 2004(:'10H, 2003d; Abbe\. 2()03) 

This is also described as a 'post-NI-ll 2003 1\1110 era' (SCl' chapter 9). That i", 

selection was based on the background of the initiators, founders or promolL'r:-; of the 

mutual health organisations. 

Some of the mutual health organisations in Ghana were "L't up initially by indi\idual 

health can: entrepreneurs, health institutions, religious institutions led by the Oiul'e"all 

Bishops and traditional rulers of the communities (refer to chapter 7). Thus. two (2) 

mutual l1L'alth organisations in this study wen: set up initially by their respcL'tive 

commlmitil's in collaboration \\ith the health institutions and the Dioce"an llcalth 

Commitkes but Wl're handed o\'er to the district Assemhlies when the'.; III .\L't (1:'1) 

\\as introduced in 2004, Other mutual health organisation" were L'stablhhed hy their 

rl'spl'cti\l' distrid and municipal Assemblil's (Sl'l' chapter 9). 

(,hus, twu (2) uf the mutual health orgaIllsatllHb III thi:-; ..;tudy \\ere L',ublbhed hy 

thl'ir rL'spl'di\c distril,t anJ municipal :\ssemhliL" when thc :\111 Ad h~O \\a, 

introdulL'd ill ~(l04, .\ttempt:-; arl' made to identity the ,~)url,,':-; Ofllll'\1\,I\IOn from 111-: 



patrons, sponsors. and promoter" and how these intlucn~:c their deslr,-' and J~cl:-lon 11.-' 

change. Kyeremeh (200 I), suggests one of the pre-rcLJuisiks \.) t a \'iablc mutual 

health organisation to be: 'people's confidence in the scheme' and 'in thc inltI3tl~r~' 

(p.16). HO\\ the purposi\C.; sampling strategies \\cre applied to select the re~,-'ar,-'h 

participants in this study have been explained below. 

8.3.4. Selection of Research Participants 

This part also explains and justifies how the interviewees or rcsearch parti(ipants 

were selected in Ghana for this study. The following resear(h participanh \h'I,-' 

selected from within the localities of the four (.f) mutual health organlsat IUlb in th,-' 

case study regions as well as stakeholders \\'ithin and outside these Ilh:ations lor some 

specific reasons, as explained below. 

8.3.4.1. Policy Makers and Stakeholders 

In ordel to gain a better understanding of the mel'hanisms of health financing in 

Ghana and also to investigate the level of understanding of policy makers regarding 

health insurance in general and mutual health organisations in particular. inten IC\\S 

werc conducted with officials of the Ministry of Health, Ghana Ilcalth Scn il'c. 

National Ilealth Insurance Council and Authority, international donor organisations, 

local non-governmental organisations (NGOs). traditional rulers. opinion Ieadcrs, 

bishops, politicians, technocrats and other stakl'holders in the mutual h'-'~dth 

organisations and health insurance environment. 

This provided the background knowledgl' about the moti\ation for the introduL'tlon ul 

thl' National Ilcalth Insurance Act 650 and related matters (\1011. 200)d). Th", 

supports KYl'rcmeh' s (200 I ). argument that enabling Lldors I~)r a su((csslul mutual 

11l'alth organisation arc: 'a 1',1\ ourablc government poli(y and cooperatIon uf h'\ 

stakeholders' (p.1 h). l\\l'nty-t\\o (22) otlil'iaIs from su(h identifiable organi"ations 

\\l'rl' inten·ie\\cd. Different stralL'gil's \\erl' applil'd to sck'ct thcs,-' poll(: makers .1" 

\\ell as to l)btain aCCl'SS [(S,-'l' S.3.:' ncgotl:lting aCl'l'SS and appendi\ 0 for the 

inten iew sd1l'dule)]. 



8.3.4.2. Health .\lanagers and Personnel 

Originally, most of the mutual health organisation~ did not ha\ e any contractual 

arrangements with health care institutions. Ho\\ ('\'er, the '-.ational Health lnsuram.:,-' 

Act 650 makes it imperative for all health insurance schemes in the country to ,ign 

contracts with the health care providers they work with (~10H. 2003d. ~()(J-+b). 

Interviews were conducted with directors, managers, administrators and personnel of 

some healthcare institutions within the proximity of the four selected mutual health 

organisations. The focus was on their perception of the potential contribution of 

mutual health organisations to enhancing efficiency, utilisation, quality health care 

delivery and related matters. A total of twch'c (12) officials from the~(' institution~ 

were interviewed [(sec 8.3.5: negotiating access and appendix P for the intervie\\ 

schedule)]. 

8.3.4.3. Staff of the Mutual Health Organisations 

In each of the four case study mutual health organisations. the core members of the 

management teams and Board of Directors were inteniewed. I hc focus \\ as on their 

knowledge, awareness, familiarity as wcll as the influence of the 1\ ational Ilcalth 

Insurance Act 650 (MOl L 2003d), on their operations, including assl.'ssment of how 

they were responding to the changes in their en\'ironment. It \\'as also mC:ll1t to 

cxamine the administrati\e and existing financial management practices. A total of 

four (~) from all the four (~) mutual health organisations wcre inten ic\\cd [( SCI.' 

8.3.5: negotiating access and appendix Q for the intcnic\\ sl.'hedulc)j. 

8.3.4.4. Contributors of the 'lutual Health Organisations 

Contributors or the insured members of the mutual health organisations \\ere 

intenil'\\'I.'d. The focus was on their perception of the pcrfom1ance and thl.' 

dTl.,ctivcness of the mutual health organisations to mel.,ting their health I.·arl.' financll1g 

needs. Participants \\ere identitil'd using differcnt strategies, including thl.' reghter~ 

of the mutual health organisations. rl.'n (10) I.'untributors of cad1 of the four sckl,ted 

mutual health organisations wl.'re inteniewl.'d and the total number \\ ~h forty PO) 

l(sec :-:.3.5: I1l'gl)tlatlllg ~II.'l'I.'SS and :Ippendi:\ R for the inten iew sL'hedulC)]. 
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8.3.4.5. Non-contributors of the :\1utual Health Organisations 

Some non-contributors or uninsured members in the communities were inten·iewed. 

These are people who have not been able to register \vith the mutual health 

organisations for different reasons. The focus was on their perception of the viability 

of mutual health organisations as a mechanism to increasing their financial access to 

health care. It was also to unearth the reasons for their non-enrolment and to find out 

how they intend to register. Five (5) non-contributors from each of the vicinity of the 

four mutual health organisations brought the total number to twenty (20) [(see 8.3.5: 

negotiating access and appendix S for the interview schedule)]. 

Approximately, ninety-eight (98) participants contributed to the entire study as 

detailed in appendix N. How access was negotiated is explained below. 

8.3.5. Negotiating Access to Studied Organisations and Research Participants 

This part explains and justifies how access to the case study mutual health 

organisations, stakeholder organisations and the research participants was negotiated. 

Some researchers argue that the researcher is the research instrument and almost all 

qualitative research approaches require the development, maintenance and eventual 

closure of relationships with research subjects and sites (Frankel and Devers, 2000a; 

Devers and Frankel, 2000). That is, there is the need to develop and maintain good 

relationships, which are important for effective sampling and for the credibility of the 

research (Devers and Frankel, 2000). 

A number of steps were taken regarding access. The research proposal was submitted 

to the Sheffield Business School's (SBS) Research Ethics Committee before the 

commencement of field work in Ghana. A formal letter of introduction from thc 

Director of Studies (supervisor) was posted to the selected organisations. Copies 

were taken along to be tendered in as evidence in cases where they might ha\·c been 

misplaced or could not reach on time due to postal uncertainties. 

Devers and Frankel (2000), explain that accessing existing social networks can be 

useful for obtaining basic information and facilitating entree: this cnsures that a high 

level of trust is maintained during the study. Infonnal acccss to some of the 
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organisations and the case study mutual health organisations in Ghana had already 

been arranged due to the researcher's previous working relationships with them. 

However, it is a practice under the Ghana Civil Service (GCS) procedural code of 

practice for Civil Servants (CS) to observe confidentiality of vital information. StatT 

will only be prepared to speak to a researcher who has been introduced by someone 

higher in the organisational hierarchy. This culture has been inculcated into the 

emerging mutual health organisations (see Analoui, 1998). Consequently, attempts 

were also made to ensure that the top echelon of the organisations was aware and 

assurance was given to the prospective participants concerning confidentiality and 

anonymity. Financial statements of the organisations were released for analysis 

subject to agreement to maintain confidentiality (see 8.5.1.1.1). 

Since the researcher had worked at the headquarters of the Ministry of Health and 

Ghana Health Service, it was easy to identify policy makers in charge of the key 

directorates and divisions. However, the procedure is that a letter had to be sent to the 

Director General of the Ghana Health Service to seek access and permission to 

interview these officials. In this case, permission was granted. The Ministry of 

Health and Ghana Health Service have instituted Local Research Ethics Rcview 

Committee to screen researchers who use health facilities and institutions for research 

of any kind. An application was made to this committee for consideration and 

approval accordingly. Research participants who willingly agreed to participate in the 

study were asked to sign a respondent's consent form, which had been approved by 

this committee as shown in appendix C. However, those who did not have time to 

contribute were not coerced into participating in the study. 

Moreover, the researcher had had previous working relationships with officials of the 

international donor organisations and the non-governmental organisations (NGOs) in 

the mutual health organisations environment in Ghana. Telephone convcrsations as 

well as email correspondences were made to seek their consent to participate in the 

research before the letters were posted to them. Letters were also posted to all the 

District Directors of Health Services, District and Municipal Chief Executin:s. 

District and Municipal Co-ordinating Directors as well as the managers and 

administrators of the health institutions that participated in this study. The researcher 

was also introduced to the traditional rulers. opinion leaders. bishops and political 
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a(;tivlsts in the communitic~ b\ either the scheme manager~ or ~elccteJ ,I:;,:r:h of the 

mutual health organisations. 

It is important to note that usually, researchers ha\e to negotiak acce~~ by secunng 

pennission from . gatekeepers' as the understanding of gatekeepers' \ic\\~ b critIcal 

for 'negotiating and maintaining accc~~: and maintaining the integrity and credibility 

of the rcsearch' (Devers and Frankel, 2000:266). Ghana is a heterogeneou~ Cl)Untr) 

with distinct tribal categories. There are various languages and diakcb spoken h: Ih 

people:, although English language is accepted as the official language (~ee KUYini. 

2010; Khalid, 2010; 'GNA', Monday. 5 April, 2010). 

Thcrcforc, in some of the communities where the spokcn language wa~ a harril'r 

bl.'t\\cell thc rcsearcher and some of the research participants. it \\ as l'~~clltial that a 

mcmber of thc community, mostly an agent of thc mutual hcalth organi:-;ation. was 

idcntified by thc scheme managcr to accompany the rc~earcher to \i~it and speak to 

the research participants. Fifteen (15) research participants werc intenic\\ cd by this 

mcthod. In as much as this stratcgy was effecti\c, it had its own limitations. The 

agent had to translate the questions from English language to thc local diale:ct of 

research participants and vice versa. Not only was this time consuming, a lot or 

substance in the messagc rclayed was lost in-bet\\cl'll the communication channel or 

translation. A similar approach was adopted by other n.:~carchers (\l11S~lLl. I l)l)l) , 

Poletti ('{ a/., 2007). 

NA. Data ('ollection: Field Study 

This sl'L'lion l·\.plains hO\\ the field stud, \\as conduckd in Ghana bet\\ ccn the 

months of \0\ l'mber. ~006 and January. 2007, Thc method~ of data collection within 

the qualitati\l' rl'search methodology have been c\.plained. Sumc rl· ... l·archcr:-; arguc 

that the dlllll'l' of methods for a stud\' is basl'd on the purpose of the stud), resl'~m.:h 

qlll'stions and resources a\ ailable to the rcsl'archer (sl'e Frankel and De\ l'r ... , ~O()(),1. 

Ik\ lTS and Frankel. ~OOO). Thl' resl'arch framework: analytical and data collcctiol1 

plan in appendi\. I. outlines the processl'S and sourCl'S or data. Ihe rl· ... l'arch methoJ 

I ... l'\.plailled below. 

I 
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8.4.1. Research 'lethod(s) 

This part describe') and justifies thc appropriate rescarch mcthods applleJ in the dJta 

collection bascd on the outlinc within the qualitati\"c research methodolog: ~IS sho\\"n 

on tablc 8.1 (refer to p.122). Rescarch mcthod may be defincd as specific te\.'hniqll-.''' 

uscd by researchers to gather empirical data. These include quantitati\e techniljue~ 

like statistical correlations, observation, interviewing and audio recording (Sil\emlan. 

2006). Silvennan (2006), identifies four major methods used by qualitati\ \.' 

researchers as: 'observation, analysing texts and documents. interyiews and recording 

and transcribing,' and notes that these are often combincd (p.ll). Each of these four 

domains of qualitative research has distinct ad\antage~ and disadyanLlg\.'~ (~\.'(' 

Frankcl and Devers, 2000a; Devers and Frankel. 2000). 

Mack ct al. (2005), argue that thc thrce most common qualitati\e methods are 

participant observation, in-depth interviews, and focus group~" They \."plain that 

participant observation is appropriate for collecting data on naturally occurring 

behaviours in their usual contexts; in-depth inteniews are best for collecting data on 

individuals' personal histories, perspectives, and cxperience~; and fOl'lI~ groups are 

useful in obtaining data on the cultural nonns of a group and in generating g\.'Il\.'ral 

ideas about issues of concern to the cultural groups or subgroups represented (\ lack L'I 

al .. 2005). Primary data \\as gathered through intervie\\s. as e,plained belm\" 

804.2. I ntl'l'yil'WS 

This part describes how interyiews were uscd to gather primary data for thi" "tud:" It 

justifies \\hy in-depth and semi-structured types were used, instead of administration 

nr ljlll'stionnaire, as in quantitati\ e researl'h methodology (Silvennan, 2006) Berr\ 

( 1999), l'xplains that intenil'\\ing is a key method of data collection, K \ale ( 1996). 

an.!.lIl'S that l'\en as the research intenie\\ may not lead to objecti\e information. it 
~ -

can hl'lp l'apture many of the subjects' \ie\\ s on something and explains \\ hy the 

basil' subjl'ct matter consists of meaningful relations to be interpr\.,ted Kvale further 

argul's that the inlLT\iew is neither an objectih' nor a ~ubjecti\e method smc\.' its Cl)rC 

is intersub.kcti\l~ interaction (K \ ale. 1996). 

['here arc ditli.:rcnt approaches to using 1I11en ic\\ ~ to cl)lkct primary data, incilldlllg 

'an l)pCIl-elllkd Intcryicw study' tSil\erman. 2006: 11). \Vhik "l)Il1C rl'~\.'arl'her" 



identify nine typcs as structured interview. sunc> inter\lc\\'. counselling inL ... T\iew. 

diary intcni-.:\\, lifc history intervic\\, ethnographic intcn 1\..'\\, informal or 

unstructured interview. and con\crsations (see Hitchcock, 1989: Berry. 1999). ,'1111..'1'" 

group intcrvicws into four types: structured inten'ie\\'. unstructurcd intcnie\\. non­

directivc interview, and foeused interview (see Cohen and :'lanion, 1994: Berry. 

1999), Other researchers also suggest different approaches to conducting qualitati\\: 

intcrviews, which include informal conversational intenic\\. ~encral intcn'iew lJuid,.' 
~ b 

and standardised open-ended interview (see Patton, 1987: K \'ak. 1996; Berry. 1999 l. 

This study adoptcd a personal or face to face in-dcpth intcnlc\\'s approach \\ith tile 

research participants in collecting empirical data, instead of focus group disL'lhslon 

(Mack et al., 2005), Berry (1999), explains that in-dcpth intenIL'\\ 109 is a type llj' 

interview which researchers use to obtain infonnation so as to ~h.:hic\ L' a holistic 

understanding of the interviewcc's point of vicw or situation, Thc inten'iL'\\ s \VerL' 

also semi-structured. This strategy was appropriatl.? because it offered the partlL'ipants 

the opportunity to explain their views on important issul.?s as \\ L'II as describe reality 

as they deemed fit while the researcher provided the necessary promptings, 

The choice of face to facc in-depth intervicws and the semi-structured inkn II.?\\ 

approaches also correspond with the researcher's philosophical assumption as 

intcrpretivist (Kaplan and Maxwell, 1004: Kelliher, 2005), This permitted tilL' 

resl.?archer to deri\L' understanding from the perspecti\\.? of the respomknts, as thl: 

n:scarcher aL'ti\dy engaged the intenie\\l.?l.?s in the construction of meaning, IhL' 

focus \\as particularly on how thl.? intervil.?\\ ees constructed their narrati\ e of L'\ L'nts, 

people using their O\\n dialects and turn-by-turn constructed meaning j SII\em1an. 

2006). :\ similar approach had been applied in studies of community health insurance 

schemes (SCL' De Allegri ('/ aI., 2006; Poletti et aI., 200~). 

ThL' sL'mi-structurL'd inknil.?\\ sL'hedules arL' shown in appL'lldicl.?s o-s GI.?IlLTally, 

based on thL' aims, objL'ctih's and questions of this study (refer tll chapter I). thl.? "L'mi­

structurL'd inteniew scheduks \\I.?re deSigned within a fr~lme\\ ork. whieh "llll~ht tL') 

lind ans\\ L'rs to specific qw:stions regarding the financial. Illstltutional ~lIlJ :-'l)L'lal 

\ iabilit\ llf the mutual health llrg~lI1isations and how these could he harnl.?s:-'L'd to 

L'lhurL' their OV~:lall sllstain~lbillty III the long lL'l111 (refer tll ~ .~,4 tll ~ ~ \.5 1\)1 :-.rL'CifiL· 



reasons \\h Y the research participants were selected}. The 0\ crall frame\\llrk within 

which the interview schedules were developed \\as to find answer~ tll these questions: 

I. Who are the key stakeholders in the formulation and implementation of 

policies, including health financing (~HI Act 6:;0) from the national through 

to the community levels of governance? 

2. What is the influence of the NHI Act 650 on the mutual health organisations 

with regards to their operations, improving financial access to healthcare and 

enhancing equity for their members in the communities as \\ell as the entire 

country? 

3. How are the mutual health organisations operating to ensure their l)\\ n 

financial viability vis-a-vis the effect of institutional and social \'iability ISS11L'S 

on their performances, from the national through to the community Ie\ eb''> 

--l. What are the perceptions. understandings and aspirations of the l'ntire 

population of the MHOs NHIS and how they are getting im 01\ l'Ll in thl'se 

programmes'? 

In Ghana, di fferent locations present different opportunities such that onl' particular 

method of data collection cannot be applicable to all settings, Therl'l'ore. suitable 

locations were adopted and techniques \\ere applied in gathering the empirical data 

(Sl'l' Denzin and Lincoln. 1998). as described belo\\ , 

S .... 2.t. lIospital Exit luten'iews 

Thl' study assL'ssL'd the pL'rL'eption and satlSLIl'tion of contributor~ or insured member" 

about the Sl'r\ ices thL'y rl'l'l'i\ l' !'rom the mutu~d health organisatil)[h through thl' 

hcalth L'arL' Lll'ilities as well as aSL'LTtain their willingnL'ss tu llll1tinue their 

IllL'mbership. :\ddltll)[1ally. the pe['(eih'J financial burden t~ll'eJ b: the non­

(lHltributors I..)r uninsured dUL' to their inabilit\ to Jl)in the mutual hl'alth orgafll"';~ltlon" 
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was also assessed. These were done through hospital ("it inteniew tc(hnique. \\hlch 

was applied in similar studies (Mariam, 2003). P-:rmis:-'Ion was sought frl'!l1 tl1 ... ' 

hospital authorities before the researcher \\as located at \'antage points \\ ithin the 

hospitals. Contributors (insured) and non-contributors (unin:-,urcd) of th,,' mutu.t! 

health organisations were identified by the type or colour of their hospital attendance 

cards. Clients' consent to participating in the study was first and forenll)~t s('ught 

after they had received their health care services. 

M.4.2.2. Snowball Sampling Method 

Another relevant technique was the use of snowball sampling method (see Yin. 19~-+ L 

This may be explained as a research strategy where prospecti\ e r(sc~lr(h participants 

are identified and introduced to the researchcr by previous participanb who already 

know them. This was applied in the communities where intcniew particlpanh 

willingly gave names and contact house addresses or other l'ontributing or rWI1-

contributing members for the researcher to follow up on them, 

MA.2.3. Office Situation 

The interviews with the officials of the stakeholder organisations and poli(} m~lkcrs. 

managers of the mutual health organisations. health directors. managL'rs and 

administrators of the health institutions. District and \lunil'ipal Co-ordinating 

Directors and Chief Executives of the district and municipal Assembl il'S \\ere held at 

their rl'spective offices. Organising the intervie\\s outside official hours \\ as not 

possible, llowe\,er, there WL're interruptions by other members of staff and \ iSltllrs. 

There were also intermittent telephone calls, which caused a lot of pausing in-bet\, een 

discussions. 

MA.J. Participant Observation 

I'his part also l'.\plains how participant obsenation. a~ anuther method of Llualitati\,c 

rl'sl'arch mdhodology. \\as applied (S i herman. 2U()(1). The rC";l'~lr(her had the 

opportunity tll j(,in a cl'ngrl'gation of a rdigllllh denominatIon. \\ hlch \\ .l~ llpl'r:ltl11g a 

I~lith-h~lsl'd mutual health organisallon. to llhsl'n e how the congreganh cl'ntnbuteo 

ttl\\ ards the mutual health organisation during Church Sl'nlCl'. :\CCl'"'' W~l" gr~lI1ted hy 

the La\' ('hatrlnan of the Church whll was the ,\dministrator h' till' Bl..;lll l p of the 



Diocese. This provided first hand learning expenence regarding hO\\ infom1ation 

about the mutual health organisation and the \'ational Health In~urancc Schcll1,-' WJ" 

disseminated. The researcher participated in the Church 'lcn ice and made a financial 

contribution to the annual harvest in aid of the construction of a Church building. :-\ 

similar method was also applied by other researchers (\lusau, 1999). 

8.4.4. Audio Recording 

Audio recording is another method used in qualitati\c reseJrch methodolog~ 

(Silverman, 2006). A digital voice recorder, which groups recorded \·oice~ into 

folders, was used in the data collection. This enabled the intenie\\ ~ to bL' tapL'­

recorded. The interviews lasted between ten (l0) minutes and two (~) hour~ 

depending on the contributions by the participant and emerging i~sues. The recorded 

voices were played back immediately to the research partiL'ipants for the nL'L'L'~~ar~ 

clari fications. Transcription was done with ~ 1 icrosoft \\ord application, \\ hich 

provided a protocol for the detailed analysis, The local dialects spoken b~ some of 

the research participants were translated into Lnglish language. The inten iL'\\ 

transcripts were emaikd to some of the policy makers and managers who ga\ e their 

emails addresses. A note was made to the effect that non-respon~e meant aCL'L'ptanL'L' 

or confirmation. All the transcripts emailed \\ere confirmed by the recipiL'nts 

accordingly, 

8.4.5. Documentary Analysis 

This section explains hO\\· secondary data or documentary analysis as a method was 

conducted as part of the qualitati\e research methodology (Sih·em1an, ~OO()), 

Silverman (1l)l)~), n~\eals that records are a potential goldminL' j"\.)r SllCI\..l\ogictl 

il1\l'stigation. Secondary data \\as gathered through documentary anal~ sis for certain 

·I'l) b,' abk to ans\"-'r some of the questions and im·estigate the tinancial rL'aSlll1S. " -

manat!-L'll1ent al1(i hL'alth Insurance kno\\kdge of thL' managers \..)1' the mutual hL'alth 

organisatiuns. a\ailabh: reL'\..Hds \\ L're re\ ic\\ ed to aSSL''i'l thL'lr cdllL·~lti\..)n,d 

hackgrounds as shown in appendix F. The cconomil' di"p,trItlc-.. of the rL't!-llln-.. 

rdating tl) the l'apaL'ity \..)1' the C\..)I1SUl1h.'rs to I11L'l't the l'llSh reqUlrL'd h~ ~I viahk mutual 

hl'alth llrt!-~lIlisatilln, \\ as rCVll'\\ L'd. Ihls Wi.h t\..) ~L·t 'l\..)me idea l)j" the inc\..)l1h' k\ L'J-., and 



the economically acti n: population (see appendix B). Thi~ re\eakJ their capacity to 

contribute to a health insurance scheme. Furthermore. much of the information 

gathered through the interviews had to be \ alidated to be able to draw a balanl.',-'J 

opinion. Government statistics based on the Ghana Standard Sun e) prepared b)' thl' 

Ghana Statistical Service was re\iewed (GSS, 2005, 2008). 

In addition, prevIOUS studies conducted on mutual health organisations acce:-;~I.'d 

through journals and the internet. were critically rc\ie\\ed to draw infcrencl.':-; and 

references to support the analysis of this study. Other sources of data wcre rek\'ant 

government publications, policy documents from the \linistry of Health. (jhana 

Health Service, international donor organisations and non-go\ l'rnmcntal organi:-;ations 

(NGOs). Moreover, key documents obtained from the mutual health organisations 

were studied. These included annual reports, minutes of meetings of board of 

directors, administrative documents on membership trends, membership cards and 

registers or database. Where authority was granted, thl' accounting and book- kecping 

records, financial statements or reports of the mutual health organisations \\ crc 

provided to thc researcher, which \vcre reviewed to obsene the cash inflows and 

outflows. Ilow these were accessed have been described later (Sl'l' 8.5.1.1.1) ThIS 

approach was similar to what earlier researchers used (Atim, 1999; Hussain and 

Hoque, 2002). The data collection was also aided b\ notes taking. printing and 

photocopying of reports. 

SA.6. Analysing and Interpreting the I nter\"iew Data 

This part cxplains how thl' intenie\\ data \\'as analysed. Soml.' researchers h~l\ I.' 

argued that one major probkm confronting researchl'rs in the qualitati\ e dividl' is 

\\hat to do with \ast \'olumes of data gathered through intl'nil'ws .. \t somc POll1t the 

rl'sl'archer must stop exploring and \\Titl', fixing hl'r or his interpretations in ink with 

all thc inherent political implications (Risscr, 1997: Ezzy, 2002). E\ en though. thl'rl' 

is no singk sl't of ruks for thl' analysis of data from qualitati\ c rl'search intcn ic\\" 

(I "encr. 19S5; King. 1995). thcrl' \\3S thl' ncl'd to adhcrl' to a :-;ct or principk..; I he 

inll'nil'\\S \\"l'rc analysl'd using :-;uitahlc thl'uril':-; and tl'chniqllc:-; For instancc, \lI1kr 

and ('rahtrcl":-; flHlr main approadlc~ to data analysi~ catcglmsl.'d 3"; qU~hl-..;tat l..;ti\.:~d. 

tcmplatl's. l'dit1l1g and immcrswn l'r cr~sullisJtioll {\lI1kr Jnd CIJbtrl'l'. Il)l)~. "mg. 
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1995), were applied. These were similar to the analy1ic k(hniquc): pattern-matl.:hing. 

explanation-building, and time-series analysis suggested by Yin (199-+). 

This means that the interview transcripts were read O\'er and 0\ cr JgJm where 

patterns and themes were developed based on frequently occurring issucs rahcd b~ 

the interviewees. These were grouped and matched to draw the needed conclusions 

On the basis of the interpretivists' or constructionists' paradigm. Si l\en11an (2006 L 

describes three ways in which social scientists interpret interyic\\ data usmg 

philosophical thoughts as positivism, emotionalism. and ("onstructionism. The 

interpretative perspective was used in the data anahsis because there was the need for 

thematic emphasis on understanding and interpretation (Bernstein. 1 L)S.': Lincoln. 

1990). This was important as the ultimate aim \\JS not to find out the . truth' but 

rather look for meaning from the point of view of those \\ ho had ac(l.'SS to 

information (Schwandt, 1998). 

The researcher also reflected on his experiences, which contemned to the suggestion 

on reflexivity in management research by 10hnson and Duber!cy (2000). .-\11 these 

techniques were applied so as to help identify the re!c\ance of the themes and patterns 

which emerged from the intervie\v data. as well as to build a robust story. This \\ l1Y. 

the bulk of evidence might show that contradictory e\ Idencl.' might not bl.' \alid 

(Denzin, 1970). Thus, the patterns and themes \\ere allO\\ cd to emerge from the 

interview data / transcripts (sec chapters 9. 10 and 11 ). 

HA.6.1. Codes for the Research Participants 

Thl' research participants are gi\c!1 some codes 'in the analysh as part of the 

anonymity and confidentiality requirements. The codes which are used to dcs(ribl.' 

them in the analysis \\hC!1l.'\C[ tl1cy arc quoted are shown in table X.2. Thus. the tab!c 

shows thl.' abbre\iations used for the research participants when they arc quoted in the 

analYSIS (sec chapters 9. 10 and II). Thl.'sC ha\l.' bcc!1 cxplained bclLm. 

P'IS ml.'ans an inten·il.'\\l.'l.' \\ ho is a policy maker. a politician. a l'hieL a communit~ 

kaol'r. an opinion !cadl.'r. a clergy or a stakeholder. 

11'1 P: means a health managl.'I. health adll1inistratl)r or hl.'alth perSl)l1nL'l. 
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S'I.\IHO: indicates a scheme manager, a member of the board of dIrectors. or J ~tatT 

of a mutual health organisation. 

ADV1HO-V1: means a contributor or an insured member of the :-\.duana \tutual 

I Iealth Organisation. 

AD'lHO-:\ .\1: denotes a non-contributor or uninsured person in the \icinity of the 

Aduana Mutual Health Organisation. 

ASK'1I10-'I: means a contributor or an insured member or the A~ab in \ tutllal 

llealth Organisation. 

ASKMHO-N :\,1: means a non-contributor or uninsured person in the yil'init:- of the 

Asakyiri Mutual Health Organisation. 

ASNMHO-M: indicates a contributor or an insured member of the :\~lH1a \\utual 

Ilcalth Organisation. 

ASNMHO-NM: indicates a non-contributor or uninsured person in the \icinit:- of the 

Asona Mutual Health Organisation. 

HRMHO-M: refers to a contributor or an insured member of the Biretuo \\utual 

Health Organisation. 

BH.:\1l10-:\ ;\1: means a non-contributor or uninsured person In the \ lcilllty of the 

Biretuo Mutual Health Organisation. 
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Table 8.2: Codes for the Research Participants 

Participant Code 

Policy makers, politicians, communlt;. leader~. opinIOn leaders. P\I~ 

clergy, stakeholder,> 
Health Administrators and Health Personnel H\IP 
Scheme Managers, Board of Directors and Staff of the \Iutual S\I\IHO 
Health Organisations 
Members and non-members of Aduana Mutual Health Organisation AD\IHO-\1 

:\O\IHO-:\\ I I 
I 

Members and non-members of Asakyiri \1utual Health Organisation .\SK\IHO-\I 
.\SK\ 1110-:\\1 

\1embers and non-members of Asona Mutual Health Organisation .\S:\\IHO-\I I 

.\S:\\IHO-:\\I 
\1emb\:r'i and non-members of Biretuo Mutual Health Organisation BR\tHO-\l 

B \ -. \ R tHO '-I. 1 ___________________________ ---L._-=-~.::...:...:::::.._::..:..:.:."____ 

8.5. Quantitative Research Methodology 

This section explains quantitative research methodology and justifil'" why it \\a'i u'i~d 

to support the qualitative analysis. Quantitati\'~ research Illay b~ l'\.plain~d a'i a 

research methodology which relics less on intervicw:-;. ob'ilT\ ~ltJOnS, small nUlllb~r'i of 

questionnaires, focus groups, subjective reports and case studie:-;. Thl'i I'i mUl'h mon: 

focused on thc collection and analysis of numerical data and statistics (Paranonn~t1ity. 

2009). Somc researchers also cxplain that quantitati\c research i:-; a tYPl' \\ hich U'ie'i d 

special language, which is similar to the ways in which scientists :-;pl'ak about ho\\ 

they explore th~ natural order: variables. controL measurement and l'xperiment (Sec 

Bryman, 1988; Silverman, 2006). Thus. the quantitati\ e aspect of thi:-; stud: invoh eS 

how the financiaL institutional and social \iability indicators \\erc calculated to 

support the qualitative analysis. as clarified below. 

N.S.1. 'h'asliring the Key Yiability Indicators 

rhls sl'dion l'xplains hO\\ the key indil'ators used \\ erc measured. That is. some 

mdhods \\l're used to cakulate financial \ iabilit:; institutional \ iabilitv: and SOCial 

\iahilit\ to support th~ qualitatl\l' anal:sis (r~kr to chapkr 3). Thl'1I1dlcJtor" 

sugg~sted for m~asuring thl' viability or mutual h~alth insurance "ch~lllc"" b\ the 

:\,,;-., lCd~ IT-:\( ·OP.\ \ 1 \\ S\ 1 ( 199() \. which \\<.I'i consider~d to bl' the be"t rracticc III 

the l'\aluation llf community financing and mutual aid 111\.1\ l'l11enh ill \\'e"t ,tlld 

Central :\frica \\l'r~ applied (.\tim, 19l)9). Thl''ie wer~ sllniLir to the illdJc~ltor'i 
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proposed for r,ast and Southern Africa by Cripps and a lC:lm of rcsl.'archl.'r~ (Cripps el 

aI., 2003). 

8.5.1.1. 'leasuring Financial \,iabilit~ 

This part explains how financial viability is measured. As discussed earlier (refer I,' 

3.2) the mutual health organisations have the responsibility to ensure that the~ achie"I.' 

financial viability by undertaking assessment of their financial perfonnances. There 

are ratios, which attempt to compare the various items on an organisation' s balance 

sheet or receipts and payments also referred to as income and e.\pcnditure (Cripp~ t!l 

al., 2003). They show its financial position in relation to its associated e.\penditure 

and can be used to project its future viability. Knowledge about these ratios enabks 

the management to plan and prepare prudent budgets (Altman et al .. 199~: \latherkc, 

1999; Wipf and Garand, 2008). 

8.5.1.1.1. Access to the MHOs' Financial Statements 

As indicated earlier, the financial statements used for the quantitati\ e analysis \\ere 

obtained from the four mutual health organisations as part of the documental') 

analysis method of data collection in Ghana bet\\'een r'\member 2006 and Januar). 

2007 (refer to X.-l.5). It must be emphasised that these financial statements titled: 

'income and expenditure' were printed off the computer system anJ issued to the 

researcher under an agreement to maintain anonymity and contidentiality. 

Thus, the financial management or accounting svstem these mutual health 

organisations operate is based on income and expenditure. This is because the mutual 

health organisations arc 'not-for-profit' organisations. They are intennediaril.'" 

bet\\l'en their members and the health care providers contractcJ to deli\ er health I.'are 

to their members (refer to chapter)). Their sources of income are mainl) from 

premiums and administration fees; National Health lnsurancl.' hmd ('.; III F) and or 

accrued interests on depuslts and donations (Sl'I.' 9.2). Their l'.\penditure" CO\ er 

mainly payment of health care l'laims to l't1Iltracted health pn)\ idl.'rs, administrati\ I.' 

l'\,pl'nsl's among other incidental CllStS, 

I'hl' tinancial statements t1i' an'ounts ,)f the four mutual hl'3lth ,lJ~,II1l"';~lll,\lb had hel'n 

appro\'I.'d b) thl' hoard ,If directurs a:-. \\ 1..'11 a:-. the general ~Is:-.emhl), \\'herl'~ls the 2()()~ 
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financial statcmenb (income and expenditurl..') \\ ere presentcd and appro\ cd by thclr 

respcctivc boards and gencral assemblies in :'larch. 2UU6. thc 21H)fl financial 

statcments were to be presented for approval in \larch, 2007. in thi:, LJ-..(. tl1('y \\1..'[1..' 

presentcd and approved. The financial statem(l1b are prescnted b: th\..' "Lheme 

Managers as part of the MHOs' Annual Report during the Annual G(neral \ keting~ 

(AG:Vls). This is not very detailed because the financial part of the report onl: 

indicates how much was accrued under 'income' and how much \\as e'\pended under 

·cxpenditure'. These were analysed using the financial \iability model explained b: 

Cripps et at. (2003), and the results shown in tabk~ 8.4 to 8. - and summarb(d in 

appendix H. 

8.5.1.1.2. Limitations in the :\lHOs' Financial Statements 

Whereas there was no problem with accessing these financial statements. there \\ I..'re 

few problems with the analysis or calculation of the financial \iability ratios as 

presented in tables 8.4 to 8.7 and summarized in appendix II. Ihus. th( tinancial 

analyses in chapters 9, 11 and 12 were made against the background llf (ertain 

limitations in the financial statements used. Although the income and e,\p(nditure 

statements WLTe printed and issued to the rcsearcher. th(se financial statement.... had 

not been audited at the time of the study, which was conducted b(twel'n \:O\l'mher. 

2006 and January, 2007. The reason is that the four mutual health organisations arl..' 

operating as ccntral go\ernment institutions and arl' rcquired to audit their accounh 

by the Ghana Audit Sen'ice stafY (see MOH, 2U().3d, ~dOH, 2004b). 

Although the Asakyiri MHO and Asona MHO \\ere in th( process of contracting 

pri\ate auditors or firms to audit their accounts for 2U05'2006 financial periods. the 

Aduana 1\ 1110 and Hiretuo MilO saw this attcmpt as a drain on their rcsources due h' 

high 1l.'l'S charged by private or chartered accountants It must also be noted that thl..'~l' 

arl' l'llmmul1ity-hased organisations which ha\e bel..'n transforml..'d into fOITnali"I..'d 

organisations lIpon the implementation of the :\ III Act hSO sincl..' 201-'-+ (\!() II. 

2003d). [hey \\l'l"L' stdl undergoing transition at the time or the study. The\ arc 

operating within l'()mmt1l1itiL's where there arc prohklll" with L'kl'triut: "L1pply. J1lpl'­

borne water. road nl't\\l)fk~ and tekphone L'(lmmunll'ation net\\ (lrk-;' they lack h,t .... !L' 

s(lL'ial amenitil's (sel' (;SS. 200S). 



These explain why some of the ratios such as liquidity ratio and ~l)habiIJty ratio I.'ould 

not be calculated (due to non-availability of data, -:~p-:(I~dl~. baLll1l.'~ sheets). 

Therefore, these together with other ratios such as ratio uf subscriptions tll 

expenditure and ratio of efficiency in collecting dues or rate of paym-:nt of due~. are 

analysed to explain the model or methodological limitations in th-:ir application in thi~ 

study because of the lack of, or inadequate data as explained under the sub-titlc~ in 

chapter 9. Consequently, the applicable ratios to this study are the ratio of (U\eragl.' 

of expenses and ratio of operating costs to income. These ha\ -: been used for the 

analysis in regards to the financial perspective on the performances of the fuur mutual 

health organisations (see chapters 9, II and 12). 

8.5.1.1.3. Formula for Calculating Financial \,iability Ratios 

The financial ratios suggested by Cripps et al. (2003), h,we been explained in tabk 

8.3 similar to what was used in earlier studies (Atim, 1999; \ lusau. 1999). The 

principal sources of data to be used include statement of income and expenditure or 

receipts and payments and balance sheet (where accounts audited) for thl.' period (s) 

under consideration (Cripps et al., 2003). The formula used for I.'alculating the 

financial ratios shown in table 8.3 have been explained belo\\ (Cripps L'f 01., ~()()-~). 

l,iquidity Ratio 

The formula is current assets or short-term assets divided by current liabilitll.'s 

Current Assets (or short-term assets) 
Current Liabi litil's 

Sohabilit, Ratio 

The formula is assds di\'ided by liabilitIes: Assets 

Liabilities 

I~at io of Coverage of Expenses 

The fonnula is rl'Sl'r\l'S or rl'Sl'r\l' fund divided by monthly l'xpl'nses The nwnthly 

l'xpl'nsl's ~Irl' deri\ l'd by dj\ iding the total l'xpenditure by 12 nwnths. which IS one 

linancial ~ l'ar or pl'nod under l'ollsideration: 

Rc~ervl'~ 
\!t~nthl~- I~\.pl'nsl's (total e\,pl'nditurl' divided by 12) 
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Ratio of Subscription(s) to Expenditure 

The formula is total amount of dues coll ected di ided b th total annual 

Total amount of Dues 

p nditur 

Annual Expenditure 

Ratio of Operating Costs to Income 

The formula is operating costs divided by total income: 

Operating Cost or 
Lncome 

Operating Cost x 100 
Income 

Ratio of Efficiency in Collecting Dues 

Thi measured the rate of payment of dues, Here we di ide th total du r 

ub criptions collected by dues or SUbscriptions expected or budge ted fo r in th 

prevIous year: Dues Collected or Dues Collected x 100 

Dues Expected Due Expected 

Table 8.3: Financial Viability Framework 
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This model \ .... <.t'> used to calculate the financial \'iabil1 t \ ratio~ of thc four mutual 

health organisations in this study. as shown beIO\\. 

8.5.1.1.4. Calculating the 'IHO~' Financial \,iability Ratios: 2005 and 200h 

The financial viability ratios of the four mutual health organisations in thi~ study ha\c 

been calculated and the results shown in tables 8 . .+ to 8.7 below. \ h~r"-'l~\ cr. th,:,,~ 

ratios have been summarised and shown in appendix H. 

Table 8.4 shows how the financial \iability ratios of the .-\duana \1110 W,-'I,-' 

calculated and summarised in appendix H (see 9.2.3 for detailed analy~i~). 

Tablc 8...1: Analysis of Aduana '\1110', Financial Statements (Financial \"iabilit~ Indicator,): 2005·2006 

(old cedis, ¢) . _____ _ 
2005 2006 

LR :\.;\ 

Sf{ ~;\ 

R( I nooo,OOO.OO = 0.65 
1,776,000,()(J()()().12 

RSE' 652.773,000.00 . 0.36 
1,776.000,000.()() 

ROCI - 341 ,H55, 117.00 ~ 1.8 
I,H73.()()().<)()()()() 

RI-C I) I>~ 2, 77JJ2.Q!L(j() 

'--
N;\ 

NB: \ll111lhly hllL'Il~L'S: =14X,000,000.OO 
:\A: Data not a\ailabk:. 

')~\2:;4,()O() ()() - 11.85 

997,746,00000/12 

~.'I~.J_'llclll.~!...iI.l' = 0.2') 
l)')7,'4( •. ()OO 00 

2HI,5H7H9.00~ 14 
1,983,000,000.00 

;;"'Z.:L:L'JLIIOO.OO" () 4:; 
652, -; -, 3,000.00 

labk 8.5 shows how the financial viability ratios of the Asak:lrI !'.llIO \\,,-'1',,-' 

ctlculatcd and summarised in appendix H (scc 9.2.3 for detailed analysis). 

I II u ~ \ I . f \-.·.·1" I'r', 1\1HO's Financial Statcllll'nh (Financial \·iabilit,. Indiraton): 200o;·2()06 a) l' o.~: . na ~'" 0, " 

J (lId l'cdis, C) 

21H'~ 

LR , .. \ 

~R '.\ 

Rei 

RS I· 

IH WI 

hll').2'~,0tl.0J!tl. x 4~ 
S(l4.'H.\H)OOOI12 

41') <;l/, tlOO 00 II ~O .......! __ .1.~ __ :"'.l... ________ _ 

S(>4. ~ 42.000.00 

~.'X.(l7!:!,919,QQ - () I (l 
1 .4 ' 4 ,000.000 00 

.j '''. ';l)\()(lO (Ill 

----.--~~ -----=-::~-:--:-:--:;-;-----
-:2.06I.sn .n ,II \1l'lltlliy F\pcll'l" 

,\ 1 ),11.1 nol o\"ud,lbk 

, .. \ 

261.000.000.00~ ~ .36 
1)2,,000,0000012 

~=-~_2~ ,(lOU QQ " 0 20 
U2~.000.OOO.00 

I Sl) ,Mil .~~l) 00 - 0 II 
I.~SH,OOO.OOO.OO 

i 2~.j :~2_JM.U~Q ~ II (12 
; '9.595.000 00 
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Table 8.6 "haws how the financial \iability ratios of the :\sona \111 0 \\ ae (ak u L1L.:J 

and summarised in appendix II (see 9.2.3 for detailed anal: sis). 

Table 8.6: Analysis of .\50na .\lIiO's Financial ~tatements (Financial \iability Indicators): 21111:--21111/1 
(old t:(:di~. Cj • 

r zoos 

r--~ " \ 
I 

SR = N/A 

RCE = 418,000.000.00 ~ 2.14 
:: .. 'l-lIJ.I)()IJ.OOO.OO '12 

RSE = 842.289,000.00 = 0.35 
:2 3-lIJ.(jIJ(j,000.00 

f{OCl=I(j2A~I)2~I)() 0.03 

2,75!l,000,000.00 

RECD - 842.289,000.00 
N.A 

\Il Monthly ExperlS\:~ -195,000,000 (jll 
\;\ Data not available. 

530.000.000.00= (j HI 
7 ,87-~,OOO,OOO.OO!l:; 

1.769.000.00000 = 022 
7 ,8~-l.IJIJO.000.00 

IJ2.-lII~.~I\(1I1 '0.01 
8.-lIJ-l,000,000.00 

1.769.000,000.00 = 2 I 
;"'-l2.2K'J.()r)0.00 

~656, 166.66666 

Iable 8.7 shows how the financial viabilit\ ratios of thc 13irctuo \1110 \\l'rl' 

calculated and summarised in appendix II (Sl'l' 9.2.3 for dL'tailcd analysis) 

Table 8.7: Analysis of Birctuo MHO's Financial Statements (Financial \,iabilit) Indicaton): 200~-2()Oh 
(old cedis, ¢) 

LR :,\A 

Sf{ !\.A 

RCI - 2,22Q,000,000.00 ~ 10.03 
2,656,000,000.00 12 

RSI' 1,'1') I,OOO,tHIO (10 c 0.75 
2 .h~h,OOO,OO().OO 

R( I( 'I ~~~b5UtllJ...ll(l = 0.05 
-l.S7/l,()OO.O()() 00 

I{ICD !....')'I.I,OOO,OOOOO 
'\ .\ 

'\B. ~h)(llhly hPL'IISl'S 221 J33J3.U.I 
\.\ 1);)1.111,,1 ;I\,lilabk 

I ,2~-l~l,II"I,!,I_l,II"I, 1.93 
7,972,000.000.00 12 

.',-l7:>,(IIIII,1111I11I11 = 1I .. 1 

7,972.000,000.00 

2 ,I.n ,920:' 3:; 00 = 0.23 
9,256,000,000.00 

1,-l-2,t1{11I,t1(111 \III = 1 --l 

1.993,000,000.00 

Thl' results llf most ur the ratios In tables 8.-+ to S.7 did not show an\ si~niri(allt 

imp~lL't on the financial perfOmlanCl'S and \'iabilit~' or the rour mutual health 

organisations dUl' to limitations in the financial st~llL'ml'llts obtainl'J Thus, adJltlOnal 

financial analysl's \\ l'fl' done til support the arguments madl' (Sl'C chapter" l). II and 

12) These ha\ l' heen l':\plallled hl'low. 



8.5.1.1.5. Additional Financial Anahsis 

Based on this premise. some o! the analys-:::. \\ cre based on the ~b..,-:::.sment or the 

percentage contributions of: the sources or income to total income: inll\l1h.' and 

expenditure kvels; and net income to find out whether there wa.., any e\.(e~~ of 

income over expenditure (surplus) or excc..,.., of expenditure over inll\In(, (defici t): and 

an analysis of the cash balances or resen e funds (Foster and K-:ttkr. 200S). The 

formula used to calculate these rates (percentages) ha\ e been detailed below. 

Source of Income as a Percentage of Total Income 

The percentage contribution of the sources of income to total ll1come i~ calculated 

based on the formulae where the source of income being analysed is divided by till.' 

base year or the source and multiplied by 100 to derive the pcr(cntage (Cripps e{ 01 .. 

2003). For example: 

The calculation is based on the formula: source of income di\ ided by tOLd incomL' and 

multiplied by 100: Source of income x 100 

Total income 

Expenditure as a Percentage of Total Income 

The method used for the calculation is -:xpenditure di\i(kd b\ total ll1come and 

multiplied by 100: Expenditure x 100 

Total Income 

~ III F Claims as a Percentage of Total Health Care Claims 

The method used for the calculation is NHIF claims di\ided b\ total h\..'~dth care 

claims and multiplied by 100: N HIF Claim 100 

Total Health Care Claims 

Pa~ ing I nformal Sedor (PIS) I ncoml' as a Percentage of Total I ncornl' 

rhe formuLt w';l~d Illr till' calculation is paying infomlal ~L'ctor income di\ idL'd by l\\tal 

Illl'oml' and multiplied h~' Ion PIS Income \. 100 

Illtal Il1l'Ome 



Reserve Fund 

Reserve fund may be defined as the own capital Jl:cumulah:d by thl.' health micro­

insurance scheme to meet future expensl.'~. particularly. tho~\? Jrhlng from unt,'r,-''',-',-'n 

circumstances: resencs implies reSlT\ c fund (I LO, 200.:'). Surplus ha~ abo been 

explained as the difference between income and expenditure for a partIcular 

accounting period when income exceeds cxpenditure. Other expre~~lons. such ~h 

'profit' or 'earnings', may be used (lLO, 2005). 

Ilowever, in this study, reserve fund IS defined as total Income mInUS total 

expenditure. The formula for this is: 

Total Income - Total Expenditure 

This is to explain that reserve fund is the surplus of thc financial : car. The main 

reason for Llsing this approach is due to the fact that the financial statcments obtained 

from the four mutual health organisations had no balancc sheets to bL' able to deducL' 

the actual reSLTves for analysis (refer to 8.5.1.1.2). In reality, other rescarchers h.l\ c 

used this approach in their studies due to lack of data or balancL' shcet: a SImilar 

approach was adopted in USAID projccts in other parts of \\'cstcrn and Ccntral 

Africa, including, Ghana (ScI..' Atim, 1998, 200 I; Atim L'I al., 1998, 200 I a). The 

authors argue that: 

Strictly speaking. the actual reserves of thc schemc ~lrL' the 
subsidy from Misereor, which is being held in a spccial account 
on behalf of the scheme, but it \\'as judged more prudent to basc 
the calculations on the details presented in the sl.'llcme's tinancial 
statement, which are thc result of the opcrations for thc ycar and 
therefore a better gauge of management performance (scc .\tim. 
200 I :J2) 

Thus, 'surplus' is used as a proxy for 'rescn L'S' in this stud: to indicate the ~urrlus 

(L'S) ~IL'L'rued b: thL' four 1\11 IO~ at the L'nd of the finanL'ial YL'ar. Thi~ supports thl.' 

authors' suggL'stion that: · ... the surplus at the end of the yL'~lr h assumed to L',ll1Stitute 

the scheIllL"s reserves " (SL'L' ,\tim. 2(}(l\:32), Cnnsequentl). thl..' JnalysL's ~tnd 

disL'USSI,)IlS rl'lating to rL'~L'fn:~ or rL'SCI\C fund In thIS stud\' are basL'd on thi" 

assumption (sL'e chapll.'rs 9. II. 12: and appendix \1). 
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., he financial pc:rfonnances of the four mutual health organisations ha\e \"I1.?~n 

analysed (see 9.2,11.1.1. 12.1.1 and 12.2.3) and outlined in appendices: G. II. 1. J. K. 

L, and \11, 

8.5.1.2. Measuring Institutional Viability 

This part explains how institutional viability is measured. As indicated earlier (refer 

to 3.2.2) the outcomes of the institutional viability of the mutual health organi~ations 

were measured using certain indicators with respect to their operations (Cripps l'r a/.. 

2003). These provided infonnation for assessing their strength and impact on health 

delivery. These are calculated in rates or percentages as e~plained in table ~.~ a~ 

discussed by Cripps et al. (2003). Applicable rates regarding membl'r~hip trends l)r 

the four mutual health organisations have been analysed. For exampk. 

({ate of Membership Coverage of the Catchment Population 

This is calculated by using the total membership di\ided by the l'atchment population 

and multiplied by 100: Total Membership ~ 100 

Population 

Rate of Co"erage of :\ lembership (category of membership) of the lotal 

:\Iembership 

"a calculate this, the category of membership registered is di\ided b\ the total 

membcrship and multiplied by 100: Category of Membl'rship ~ 100 

Total membership 

Rate of :\ l'W Adherents (Rate of :\ l'" Registration) or Penetration into thl' 

('"tdllnent Population 

Thl' formula for the calculation is the number of ncw adhcrl'nh in 2()Oh di\ided b: the 

number of members for base year 2005 and multiplied by 100: '\e\\ Il1l'Il1blT" ~ 100 

2( l()" Oll'mhl'r" 

I :' I 



Table 8.8: Institutional Viability Framework 

e timate 
membership of the heme I 
calculated 0 er a period of time 

Rate of This ident i fie how many ne\ 
member it i able to attrac t 0 er a 
period of time 

ho\\ ninth 
number of new p opl \\ ho JOin th 

heme and the tot I numb ' r r Id 
memb r 

Rate of Enrolment into the Target Thi s measure the trend of 1-

Populati on enrolment in to th e targe t popula tIon number of member 
populallon- a ro ome) '.ir · of 

Rate of Member ' In vo lvement 

Rate of Drop-out of Membership 

members in the operati on of th 
scheme 

the ch m . op r a tl on~ 

The Thi show how many member faJ! 
to renew th eir ub cription 0 er the 
course of th e year 

ent i e to ' I11ml t 
them elve to theIr l11ember hIp n 

r gular ba i 

However, some of the rates like the rate of member 111 m nt uld nib 

deduced due to lack of adequate data. Additionall y th rat f dr p- ut f 

membership was not ignifieant in the overall memb r hip f th mutual h ' llh 

organi ation . That is, apart from one mutual h alth organi ti n, all th th r thr 

mutual hea lth organisation increased their m mb r hip in th ir p pu l ti n rag 

for 2005 and 2006 registration period . Th r for , appl i abl r I r g rding 

member hip trend of the four mutual hea lth organi ti on h v b n anal 

hown in app ndi 01 to 04 and tabl 9.1 to 9.4 . 

d nd 

8.5.1.3. Measuring Social Viability 

Thi part al nli ght n ho o ial viabilit m a ur d. di u d rli r r r~ r 

.2. ial bilit d u ing indi ator u h th m mb r r r 

art i ipati n In m ting ti n p yment of du th f lid 

linking th 111 m r . , n r lunt r t paid t rf tim , f1 

I., m f t.h 111 in t bl ur' h \\ 

th ~ tlr mutual h Ith n1 ti n utili - h Ith C ' iliti' tim. I 

r x .mpl , 

I _ 



Rate of Access to Medica l Care (Eligible Members and Health a re Ben fit 

The fo rmula u ed i the number of eligi ble member di id d b th tolal m mb r hi 

for the ba e year and mUltipli ed by 100: Eli gi bl e Member x 100 

Tota l member hip 

Rate of Access to Medical Care (OPD Attendance of the MHOs) 

Th formula used is the number of members who attended hea lth facili di\'id d 

the tota l membership for the base year and multiplied by 100 : 

Members' Attendance x 100 

Total membership 

Table 8.9: Social Viabili ty Fr a mework 

Measurement 

and Effec tiveness of The MH O negotia te on behalf of 

Rate of Acce s to Medi ca l Care 

Benefi ciary 
expcnses 

per hea lth 

Rate of Morb idi ty Patt ern 
Mcmbcrs 

Ratc of Mortalit 
Mcmb r 

Ilea lth Trea tmcn t Pr t 

member fo r heal th are pro I Ion 

Mea ures the performance of th 
scheme on member' ac e 0 f 
hea lth carc 

ca re A e e the trend of health care 
expense per member per health 
care category 

pCl rt icular il lnes in 
population again t the t tal 
th c popu lation 

Remark 

Ri ing rate of attendance mu ' t be 
in ve tiga ted 

Enable 
in r a ' lOg c, pendlturc Item I Ul d 
th e preparat Ion of budgel 

D linIn g morbld ll ra le among 
I I member ' Igndi ' an 

the health 'arc 

the Impac t 0 1 
member hlp on heal th In gene ra l 

a 
to\\ Jrl h 

II vcr, om of these indi ator could n t b ri fi d du la k of d hi 

th mbl or Annual n r 1 M ting M ndu led 

Ii ba i ( th m mb r hi fth mutunl h , llh 

rga nl ati n 111 Iud indig nl hil r n und r nd th d nd 

'r). h t P rti ipal t iv I I in th m ling . urth m ' I Ih 

rat 111 th u h Cl t:11 fi p r h Ith ar x ' 11 ' I' m II ) 

pa tt rn r m m 11 mt f m rt lit tt 111 r mm ' r - uld n 



calculated in numerical terms due to lack of data. Con~cquently. appllLabL: rJL.:~ 

regarding membership attendance at the health facilitic~ have been an~d\scd and 

shown in tables 10.1 and 10.2. 

8.6. Summary of the Chapter 

This chapter has discussed the research methodology used for this study. taking 

cognisance of the philosophical perspectives adopted in conducting research in the 

business and management disciplines. It has also explained the research design and 

strategies based on the qualitative research methodology used in gathering empiriL'al 

data in Ghana. Quantitative research methodology. including how financial. 

institutional and social viability indicators are analysed has been explained, Thus. it 

has established that both qualitative and quantitati\'i.~ research methodologlL's \\ L'rL' 

adopted in thl: study in view of the researcher's philosophical assumption as an 

interpretivist. The next chapter prl:sents the first part of the caSL' rL'sulh of the 

empirical study. 



CHAPTER 9 

CASE RESL'LTS: THE PERFOR'IA-'CE OF THE 'IL TL AL HE\LTH 

ORCA:\ ISATIO:\S 

9.0. Introduction 

This chapter describes the first part of the case results of the empirical study 

conducted of the four mutual health organisations in Ghana. The main th\..'!nc is the 

performance of the mutual health organisations. However, tour sub-thcme~ are al :-;L) 

identified and discussed. The first sub-theme is the management and admini:-;trati\ e 

performance of the mutual health organisations. The second sub-theme h the 

financial performance of the mutual health organisations. The third sub-themc h the 

perceived benefits of the mutual health organisations while the fourth examines thc 

perceived problems of the mutual health organisations. The chapter ends with a 

summary. 

As mentioned in chapter 8, these themes emerged from the intenie\\ data and arl' 

supported with available documents. rvl utual health organisations arc required tll 

provide an easy financial access to orthodox health care for their members. There 1:-; ~I 

relationship between how insured members percei\ e the performance of the health 

care providers and the mutual health organisations as the fanner ha\ e been contracted 

to provide services on behalf of the latter. This is the reason why :-;l'l'llon ()X (1.1) of 

the National llcalth Insurance Act 650 insists: 'the quality of health carl' Sl'f\ Il'\..'" 

delivered are of reasonably good quality and high standard' (:'1110, 2003d: 23) 

Thl' analyses in chapters 9, 10, 11 and 12 must be read \\ ith the framework in ti~lIr\..' 

3.1 (MIlO Sustainability Frame\\ urk) in mind. There is a pattern running through to 

l'stablish the t:lcI that financial perfomlance and \iabilil: of the mutual hc~t1th 

organisations in this study is influenced by both institutional \ iability and ..,ucial 

\iabi I ity. That is, the contcx t of the study is that mutual health organh~ltll)!h (~IIIO..,) 

arc emer,SlI1g as a hl'alth financing strall'gy in sub-S~lharan :\fnca. \Ilht of them arl' 

Illl'~ltcd in \illagl's ur l:oml11ul1itles, wher\..' there i.., bck of baSIC :-;uclal .1I11enilk':-; eg. 

elel'tril'ity supply and pipe borne water (refer to chapter.., 3 and -:'). 

In (ihana, thl' mutual health l)rgani:-;atil)Jh (\III( b) h~ldlll..,t been nh.'tallwrphlh\..'d IIlt\) 

flmnalisl'd Institutions lIpl)n impkmcntation of thl' ;\ III .\d 050 in \ I.lrch, 2004 



(Abbey, 2003; '\1110, 2003d). They were ~till in transition at the timc of the stud~ 

Some of them were compiling data manually, until computers wer.: donatcd to them. 

Therefore, both positive and negative implications of the titlc~ sub-titk" ~b anal~ "cd 

in chapters 9 and 10 han: been discussed in conjunction with oth.:r them.:" :-\ub­

themes in chapters 11 and 12 to reflect the procc~s of change. Thc thesis is arrang,-'d 

and presented to suit a certain pattern: the link betw.:cn financiaL institutional and 

social viability issues. 



9.1. Operations of the four :\lutual Health Organisations 

This section describes thL: second phase of mutual health organisations J,-'\ ,-'lopment. 

\\hich \vas discussed in relation to the health financing rc funn under the \, :Hional 

Health Insurance Scheme (Act 650), which is tenned post-:\HI 2()()3 \lHOs era (retc! 

to 6.5.4.2 and 7.2). It also describes the background charactcrJstic~ of the four mutual 

health organisations used for the empirical study and how thc) are operating under the 

:'\ational Health Insurance Scheme Act 650 (MOH, 2003d, 2004b). 

9.1.1. Description of the Case Study :\lutual Health Organisations 

Pseudonyms have been used to disguise the identity of the mutual hc~tlth organi~ation~ 

used for the case studies as a fulfilment of the promise of confidentl~tl ity (refer to 

chapter 8). The Aduana, Asakyiri, Asona, and Biretuo are tern1S used in plal'l' of thc 

real names for the district-wide and municipal-wide mutual health insurance ~cheme-.;, 

which are referred to as mutual health organisations (MHOs) in thi-.; ~tud). :\11 the 

four mutual health organisations are being supcnised by their rl'-.;pecti\ e di~trict and 

municipal Assemblies. The government provided a start-up capital fund of ~ I ~Om 

old cedis towards their re-formation (in the case of the pre-:\ III 2003 \ 1110~): Aduana 

MilO and Biretuo MHO or establishment (in the case of post :\ III 200_~ \ 1110-.). 

Asakyiri MHO and Asona MHO. 

9.1.1.1. :\duana l\ 1 utual Health Organisation 

The Aduana Mutual Health Organisation was a prl'-\d II 2003 \1110, whil'h 

transfon11ed into district-wide mutual health insurancl' sL'l1eme, "hl'n the :\~Ilional 

I kalth Insurance Act 650 ,,·as implemcnted in 200-l. It had been in c"istcnce for 

about Sl'\l'n (7) years at the time of thc study. It is located in a district in the Gre,lter 

Accra region of C'i1ana. The regional population labour force for CJreater .\ClTa 

rq!,ion in 2UU() was 15.3 per cent for males and 15.-l per cent for female-.;. With an 

economically active population rate of XX,3 per cent for urban arl'as and 11.7 per l'l'nt 

in the rural arl'as (( iSS. 20(}5). 

Ilo\\e\l'I, thl' di-.;trict within which the :\Juana \1110 i-; 10l'all'J i" Je-;crihed ,I" ,Ill 

Ordinal'\, DistriL't (Clhana Di-.;tri~h. 200~l. The population l)rthe di";lnd. a\.'l\)rdlll~ tl' 

the 20(}O 1,:l'l1-';U-.. was llfl)llnd l)~,OOO, Thi-; 1-'; currently \.>tlmateJ tl) he .lll l lll1J 121.()OO 

ha-';l,d lIn ~I gro\\ th ratc of 2.() per l'~.'nt \\ orkel" .lll' 111 oCclipatllll1S SlKh ,I" 

1 ~ 7 



agriculture, animal husbandry, fishing and hunting in the distnL't. Thi~ repre~ents ~I) 2 

per cent, revealing a high proportion of males engaged in agriculture and rcl.lt,-'d 

work. The district has the 10\\'Cst unemployment rate of 8.9 per \.:,-'nt in the Gre3ter 

Accra region. About a third of the 'not economically acti \ e' persons in the dbtrict arc 

homemakers. As a result, poverty is widespread. Health care is only prll\ Ided by 

health centres with no hospital provision (GSS, 2000, 2005). In 200:'. the Aduana 

MHO registered approximately 14,000 people \\'ithin its catchment population l)f 

98,000, which represented 14.3 per cent. In 2006. it also registered appw"imatcly 

21,000 members, which represented 17.4 per cent of an estimated population of 

121,000. Membership statistics are shown in appendix D I. 

9.1.1.2. Asakyiri Mutual Health Organisation 

The Asakyiri Mutual Ilealth Organisation is a post-N II I 2003 ~ 1110. which starkd as 

one of the pilot district mutual health insurance schemes in the country in 200 I. .\ n 

interim management was put in place in May 2004 to establish the current sdleme. 

which started operating in 2005, The district in \\hich the Asakyiri :--'1110 is located is 

in the Ashanti region of Ghana (Ghana Districts. 2008). The regional population 

labour force in 2000 was 19,4 per cent for males and 18.8 per cent for femaks. The 

economically active population was 50.7 per cent for males and -l9.~ per cent for 

females. The district in \\hich Asak"iri f\1l10 is located is lk~LTibed as a rural district 

\\ith a population of approximately 125,000, according to 2000 cenSLlS (( iSS. 2005), 

\\ hich increased to l-lh. 000 in 2006 (Ghana Distrids. 2008). I k~llth carL' dL,li\ er! in 

the district is pnnided by a district hospitaL pri\ ate 'for-profit' ~lI1d pri\ate 'not-l'or­

prolit' hospitals and health centres. People in the district also visit thL' nearb! Koml'o 

:\nokye Teaching Ilospital (GSS, 2005). The Asakyiri f\lHO in 2U05 registered 

approxim:ltdy 18,000 members, which represented 14.3 per cent of a population of 

12h,OOO. In 2006, appro x imatcly -l2,000 members were registered, which reprL'sL'nted 

2~.8 pLT CL'nt of an L'stimated population of 146.000. The statistics of membership an: 

shu\\ n in appendIX 1)2. 

9.1.1.3. :\sona :\Iutual lIealth Organisation 

Till' :\Sl)IU ~ lutual J kalth (h~~lIlisation \\ as establishL'J ill 2(l(l-l ~lIld bL'L'ame 

l)pl.Tatll)IUI in 2(}05 as a Pl)st-:-\1I1 2003 :--'1110. It IS ,I mUI1lL'ipal-wiJe mutual health 

insurancL' sl."lh:l11l.' (\1\1111~) in the Eastem regIOn l)r (ih,11Li IhL' Laskrn 1~'~lOnal 



population labour force in 2000 was 11.1 per cent for mJ\es and 11.2 per ~:ent for 

females. The economically active population \\as 33.-+ per l'cnt urban ~iT1d 66 A I~ ... 'r 

cent rural. The municipality in which the Asona \1 utual llealth Organi"ation~ i" 

located is described as an urban district (Ghana Districts. 200:-;). \\ ith a rllrubtion of 

137,768 according to 2000 census (GSS. 2005). This is currently. 1"+"7.000. \\ith a 

growth rate of 2.6 per cent (Ghana Districts, 2008). Health care is ~Cf\ ... 'd b\ a 

regional hospital and a private specialist hospital \\ith no polyclinIc or hc.dth l'l'ntrl'" 

The Asona MHO registered approximately 87.000 members, \\hlch reprl'''l'ntcd «~ 

per cent of the population of 138,000 in 2005. In the year 2006. it attracted ,\ wul 

membership of approximately 88,000, \\hich represented :'9.9 per l'l'nt of .In 

estimated population of 147,000, The statistics of membership arl' "hOWI1 in appendi" 

03, 

9.1.1.4. Biretuo \1 utual lIeaIth Organisation 

The Biretuo Mutual Health Organisation \\as also a pre-~lII 20()3 \1110. \\ hich 

reformed into a district-wide mutual health insurance schen1l.' under the ~ III .\ct ():'O 

in 2004, It had been in existence for about 15 years in an administrative district capital 

under the Local Government territorial demarcation in the Brong i\hali,) rl'gion or 

(ihana, The regional population labour force for Brong :\hafo in 2000 \\as 9.7 per 

cent for males and 9.5 per cent for females. The economicall} active population or 

the Brong Ahafo region was 36.3 per cent urban and 63.7 per Cl'nt rural in 2()()() ((iSS, 

2005). The population of the district in which the Biretuo \ tHO is locall'd aCl'ording 

to the 2006 estimate \\as 150,000 with a growth rate of 2.3 per cent. It IS 

predominantly a farming commuDlt} sen ed by a district hospital and hl'Jlth centre" 

((iSS. 2005, Ghana Districts, 2008), The Biretuo \tllO in 200~ regl,,!l.Tl'J 

approximatl'ly 69,000 members. which represented ,,+9,6 per cent of a popul,llion l'( 

139,000, In 200h. it regiS!l.'rl'd approximately 6~.OOO members, whIch repr~.'"entl'd 

"+,' ,.1 Pl'r l'ent of an l'stimated population of 1 :'0,000, The statistics of membership are 

shown in appendix 04. 

9. I..:!. 'Ianagenll'nt offhl' Post-'\1I1200J '11IOs (D'I'III1S) 

.\11 the mutual health organlsati(lns ill this study arc belllg marugl'd ,Icl·ordln:..: to the 

ll1i.lIlagl'IlH . .'nt stnlciurl' pn1pll"eJ by the '\ ,II iOllal Ilealth Insurance :\(1 (,50 l\ 1 () II. 

200.'d, ~OO"+h). whIch i" lkscnhed in tigurl' 9.1. I'hl" i" Ih 11 \cry l11ul."h ditkrelll trom 



what already existed before the \HI Act A~O was introduced a~ described b: K.ll1kye 

(2001), and shown in appendix A. The figure shows a top-down managem.:nt :-y~tem 

where decisions of the district and municipal mutual health organisations are taken 3t 

the general assembly level and passed on to the board of directors. The respedl\',: 

boards of directors are to liaise with the management of the schemes or the man.l~\..'r 

to ensure that the decisions are implemented (see 9.1.2.1 to 9.1.2.3). 

Figure 9.1: Organogram of the Post-:\HI 2003 :\IHOs (D:\I:\IHIS) 
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Community Health Insurance Committee 
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Some pre-,\HI 2003 MHOs (Biretuo \lHO) have not seen much "tructural chan~..?~ J~ 

the communities kept the old management structure. Some m('mb,:r~ l'! the 

management team who worked with the scheme" under their pre-\ H I :UU~ \11l0 ~r~! 

were recommended for appointment by the district Assemblie~ to admlllhter their 

current schemes under their post-NHI 2003 \lHO era: 

... 1 will say nothing has changed in our case ... Our SfrzlL{lI1"l'S are 
okay ... it is a continuation of the old system. The cllrrenr 
management hasn't changed much Fom the previous one. The 
man who was managing affairs in the old scheme is still the 
manager ... (BRMHO-M-IO) 

Ilowever, a pre-NIH 2003 MHO like the Aduana i\lHO ha~ maintained it-; 

management structures but reshuffled some of its personnel. .\ health manag~r who 

has been associated with the Aduana MHO observes that: 

... we had inexperienced schemc lllilIlU,':!,L'lIll'lI{ initia/~l' \\'hich HilS 
a/so (f prohlem because the former management l1u:mbers oj the 
communitl' health insurance schelllt..' (pre-SHI l003 .\!lI()} were 
re-shzdlled. The structure oj the scheme is almost the same hut 
ilS / suid there is a change in staf/illg and the Xf/I Act 05() has 
I/wdt..' the scheme morcformal ... (H.\ffY-0) 

On the other hand, a post-NIII 2003 MHO like the :\sak: iri \1110 adopt~d the" III 

Act 6)0 mallagem~nt structures but reshuffled its personn~l altogether aft~r it 

operated as a pilot scheme in 2001 : 

.. , \I't..' \I'crt..' not then! but /;'om the records, {hel' tried to mohilise 
the c0I1111llmitl' ... C\ ,t..'lyrhing \I'as done together H"ith the ehiel\, 
opiniol7 Icuders und identlliable groups like H'omen's groups. 
religious hodies, muslims and !11arkd \\'umen Several (}J the 
groups \\'l'n' orgunised to sell the idell to them and also to 
II/obilise their memhers. That \\'us exactlv what tlu!\' 

did ... ( .. \.\ f,\f1I( )--1) 

9.1.2. t. Cl'lH'ral Assemhly 

Fadl of th~ (IL'IH:ral .\s:-\L'mbly nf th~ four mutual h~alth orgall1"~lti()Jb L'(ln"l"h l)1 

rL'gistl'r~d and fully paid up m~mbLT~, who tak~ major dL'li~H)lb 11l)\\ l'\ ~r, mL'mb~r:-\ 

ar~ h~ing reprL':-\L'nted at the ,\nnual (JenL'ral \kL'ting:-\ (,\(j\b) by the k,lder"hlp llf 

thL' cnmmunit) health insur~lI1L'L' ll)mmitlL'L'" (ellle). \\hi,:h ~lr~ forrn~d in the 



remotest localities, These compri~e of a chainnan, a \ )(c-chairman. J trCJsur ,:r and a 

secretary' (.\1011, 2003d; GHS. 2004b), This management Sy stcm ~cd~s to u,.? th.? 

Local Government administrati\e '->tructure of deccntralisation and rule b\ 

representation: 

'" we decided that we wanted to maintain the ideals of 
decentralisation Hhile at the same time, making sure that there is 
access to health care for everybody", the schemes are semi­
autonomous, have their 0\\'11 boards, they can set their 0\\'17 

policies, to a limited extent, and deal l\'ith residents of their 
respective districts ... (P MS-i3) 

The aim is to enhance community participation through a bottom-up approach 

whereby ideas and decisions are generated from the community members and then 

forwarded to the General Assembly via these representati\l's: 

... there has not been much change in mClllhen' participation at 
mcding." ... We ha\'(! stakeholders meeting, H't' h(1\'e the .IC,\/ and 
1\'(' h({\,(' 1I01\' estahlished Hc({/rh illsurance Commillees in all rht' 
SlllT(}lIlldillg \'illagt's and communities HI/() report to liS oj all rile 
problems the communi(\' members l1'ant solutions to, Ji,,' our 
arrcntion. That is to su\' that I\'e /](I\'e I/OW decentralised deCIsion 
making ... (BR;\I/I(}-,\/-i 0) 

Thus, this management style is working for some of the mutual hl'alth organisations, 

9.1.2.2. The Governing Body (Board of Directors) 

The Board of Dirl'ctors follows the General Assembly, being a top-down py ramidal 

structure. Sl'ction 54 (I) of the National Health Insurance .-\,ct 6:,U stipulaks th~lt 

E\ery scheme shall ha\'l' a gO\eming body \\ hich shall be 
rcspunsiblc for the direction of the policies or thl' sl'hemc and 
appointml'nt of l'mployel's (\1011. ~U()_,d'19) 

Thus, the appointment PI'l)(l'SS follows the l'ontent or th.? "ational Ilealth In"lILlnl'l' 

,\ct ()~O, in that it inclw .. ks Il1l'mbl'rs l)r identlli<.lble (l)mmUnit y gWlIp" Thl'''l' 

llll'illlh.': the Distill! ,\sscmbl:-, the Distril! 1 kalth Dirl'l!\)1 ,ltc, the Chri"t),\11 Counl't1. 

the \ll1slim Coullcil. the ('ommunit:- or Traditil)nall'ollll(i1 and thl' S(hl'me \Ltn~l~l'r 



(MOH, 2003d). Thc District Co-ordinating Directors COCOs) or th~ .-\sscmbli~:- arc 

bcing nominatcd by the District and Municipal Chief Executi\'cs to servc on the board 

of thc mutual health organisations on the virtue of their positions as technocrats of the 

district and municipal Asscmblies. A health manager who is familiar with the 

opcrations of the Aduana MHO explains thc changes in the composition of the board 

of dircctors: 

... Board of Directors consists of some communiry members and 
the institutional management committees are involved in the 
management of the scheme at the locallen:/s. Thus the strucflIre 
involves more communir)' members than the prenolls 
system ... (H MP-6) 

The membership of the govcrning body of the four mutual hcalth urgani~atiun~ range 

between scven (7) and fifteen (15) people. Thus, the composition of the Hoard of 

Directors has been expanded and improvcd through implementation of the :-\ational 

Ilcalth Insurance Act 650 (compare this with appcndix A), Some policy makch abo 

perceive that thcre are more formal sector rcprescntati\'cs on the Board or Directors 

than community members in some of the communitie~ dependcnt on tlh.:ir 

interpretation of the N I 11 Act 650: 

... nOlI' YOII hOH) Distric! Chief L\(:'cutin)s appointing people to 
Ic)rm the Board, bllt there is some guideline(.\'j in the 1m\' tho! YOli 

shollid /ul\'e. a religious person, traditional /Jc.'I"WII, mllslim 
/JL'rSOIl, alld so jCJrth ... so YOII //(1\'(:' some places that YOli han) 
quire (/ numher of the jc)rmal sector people on the Board and j(:'\\ 
communit), people on the Board ... tll/;:)' are not actually 
(,/('('/('d ... 50 that is the chunge you knoH', /rom the people 

themseil'cs .. , (P.\/S-16) 

The ('hairmcn of this bod~' are clected from amongst the entire membership or the 

Board llf Directors. The re~pon~ibility of the g.O\ eming body (the board) h Il' dirL'l'l 

the dIect i \L' and L'flicient policie~ and appoint thL' staff or thl' Illutual health 

t' I" (I I ') ") This is being done in l'on,Junction with the dl"tIll'l ,md llrganlsa Jl)ns ,su: ., .. -. . _ 

IlHlI1ll'ipal :\ssl'mbliL's The ~chemL' managlTs arL' ''IT\ illg. as thL' sL'creLIrIL'S to their 

(~\,)\ erning Boards \ \ tOIl. 200~d; Gil S, 2004h), 
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9.1.2.3. The Scheme ~lanager and :\1anagement 

The implementation of the \HI Act 65() has made it pos~ibk to define critefla for 

human resources for the mutual health organisations. It states that at lea"t ~I\' 

minimum core number of staff are required to operate any sustainable mutual hl.:,dth 

organisation, and they must ha\'e required levels of professional and occupational 

qualifications. The criteria set down ensure an cas) method of short-li~ting 

prospective applicants for subsequent interviews and appointment (:-101 L :OO~J. 

2004b). In practice, number of staff \'ary from community to community. duc to thc 

varyIng size of different localities. The day-to-day administration of the mutual 

health organisations in this research lay with the scheme managcr and ti\ c l)ther l'l)rl? 

appointed staff. They all have qualifications desening of their carceh 

Outline of the management staff employed is shown in appendix. F. It \\ould bc "l'l'Jl 

that all the four Scheme Managers are graduates or ha\c tirst degree. The accountants 

have either lIigher National Diploma (lIND) or SSe. Administration (:\cl'ounting 

Option). The Management Information Systems UvlIS) managers ha\ l' lllghl'r 

National Diploma (HND) or appropriate qualifications. The Claims \Ianagl'h also 

have either Iligher National Diploma (HND) or (Jencral Certificate of Education 

Ordinary level (GCE O-Level) qualifications. The Data Entry Clerks abo ha\ l' 

National Vocational Qualifications (NVQs). 

Another sct of employecs of pre-I" HI 2003 \ 1110s, whIch ha" been reguLlrISl'J ul1lkr 

the NIII Act h50. is ficld workers. who ha\c becn replaced by communlt) hcalth 

insurance collectors (CHIC). Their employment is b\ recommendation~ from 

guarantors from amongst their community members. \\'ho \\Itness ~I bond upon thcir 

sekdion and l'lH!,al!,Cmcnt. Thcsc staff are located within the heart of the communitil'" 
~ '--

as sllown in figurc 9.1. Their main task is to register and collect the premiums Irllll1 

community members and forward the money with details to the secretariat of tlh.' 

mutual health organisations. 

During till' pre-:'\III 2OtL"' \lll()" lT~1. till' tield workl'r" were remunerakd on till' ba"i" 

of a perl'entlgl' l)f till' numbcr or pcople thc) rl'gi"lL'r and thc amount or mOl1cy 

l'olkdCd. IfOWl'\ l'r. thl' communit) hcalth IIhurancc l'(..llkctl)r" whl' arl' \\ OIling \\ llh 

thl' lllutual hl'alth or!!-anl"atIOI1" arc paid .!lll)\\ ~lnCl'" .mJ .lIl' abo Cl 1IbllL.:led ,I" 
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supporting the core staff of their mutual health organisations. Administrati\ eh. all 

the staff of the mutual health organisations including field \\orkcrs arc appointed .b 

part of the human resources component of their district and munil..'lpal Assemblies. 

This is an improved way of maintaining staff on full time contract basis as the: arc on 

the Assemblies' payrolls. 

Due to the regulatory endorsement all the key management staff of the mutual hC~llth 

organisations are very confident about performing thcir respecti\c dutie-; (-;Cl..' 

10.3.1.1): 

... then we also have the authority and the backing to he ((II7/it/l'll! 

that whatever ~1'e want to do is backed br the lal\' in which case 
we mar not be afraid, but are co\'ered. Then \I'e o/so A170H' the 
direction we (Ire going (ll7d what to do ... rS;\r\/IIO--I) 

The management staff are regularised under the Ci\il Seryicl' (CS) stall codl's. 

reflecting how the mutual health organisations are operating as busincss entltll'S. 

They need to exhibit a sense of responsibility in spending health insurancl' funds, 

This was necessary for their sustainability. as thl' efficiency \\ith which the: 

organised and managed the affairs would help boost confidence and trust in members. 

Mismanagement or misappropriation of funds could discourage members from 

participating. For this purpose. section 59 (I) of the Act (150 notes: 

A scheme shall ha\c at all times high calibre directors. principal 
officcrs and l'xpert technical and professional staff and shall 
maintain such standards as may from time to timl' be prcscribed 
or as may bl' dirl'cted hy the Council (~tOII, ~003d:~ I) 

Theoretically, the suitable qualification for the key personnel of the mutual hl' .. dth 

organisations as sho\\n in appendix ,. should ha\ l' been pl'upk "ith insurancl' specific 

klHm ledge and qualilil·ations. Howe\ cr. it IS difficult to identify many such people: 

... rOil \\,illllu( gt'f it. rOil "'Oil 'r get. 1J'e han'lI '( produced t'IlOugh 
!h'op/e (0 (it 'Cli/)\, /3(} disrncr\, YOli C(/II'r gl'f rhar Ilumher "t 

!Il'ople \\'ith IIlSllr~lI1Ct' hdt 'kgroulld., .Ihl'.\' canllor ht' JOllnd". 

(P.\ 1.\- /6) 



Mc:anwhile, by th(; standard of fonnal educational attainment In Ghana. the~i.? are 

some of the highest qualifications. These people arc broadminJi.?d with general 

understanding of management principles to deal with related matters. \'oncthek~~. 

the Business School of the Uni\crsity of Ghana. Legon, Accra. i~ training graduall'~ 

with insurance spcciality, to fill this skills gap. As they do not possess background in 

insurance, the core staff needed orientation in health insurance and communit\ -ba~cJ 

health insurance operations. The Danish International De\ elopment .\gl'nc~ 

(DAN IDA) through its collaboration with the health sector had helped to prmide 

technical assistance for the scheme managers: 

... 1 attended an orientation workshop organised by Danida upon 
my appointment ... Here is 177)' cerfijica{(' (}j participation ... 
(SMMHO-4) 

The only constraint to their career progression is the absence of a ladder for career 

promotion. Some respondents suggest that the Ministry of Health (\IOH) as thl' 

sc:c:toral ministry should employ these staff instead of the district and muniL'ipal 

Assemblies. This would ensure that a wcll-categoriscd salary structure and better 

conditions of sCI"vice, which are lacking would be developed for all the stall of the 

mutual health organisations in the country. 

9.1.3. i\ h'mbership Categorisations and Eligibilit~ 

The l1lutual health organisations are recruiting their members. For the PUrptlSl':-- of 

easy ciassilicltion, the members ha\l.~ been categunsL'd as des~ribed belo\\'. 

9.1.3.1. Formal Sector :\ lembership: Social Health Insurance Contribu tors 

l'llrm~tI SL'ctor Il1L'mbers arc peopk who are emplu~ L'd or \\urking and contributing to 

the SOCial SL'curity and National InsuranL'L' Trust (SS:'\ IT) Pension Scheme. as well ~h 

rL,tircd formal sector emploYL'L's who ha\l' opted for the SS!,\I J Pension Sdleme (refer 

to ).4.2), Retired fonnal sL'L'tor L'l1lployel's who ha\ L' opted out of the SS" I J Pen~ion 

Scheml' b~ ~:ollecting their entitlements in bulk arc refared to as 'Cap 3(1' member,> 

and arL' cl)l1siderl'd to bL' infonllal Sl'L·tl)r memblTs by the ll1utu~d health l)rganh~ltions 

rhl'sL' SS\'I I clHltributors and PL'nSllHll'rs reprL'Sl'nt the "l)cial health In'>urance 

l"Ompolh:nt of the fllsL'J \.atilmal 1 kalth JnSlIraJ1L"L' Sdlell1e ,\]()I I. 200.~d. 200..tb. 
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Osei. 2003). The fonnal sector membership of the four mutual health organi<ltion" b 

analysed in appendix 0 I to 04. 

9.1.3.2. Informal Sector :vJembership: Communit)'-Based Health Insurance 

Contributors 

The infonnal sector members are people who are not \\orking in any fonnal 

establishment or earning their wages by any codified remuneration packages and are 

not contributing to the Social Security and National Insurance Trust (SS:"; IT) Pension 

Scheme. They are mostly artisans, fanners, and fishennen, petty traders. among 

others (refer to table 6.6). The 'Cap 30' pensioners are also (onsidered to he infonllal 

sector members. The infonnal sector members are \\'ithin the age range of I ~ to 69 

years and are also classified as 'paying infonnal sector' members. They con~titllll' the 

community-based health insurance scheme component of the combined .'\ational 

Health Insurance Scheme (MOH, 2003d, 2004b). The paying informal sl'ctor (PI~) 

membership orthe four mutual health organisations is analysed in appendix D I to D4. 

9.1.3.3. Exempted Members or Social Group Elements 

In theory, the National Health Insurance Act 650 and Ll'glslati\ e Instrument I ~()l) 

categorise the exempt group members who could access free medical care from the 

mutual health organisations. These are the indigents: people belonging tll the (Url' 

poor' category on the socio-economic ladder; children under the agl' or I ~ : l'ars: rrom 

birth to 18 years: and the aged: 70 years and mer (~1011. 2003d. 2UO-+b; (diS, 

2004b). The health care benefits of members of the post-:\ H I 2()U3 \ IIlOs, \\hlch the 

mutual health organisations in this study are providing for their members are 

l'xplained in appendix F. The social group membership of the fllLlr mutual health 

organisations is analysed in appendix 01 to 04. 

9.1.3A. :\ on-' lembers and I neligibility under :\ II I \ct 650 

rhen: arc SlHne l'all'gorll's of people in the communities \\ho l'annot l'nrol due tl) 

either the high premium rates or l'xl'mptions within the :\1l1 :\L't h~n (~101 I. 2003d. 

2004b). The mutual hl'alth organisations arc pnniding all children under the ,Igl' 01 

I ~ ) l'~lrs with fn:l' Ill'alth c~lre al'Cl'SS under an l'xemption pack,lgl' Ilowe\ l'r, thl' 

management arc at the S:II11C time l'\pecting hoth parl'Ilts. whl,ther rn,11Til'd llr (wt. tl) 

Ilel'l'ssaril: regIster bl'ti.)rl' thl' children clndd he clln'lJered I'llI' the l'\l'mptllln (\ lOll. 
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2003d, 2004b). En:n children of single parentage are bemg refu-,cd a((c,,~ bccau~c 

either the mother or father cannot get the 'second partner' to regi:-;ter with. II h 

difficult for couples to register their children separatel~. when the\ (annot rahC the 

premiums to register themselves: 

.. . those who are not married are not allowed to register ... 
(ADMHO-NM-4) 

In Ghana, the responsibility for ensunng that children are sent to the hospital for 

orthodox health care usually falls on the woman. \\'hen the household is headed b: 

men or where there are couples involved, the man is expected to provide the funds to 

meet the costs incurred. 

economically, dependent on the financial provisions of the man (husband) and needs 

his support to join a health insurance scheme e\en if she has good reasuns to enrol. In 

cases where the men cannot provide the funds for the rq;istration, the entirl..' 

household cannot participate in the mutual health organisations: 

... my brother, it is my husband oh. 1 am really sick and /nf!ed to 

,~() to fhe hospital, but Illy husband has jellIed to pay the prf!miullI 

to enable us enrol \\'ith the scheme so that 1 can get some 
trcuflllellf. En)1l the children's own is another probll'lll hecause 

the scheme \l'i/I not regisfer fhem until \\'(:' the parf!l1ts hal'<.' 

regisfcrcd. .. (ADi\1I/O-S,\/-I) 

Another group of non-members \\ithin the communities arc those between the ages of 

19 and 30. They an: outside the exemption (riteria and arl..' still pursuing I..'ither fonnal 

or informal education, apprenticeship or peasant farming. Due to lack of employment 

a\Cnlll..'S, youth unemployment is increasing {rcfcr to chapter 5), \\'hilst tl1l..': h~I\'e the 

urge to rq!.iskr, thcy cannot raise the premiums to actualisc it by l..'nrollll1g \\ ith the 

mutual health organisations. l\1ajority of the peopk in this agl..' gnHlp arc -..t II I 

depending on their parents for their li\dihoods. This is also lTI..'ating probkllh lor 

rdati\ 1..'1: poor piHI..'nts: 

.. , Hl' hol'<' tht.' rl's/,olls/hilif,\' 10 '<I!.'\ft'r/(I/' our childrt'l7 who (11\' 

!lot work ill.!!. (md are aho\'() I \ \ 'ean ... then! is 1101 enough Il/oney 

10 n'g ,\Ier (TtTI j:lI11ilr llIL'mhlT 01 the f1/0lllt'lir S(I ulhen are nol 

It'l "l'\II\rl"'l''' .. (. 1.\1\,\11/0- \/-()j ,'" 



Ghana is a nation where the extended famih s\stem encourages solidarity of all kind" - ~ ~ ~ 

including, financial solidarity. En:n though, the eagerne~s to c'-prc"s thIs solidarity i, 

present, it cannot be seen to be demonstrated amongst somc people in the 

communities where the mutual health organisations are located bec~lLbl' of lack of 

funds. There is another group of uninsured members who are in the age range of .~ I 

to 69 years who are also not in any gainful employment. \\hik they canrwt regbkr 

on their own, some of them do not also have any benefactors to support them. F\.1r 

those people between the range of 50 and 69 years, the ideal situation would h3\ c 

been to rely on their children, where available, for financial support. Therc are other 

inhibiting factors involved here: some of them are childless and C\ en those who ha\c 

children cannot depend on them where the children themseh'cs are not working or 

have no means of gaining regular incomes: 

... currently, my mother and my auntie are not I'egisfcI'cd 

because of lack of funds and they are not yl!! 70 years old I 
should h(/\'e being assisting them hut 1 do not hQ\'e if ... 
(/IDMHO-A!-IO) 

In order for thcsc relatively poor people bct\\l'Cn thc rangc or 50 and 69 y l':lrs who 

cannot regislL'r to enjoy free comprehensi\ c health carc bcndits at thc point of -;cnicc 

usc by mcmbership of thc mutual health organisations, thl'y \\ould ha\l' to count on 

some benevolent financial assistance, from \\hichc\cr sources possible: ' .. . gycsr ()hi 

plU 11'C},11 ukri ... ' (AD:'!! /()-;\1-3), translated as: they nCl'd finanl'ial push from 

someonc. An international financial aid orgal1Jsalion \\as supporting some poor 

1l1l'mbers in some of the communitil's within thc district \\here the Aduana \tHO h 

operating. Thl' project was dubbcd 'Premium Subsidy Project'. Thc eliglbk' members 

Wl'rl' to part-pay :25 per cent of thcir subscriptions whik the organisation \\as III 

sllhsidisl' the 75 pl'r ccnt. This projcd \\'as failing to cncouragl' bencticiarie-; as they 

did not simply ha\l' thc rCSOllrCl'S to l'\ en pay :25 per ccnt: 

... ini{ial/\'. {her \\l'/'(' supposed {(J pay ~5 per cen{ hu{ {he pl'ople 

l\l'/'l' no; hrin~"/! . .!. {ITl"I' _')5 IJ('/' ('el1f. so along {hI.' lilll'. they HeTt.' 

paying J(}(} I)l'l' edit lor {/'l'm ... (.\'\1\/110-1) 



This case dcmonstrate~ that when some peopL.: in the communitl-:s In Ghana are 

classificd as 'relati\cly poor' or 'core poor', it r-:JIly mean~, they arc 'poor', The 

financial viability of the mutual health organisations also depends on the ability of the 

members in the communities to register and sustain the payment of their cuntribution ... 

on regular basis. 
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9.2. Financial Performance and \'iability of the 'Iutual Health Organisation" 

This sub-theme evaluates the financial performance of the mutual health organi:;ati(11b 

in their efforts to mobilise revenue and make prudent financial decisions. It ha" been 

observed in chapter 3 that just as mutual health organisations may offer the bCIl,:fih l)f 

risk-spreading (health-risk), they themseh es may be at risk of insoh'clh:y ill their 

development. As indicated in chapter 8, there are limitations in using the financial 

statements of the four mutual health organisations to establish their financial \iabilit: 

based on their actual reserved funds in this study due to unavailabilit~ of balancc 

sheets. Moreover, the financial issues in this study are set \\ithin cert~1l!1 limitation~ 

particularly, against the background of complicated actuarial difficultl\..'~ thc 

statistical calculation of risk or life expectancy for insuranl'e purpose~ 1 he anah ~h 

under the above theme is based on the assessment of ~e\ eral interml'diate I·,ll·tor" and 

the figures are quoted in old cedis (c). The exchange rate was one pound "krling 

([I ), an equivalent of eighteen thousand (c 18,000.00) old cedis as at :\l)\ l'mber ~OO(1 

Sec discussions below. 

9.2.1. Funding Streams of the four l\I utual Health Organisations 

There are three main sources of income <.l\ailablc to the mutual health organi"ations. 

The first is premiums. This is accrued from the 'Pa: l!1g 1 n formed Sector' (P IS) 

members who pay direct cash for their premiums and admlllistration fces to obtain 

membership. The administration fcc is charged to meet current l'osh of stationer: and 

printing of membership photo identification cards. 

I'hl' sl'cond sourCl' of income is from the National Health Insurance Fund (\ III F). 

which is a gO\lTl1l11ent subsidy. This constitutes incomes from two sources. The lirst 

one is the 2.5 pl'rL"l~nt Nationallkalth Insurance Levy (;'\HIL) on sekL"led glh)lh and 

SlT\ ICl·S. The sCl'ond is 2.5 JX'rcent deduL"led from the 17.~ percl'nt monthly 

l'ontributions or f0n11al sl'ctor emploYl'es' Social Sl'l'urit\ and :\atlonal [nsuranCl' 

I rust (SS:\ II') Pl'nsion Sdleme. I \enee, fomMI sector members of the mutual hl'alth 

orl!,anisations arc not pa\ing dirl'L"l cash towards their premiums as their sllh .... cnptlllf)'-. 
~ . 

arlO dedul'1L'd ~It SlHlrCl' from their monthly salarie~. There arl' no Ul11ll)f"ll1 prl·mium .... 

paid as the 2.5 pl'rl'l'nt is dependent 011 l'ach worker'" ~alary lc\l'l anJ annual l!1Ctlll1L' 
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Thus, the . formal sector' members and the . \..'\,\..'mpted' mcmbcr~ ar\..' only raymg 

direct cash for the administration fees. 

The third source of income is from the 'Other Income' (01). These ar\..' financial 

contributions from donor organisations and philanthropists or accnleJ int(Tl"t-o; \.'!l 

fixed deposits. 

9.2.2. The Cost of Health Insurance Policy of the 'IHOs: 2005-2006 

Notably, all the mutual health organisations did not decide their own premiums. The\' 

are using graduated premiums set by the National Health Insurance Act 6~() (\ lOll, 

2004d, 2004b). These range from c72,000.00 to C.f~().OOO.OO. The c\.pcl'tation or 

policy makers, when deciding on the graduated premiums was that the rIl'h pl'\.)pk in 

society should volunteer to pay higher premiums so that the financial base of the 

mutual health organisations would increase. This \\Quld have a 'knock on effect' on 

the 'financially less endowed' members in the communities: 

... one thing 1\'(' also took into account is relatil'(, payillg ahilirl oj 
rhosc who I\'cr(' in a position to make a contribution. There are 
thc rich people, the middle class, the lower middle class, ulld the 
blue collar people ... 50 depending on your t!c(}lIomic 
circumstances, YOli could be paying threl' hundred thousand old 
cedis (c:'300, 000. 00), thL' poor person or the blue collar guy is 
l}(lI'illg s('I'l'lIry-fl\'O thousand old cedis ((' "7~, 000. (0) ... (P.\ IS-J3) 

In practice. all the mutual health organisations in this study are applying thc minimum 

premium of c7~.000.00. A breakdown of hm\ the mutual health organisations an: 

charging their members is shO\\n in appcndi\. G and discussed below, 

Aduana '1110 

It \\mlld be seen that in 2005, thl' Aduana \1110 charged a premium l'j' c72.(I()() (lI) 

and administration fel'S of l'l 0,000.00, This brought the total l·\.ht or regi~tratll '11 to 

cS2,OOO.OO. In 20()(1. it Ch"lI'gl'J a premium of l~2,OOO.OO and adminhtration fees 01 

~ .. 2S,O(}O.OO. The total cost \.)1' regIstration w~1S 1.'100.000.00 (health in,urance !"\'!IC) 

for pa~illg informal Sl'ctur memhl..'r:--). 



:\\akyiri '1HO 

In 2005. the Asak> IrI \lHO charged a premium of c72,000.00 and admini"tration fc~" 

of ¢28,000.00. The total cost of registration \\a~ ~ 100,000.00. In 2006. It charg~d a 

premium of ¢72,000.00 and the same administration fees of c28.000.00. The total 

cost of registration was the same c 100,000.00 (health insurance policy fur paym~ 

infonnal sector members). 

Asona MHO 

In the case of Asona MHO, in 2005, it charged a premIUm of (72.000.00 and 

administration fees of ¢28,000.00. The total cost of registration \\as ~ 100.000.00. In 

2006, it charged a premium of ¢72,000.00 and administration fees of ~-+~,OOO.OO. The 

total cost of registration was ¢ 120,000.00 (health insurance pol icy for paying informal 

sector members). 

Biretuo MHO 

In 2005, the 13iretuo MHO charged a premium or c72,000.00 and administration k'I.:s 

of ¢28,000.00. The total cost of registration was c 100,000.00. In 20()h. it maintained 

the same premium c72,000.00 and the same administration kes or l'2X.()()() ()() The 

total cost of registration was the same c 100,000.00 (health insurance policy lur paying 

infomlal sector members). 

From the above, it would be seen that the cost of the premium to the pa> ing infomlal 

Sl'Ctor (PIS) members ranged from cX2,000.00 to c 120,000.00 during the 2005 and 

2006 registration periods: 

... 01 the implementatioll len>/. Ihe \'arious schemt.'s hu\'e decided 
10 c//ul).!,e a minimllm oj hundred thousand old cedis (c / 00. 
()OO.OO). This is beside the C ~:}, 000.00 as there is u processing 
jL'{, fiJI' card issllancL' to con)r the cosl 01 printing and so lorrh. 
8u; Ihal /s 1101 .fiJI' e\·elyho(~r. il is fhe minimulll, okay. So 
!t·L'hl1ic(//~l'. {'\'{'Il Ihe hundred Ihousand old cedis (t /00. ()()O.()U) 
is ol1(r L'SS / () lor Ihe lr/7o/e yeu/" ... (P,\lS-/3) 

This was LIth: tl) the ditTerl'fh:es in administratiol1 fel's paid b> the difli:rent 

rneml1L'rship grPllps The dilli:rl'l1l'l' bet\\"l'l'n thl' mutual h~alth 1'I~al1i",ltions \\~h 

( I o.non.oo and l·-+~.OOO.OO for the pl'riod" 2()05 and 2()()(1 Thercrllll'. tlh.' {('I,d CLh: 



of health insuranc.: polic~ constituk'l premiums and administration C .. 'c~ 111 r .. ',,!~ .. 'i..'t t,f 

the paymg infonnal sector membch This i~ what b cr'-'.lting probL:m" for larg .. ' 

families (refer to 9.1.3 A and see 9 -+). 

9.2.3. Financial Viability Indicators 

The indicators outlined in the financial model shown in table 8.3. \\ ere examined. 

The results are shown on tables 8A to 8.7 and summarised in appendix H. It I~ 

important to observe that the financial analyses in this section are set \\ithin th,-' 

limitations in the financial statements obtained from the four mutual h,-'alth 

organisations (refer to chapter 8). In view of this, it is difficult to as~ess the financial 

viability of the mutual health organisations on the basis of their actual r,-'~lT\'e~ (s'-',-' 

ILO, 2005). Therefore, a different approach (refer to p.1 ~(), \\ hich \\a~ used by other 

researchers (s.:e Atim, 1998, 2001; Atim d aI., 199X, 200 I a), \\as applied to analys,-' 

th.: financial performance and viability of th.: four mutual health organisations in this 

study. 

9.2.3.1. Liquidity Ratio of the i\IHOs: 2005-2006 

The liquidity ratio shows the ability of the mutual health organisation to pay its 

liabilities as they f~lll due. This compares its current assets such as c~lsh, short-term 

il1\l'stm':llts. inv':lltories or stock, accounts recl'i\ abk, which arc debtors and other 

assets that management intends to convert into cash within a year with its l'urrl'nt 

liabilities, ('urrent liabilities are those debts that must be paid otT \\ ithin a year, for 

l'\ampk. payments to suppliers of goods and sen ices. 'rh,-'sc are aho known as 

creditors or accounts payabk. The financial analysts assumption is that if the ratio IS 

highl'r than I. it \\ill signify that the mutual h,-'alth organisation would be in a Pll"ltlOIl 

to defra \ its debts to hl'althcarl' pnJvidl'rs immediatL'iy. if need be (",-',-' ('ripps (r at., 

2(03) 

Aduana'1110 

.\" l'an be Sl'en Ihlln table ~.-+ and appelllhx II. it is ob\iou~ that therl' \\ ,-'re IW d,II:1 III 

balance "hl'l'ts fwm the :\duana \1110's linancial stall'ml'nh luI' Yl',lr" -=()()~ :lI1d .=nO(l 

fl'lll1l \\ hich tll lktl'nninl' and prl1 jl'1I it-. fll1:IIh':lal \i~t1'I1it\' b~I"l'd on Iiqllidlty LIllll" 
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The problem is that the accounb or the :-\uuana \ 1 HO had not been audited b\ the 

Ghana Audit Service as required (see \10H, 2003d. 2004b). at the time of the study. 

Although they could contract prl\atc or chartered accountants to audit thl? accounb. 

the management team sa",: this as a drain on the insufficient re\enuc. The limitation 

is that due to unavailability of data, it is not possible to I?stablish the long tem1 

viability of the Aduana MHO on the basis of this indicator. It is recomml?nd,-'d that 

the management team should liaise with the Ghana Audit ServIce to ensurl? timel} 

auditing of the accounts (see MOH, 2003d, 2004b). 

Asakyiri MHO 

As can be seen from table 8.5 and appendix H. there was a limitation in the .\~akyiri 

MilO's financial statement since there were no data with re~pect to the balance sheet:-; 

for 2005 and 2006. The accounts had not been audited bv the Ghana :"-udit SlT\il'l' 

(sL:e MOIl, 2003d, 2004b). This made it difficult to calculate its liquidity ratiu~ for 

thL: pL:riods 2005 and 2006. Therefore, it is difficult to detem1ine the long tcnn 

financial viability ofthL: Asakyiri MHO on the basis ofthi~ measure. 1·\ en though thl' 

managL:111ent team was in the proCl'SS of contracting pri\alL' or charterl'd accountants 

to audit these accounts, this would ha\c implications for thl' alI'ead} u\ er-stretched 

funds. It is recommenued that the management team should liaisl' \\ith thl' (ihana 

Audit Servicl' to ensure that the accounts arc timely audited (sec \101 L 2()03d, 

2()()..th). 

:\sona '1110 

i\S L'an be Sl'en from table 8.6 and appendix H. the analysis of the :-\sona \11l0'~ 

financial viability with respect to liquidity ratio based on its financial statements 

l1ro\iueu for years 2005 and 2006 t~lCl'U problems of inadequak data, This W~h due tu 

Ial'k of balancl' sheets since the accounts had not been audited, Even though the 

managell1L'nt lL'am was \\i1ling to contract pri\ate or chartered al'countants to ~ludit the 

aL'L'lHlIlts. the linancial implil'ations \\l're also considerl'u. Thl' limitation h that due 

to lad.: or halallL'L' shl'ets. it is not possible to establi~h the long term \iahIlit} or thl' 

:\Slllla \lI1U on the ba~ls l)f this linancial 1l1dl~:ator. It i~ important rOl the 

managl'tnel1t lL'am to li,llsl' L'I'feL'tivel} \\ ith the (;h~1I1a Audit SlT\IL'l' to ensure that thl' 

accounts arL' audited on timdy baSIS tSl'l' \ 1011. 2UO.~d, 2 ()()-lh ), 



Biretuo .\IlIO 

From table 8.7 and appendix H, the financial \iability of the Biretuo \lHO I.:ould nl)t 

be assessed using the indicator: liquidity ratio. The reason is that there w\..'r,-' no 

balance sheets in the financial statements provided for 2005 and 2006 from which \L) 

deduce the figures to determine the liquidity ratios. as the accounts had Iwt [,,-'-:n 

audited. The management team was not keen to contract pri\ate or (hartered 

accountants to perform the auditing of the accounts since the) are struggllI1g with 

huge debts to the contracted health care providers. The limitations l'aLlsed by thl' 

absence of suitable data in the financial statements provided made it impossible to 

establish the long term viability of the Biretuo MHO on the basis of this finan(ial 

ratio. This issue could be resolved if the management team is able to liaise with the 

Ghana Audit Service to ensure that the accounts are audited promptly' as required (see 

MOil, 2003d, 2004b). 

9.2.3.2. Solvability Ratio of the '1iIOs: 2005-2006 

Solvability ratio shows the capacity of the mutual health organisation to honour its 

debts to third parties through redeeming or selling its assets. \\ithout re(oursl..' to 

borrowing. The assumption is that the ratio should be equal to or higher than I. to 

l'llSUre a sound financial management. HO\\e\'er. \\·hl..'l1 thl' ratio is less than I. then 

the mutual health organisation could be termed 'insolvent' (Cripps l'l al .. 200:;). 

:\duana'IHO 

As can be seen from table 8.4 and appendix If, there were no balancl' Shl'cb frl)!l1 the 

Aduan~l rvlll(),s financial statements provided for years 2005 and 2006. This made it 

impossible to establish its financial \iabilit) based on sohability ratio. This IS due to 

the fact that the aCl'ounts had not been audited (sec \10H, 2003d, 2004b). :\Ithough it 

is diflicult to determine the :\duana ~lHO's sohability ratio, it cuuld be argued that it 

is not insohent sincl' its I"l'SlT\'e funds shuw that it accrued surplusl..':-; in:-;tead of 

deficits for 20()) and 2006 (refer to p.150: and Sl'l' 9.2.-l I. 9.2.-l.5: and ~lppl..'lldl(l'S 1 

and \ I) II0wl'\·er. llli.lI1agement should ensure that the accounts arl' audited ()Il 

regular ha:-;is s() that the soh ahilitv ratiu could he used to l'stahli,h whl.:thl'r it Clll 

honoul its lkbts (If ,Ill)) hy redl'ellling ()r :-;l'lIillg its ~\S:-;l'l' \\ltlwlIt rl'Cl)urSl' to 

hOIT()\\ ing (Sl'l' \ I () II. 200~d. 200-lb). 



Asakyiri 'IHO 

As can be seen from table 8.5 and appendix 1-1, the Asak~ 1ri ;"'lHO's tinanL'lal 

statements had some data limitations since there were no balance sheets for ~005 and 

2006 financial periods: the accounts had not been audited (see ;"'10H, ~003d. ~OU-+b). 

Although it is complex to estimate its soh ability ratio for the periods ~()()~ and ~006. 

it can be argued that the Asakyiri MHO is not insolvent using the resene fllnd~. 

which indicate surpluses instead of deficits for 2005 and 2006 (refer to p.150; and ~L'C 

9.2.4.1, 9.2.4.5; and appendices I and :vI). Nonetheless, it is not clear whether it can 

pay ofT its future debts without recourse to borrowing. Therefore, it is recommended 

that the accounts should be audited so that the Asakyiri \IHO can timlly conyincL' 

itself that it has assets with which it can use to payoff its future debh (if any) as ,lI1d 

when they occur without recourse to borrowing (see MOH, ~003d, ~004b). 

Asona MHO 

Table 8.6 and appendix II show the analysis of the Asona MHO's financial \ iability 

using the solvability ratio for financial periods 2005 and 2006 based on its financial 

stateml'nts provided. 110\\Tver. there were some deficiencies in the data and the 

solvability ratio could not be detemlined as the accounts had not been audited to 

pn)\ide balance sheets for 2005 and 2006. This notwithstanding it can be as~umed 

that the Asona MHO is not facing problems of insoh L'ncy considering that its reSLT\ L' 

funds are showing surpluses and not deficits (refer to p.IS(): and seL' 9.2.-+ I, 9.~.-+.5; 

and appendicl's I and M). In order for the management team to be certain that it can 

redeem its dl.'bts (if any) \\ithout recourse to borrowing, it is recommended that the 

:ICl'ounts are audited in line with regulations so as to detem1inc the e.\ad asseh 

:\\ ailabk (Sl.'l.' [\ lOll, ~003d, 2004b). 

Birrtu() '1110 

The analysis of the Birl.'tuo [\1I10's soh ahility ratIos for financial periods ~()()5 and 

~O{)() arl.' slw\\'n on tahle S.7 and appendix II. It would hL' "L'en that thLTC \\L're 

limltatioll~ in calculating the ~ohability ratio~ Ill!' ~O()5 and 2006 due to thl.' inahility 

llf thL' Biretun \ 1110 to audit Its :\CL'l)Unh tl) pnnide balance ~hL'l'h rrom \\ hich to 

l.\tLIl~t the needed figure~ for l'omputatil)!l Thereli.))"l.'. It l~ c\)mplil.·,llL'd 1\' l.,,,tahli,,h 

its lin,lIlcial yiahilll\ l)J1 the ha~l~ \)1' thi" linancI;t\ indicator Ilowe\ cr. II (uuld hc 
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assumed that the Biretuo :V1HO is not on thc \crge of insoh ency looking at ih r~s~r\e 

funds for 2005 and 2006. which shov .. surpJu,,-:s instcad of Jdi-:its I r~fer to p.l ~U: and 

see 9.2.4.1, 9.2.4.5; and appendices I and \1). For a solid projection of long tenn 

financial stability, which would help it dcfray any outstanding debts (if any) without 

recourse to borrowing, it is recommended that the management team should make it a 

habit to ensure that the accounts are audited on regular basis (~,-'~ \ 1 OH. ~OO_~d. 

2004b). 

9.2.3.3. Ratio of Coverage of Expenses of the :\IHOs: 2005-2006 

This ratio assumes that the accumulated res~n es of thc mutual health organisatll)ns 

must correspond to the average expenses for at least three to six months. rhe 

objective is to ensure sufficient stability to be able to meet exceptional expenditures 

(Cripps e/ 01., 2003). As explained in chapter ~, 'surplus' is used a~ a proxy for 

'resenes' in this study to indicate the surplus (es) accrued by the four \ 1 HOs at th,-' 

end of the financial year (refer to p.150; and see 9.2.4.5: and appenJix ~I) This 

approach is used to analyse the ratio of coverage of expcnses in respect of the four 

mutual health organisations in this study. The results are outlined in tables ~.4 to X.7 

and appendix II. 

Aduana !\ 1110 

Although it could be argued that the Aduana MIlO might ha\ e some res,-'n ,-'~ bl'l',llhe 

its third source of income: the 'Other Income' (01) constitutes tinancial contributions 

from donor organisations and philanthropists or accrued interests on li,,-'d deposits 

(refer to l).2.1; and seL' 9.2.-l.1 and appendix I), there \\ ,-'re no balanc-: sh,-'ch ~I\ ~lilable 

to conlirm this assumption (rekr to chapter X) Therefore. as e"plained in chapter X, 

'surplus' IS used as a proxy for 'reSL'nL'S' to indicate the surplus (,-'s) accrued h} the 

:\Juana ~1I10 at the end of the tinancial year (rekr to p.l ~O: and s-:-: 9.2.4.~: ,lI1d 

appendix \1). :\s shown on table X.-l and appendix II, in 2()()~. the :\duan~1 \1110 had 

resL'l'\,-'S or~l)7m (rekr to p.I~O: and sec 9.2.4.5: and appendl.\. \1). \k~ll1\\hIle. 

\\ hL'n this \\ ~h divided by its monthl} ,-',pens,-'s of ~ 14:\m. it shu\\ ,-'d .1 l.ltitl o! 

Co\ ,-'ragL' or '-'.\.J1L'IlS,-'S or 0(15, which is less than I. This means it cannot meet a\'L'l.lgc 

L"J1L'nSL'S for at least six months. Ilu\\ ,-'\,-'r. ih perform~II1'-'e in 2006 \\ ~h relatl\ '-'I} 

good. \\'hL'n ih I'L'S,-'r\'L'" of ~.q:\~Jll W~IS matL'hed .tgainst it.., cl)rresr0ndlllg monthly 
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expenses of c83m, it showed a ratio of coverage of ~xpenses of 11.8S. Thl" mean" It 

can meet average expenses for at least six month~. However, the O\'cr~dl ~b"e""m('nt 

of the performance of this scheme on the basis of this indicator shows that th,,' r"',,ulb 

are mixed because it is not certain whether it has sufficient funds to meet incidental 

expenses within six months. The Aduana \lHO is located in one of the Jepri\ ,,'J 

districts in the Greater Accra region and has serious problems \\ith human re~ource" 

coupled with lack of adequate health facilities. The district has no hospital and 

members either over-utilise the few services provided by the health centres or often 

times report directly to the nearby health facilities for secondary or tertiar~ care 

(compare this with 10.2). It is recommended that the management team Ill~tltute 

measures to ensure that the gate keeping system is adequately follow~J (r~kr tl) 

chapter 6). 

Asakyiri MilO 

l:ven though it could be argued that the Asakyiri ~lHO might ha\\..' some r\..'~\..'('\ \..'" 

because its third source of income: the 'Other Income' (01) constitutes financial 

contributions from donor organisations and philanthropists or accrued inter\..'~h on 

lixed deposits (refer to 9.2.1; and see 9.2.4.1 and appendix I), there \\~rc no balanc~ 

sheets available to confirm this assumption (refer to chapter X). Therefore. a~ 

explained in chapter 8, 'surplus' is used as a proxy' for 're~\..'('\ \..'~' to indicate the 

surplus (es) accrued by the Asakyiri MHO at the end of the financial y\..'ar (rekr tll 

p.l )0; and Sl'e 9.2.-l.S; and appendix M). The results arc shown on tabk X. ~ and 

appendix 11. In 200S, the Asakyiri ;-"lHO accumulated r\..'~e[\\..'~ of l'f,Ol)m (ref~r tll 

p.1 )0: and Sl'l' 9.2.-l.:;; and appendix M). This \\ as matched agaJI1"it its monthl\ 

\..'\j1\..'nSl'S uf \.'7201. Th\..' corresponding ratio of \..'u\'erage of eXpell"i\..'S \\ a" S-l:;, which 

is \..'J1L'ouraging because it means that it \..'an meet av\..'rag\..' ~XP~Il"i~S I~lr at lea~t SIX 

months. In 200(l, \\hen its rL'SL'n L'S of c261 m. was matdled against its monthl\ 

l'XPl'lb\..'S of ~: 110m, it indil'ated a ratio of l'l)\ \..'rag\..' of \..'\p\..'lbe~ uf 2 .. '(). Th~ ratio i ... 

higher than I and shows that th\..' ~Lheme is doing \\ dl un the ba~h of thi~ indicator. 

L\ l'n though the l)\ \..'rall financial performanl'L' of the .\~akyin \111() l)1l the ha..,i~ 01 

this ml'aSlIr\..' Sl.'l'mS promising. it is still not c\..Ttain whether it l'an me\..'t Its c\pen,,\..· ... 

within a p\..'('ilHillf SIX months. \ Icmhl'r~ tend tl) r\..'port frequl'lltl~ 1\) th\..· lL'lll,lfy he,dth 

faCllit\ ill Kumasl the n:glOnal capit~t1 to\\ n of the .\"hanti region Il'! healthClrl' Llthel 



than adhering to the gate keeping system at the district and sub-district le\ e I" (reL:r tl.' 

chapter 6). Therefore, th(; management will ha\ I..' to institute mea~ures to boost It::-. 

capacity to ensure that members adhere to the gate KeepIng 5) stem and tr: to subdue 

other incidental expenses (compare this with 10.2). 

Asona \lHO 

While it could be argued that the Asona \lHO might have some resef\ es lxcause ib 

third source of income: the 'Other Income' (01) constitutes financial contributil11b 

from donor organisations and philanthropists or accrued inkrl..'sts on fixed dC!l~\"ib 

(refer to 9.2.1; and see 9.2.4.1 and appendix I), there were no balance sheeh a\ ailab1c 

to confirm this assumption (refer to chapter 8). Thl..'rl..'fl)J'e. as explained in chapter :-;. 

'surplus' is used as a proxy for 'reserves' to indicate the surplus (es) accrued by thl' 

Asona MIlO at the end of the financial year (rl..'fer to p.15(): and Sl'l..' 9.2 -l5: and 

appendix M). The results are shown on table 8.6 and appendix H. In 2()05. the :\Slllla 

MilO posted reserves of ~..t18m (rl'fcr to p.150; and "l'l' 9~ . ..t5; and appendix \1). 

which was set against its monthly expl..'IlSI..'S of (Il))m. This "hlm I..'d d ratio of 

covcrage of expcllscs of 2.1..t which is higher than I, This ml'dlh that it I" pl..'rforming 

well and may be able to mCl..'t a\ eragl..' CXPCIlSI..'S for at kast six months. In 2()()(l, it 

posted rcscrvcs of ~530m, which \\as matched against its monthly l'\pCnSl'S of 

~(l56m, The rcsulting ratio of coverage of I..'xpcnsl..'s \\<lS 0.80, Since thi" r~ltia IS kss 

than I, it is clear that it has not got enough rl..'sl..'nl..'s to meet incidental expen"l..'s 

within a period of six months: its performance on this Il1l'asurl..' IS qUl..'stionabk. 

llence. thl..' oVl'rall asscssment of the perfomlance of this sd1eml..' for 2()()) and ~()U(l i" 

mixl'd. The hl'alth carl' benefits packages providl..'d under thl..' :\111 :\ct (l5U for 

members is militating against the financial perfOrmaI1l'1..' of this schl'ml..'. 110\\ C\ l'l. til-: 

managl'1l1l'nt of the scheme has little control to regulate how ottl..'n Jl1l..'mber" can 

aCl'l'SS a\ ailabk health l'are slT\icl..'s (Sl'l' r'dOH. 200':;d. 2()O..tb). \.l'\·erthekss. it h 

important fur the managl'ment of the :\sana \ 1110 to "trl'llgthl..'n ih ri,,1-- man,l~l'rneJ1t 

lL'l'hniqw:s to be abk to lkal \\ ith he~t1th insurance risks (rekr tll ~ -') and rninill1hl' 

other l'XPl'IlSl'S (culllJ1~lre this \\ith IO~)' 

Birl'tllo'1110 

Although it cuulJ bl' argul'd that thl' l3irl'tllO \1110 might ha\l' ,,~lJlll' I"'''l'f\\,> becallsl' 

its third "llurCl' llr Illcome: thl' '( )thl'r IJlClHl1e' ~Ol) (l)llstituk" IIn,llh:iall.\'lltrlhutlOl1" 
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from donor organisations and philanthropists or accrued intere~b on fi.\cd dl'rl)~ib 

(refer to 9.2.1; and see 9.2'-+.1 and appendix I). there \\'ere no balance ~hccts a\ailable 

to confirm this assumption (refer to chapter 8). Therefure. as explained in (hapter \. 

'surplus' is used as a proxy for "reserves' to indicate the surplus \e:--) a(crucd by the 

Biretuo MHO at the end of the financial year (refer to p.1 S()~ and ~ee 9.:-t.~; ,md 

appendix \11). It can be seen from table 8.7 and appendix H that in 2005. the Birl'tuo 

MHO accumulated reserves of ¢2,220m (refer to p.150; and see 9.2.-+.5: and appl'ndi.\ 

M), which was matched against its monthly expenses of c 221 m. Thi~ shO\\ cd a ratio 

of coverage of expenses of 10.03, which is encouraging since the a~sumption i~ that it 

can meet average expenses for at least six months. Howc\cr, its performance in 2006 

was not very encouraging because when the accumulated re~en e~ of c 1.2S-lm. \\a~ 

matched against the corresponding monthly expenses of c66-lm. it showed a ratio of 

coverage of expenses of 1.93. This is higher than 1 and shows that its overall 

performance is good. However, there are still concerns with thl' rate at \\hich 

members utilise health services and management also incur certain l'XPl'll~l'~ It h 

assumed that the Biretuo MHO might not be able to meet its expelbl'S within ~J:\ 

months without recourse to borrowing. The management is limited in its capacit~ to 

handle health insurance risk challenges. MeaI1\\hik there are regulatory limitatiun:-- on 

the part or the management to put a cap on hO\\ otten member~ can utill"l" health 

SlT\ices (MOIl, 2()03d. 2004b). Evell so, there is still the Ill'ed to introdul"e measures 

to reducl' excessive spending resulting from o\er-utilisation of health slT\icl'~ h~ its 

members (compare this with 10.2). 

9.2.3.4. Ratio of Subscriptions to Expenditure of the :\IHOs: !005-2006 

Thl' ratit) of subscriptions to l'xpenditure shows the sufficienc~ of subscriptioll~ to 

L'l)\l'r thl' expenditures incurred. The tinanl'ial assumption i~ that this should be equal 

to or higher than I to l'IlSurl' financial \ ibrancy (Cripps el aI., 2()(U) This ratlt) \\ ~IS 

also allah sl'd to Sl'l' ht)\\ thl' four mutual health organisation~ \\ lTe able tl' ralSl' 

sunicient suhscriptiolls from their members and the rl'sults arc shown in t~lh\C ... :-\.-l to 

S.7 and appl'ndi.\ II. 
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Aduana .\IHO 

It would be seen from table 8.4 and appendix Ii. that in ~OU:5. the Aduana \lHO 

raised a total amount of ¢652m from subscriptions. \\hich was matched against Ih 

annual expenditure of e I.776m. This showed a ratio of sub~aiption to -.'xrenditure of 

0.36. 'r his ratio is less than I and does not show a good sign: it could not en~ure 

financial vibrancy. In 2006, it raised a total amount of (~9-+m from subscription~. 

which was set against its annual expenditure of c997m. This represenh a ratio of 

subscriptions to expenditure of 0.29, which is less than 1. This is also not a good sign 

because the Aduana MHO is not able to raise enough subscriptions from its members. 

Since this MHO is located in one of the most depri\ed districts in the Greater A\:cr~1 

region (GSS, 2005), it is important for the management to re\ le\\ the premium and 

the administration fees so that prospective paying infonnal sector members with large 

families can register so as to boost its income from premiums. This must havl' 

recourse to the tariff structure provided under the NHI Act 650 (Sl'l' \\OIL 2003d. 

2004b). This notwithstanding, there were limitations in the financial data prmided, 

The fonnal sector members' subscriptions arc not paid directl> to the .~\dul.lna \\1 I() 

and also the social group members do not pay premiums at all: these cuuld nut be 

computed together with the paying informal sector members' subscriptions in this 

study (refer to 9,2,1 ). 

:\sakyiri .\11-10 

It could be seen from table S,5 and appendix II that in 2UU5. the :\sal-..>iri \III() 

accrued a total amount uf (439m from subscriptions. \\'hl'n this was matched against 

its annual expenditure of (864m, it shO\\l'd a ratio of subscriptions to e.\.penditure uf 

O,5(). This is kss than I and it is not a good sign that the scheme is showing that it is 

linl.ll1cially \ibrant to meet its expenditures as the> occur. In 200(), the total 

subscriptions raised was (274m, This \\as sl't against the annual e\'!1l'nditun: 01 

~·I,.~27m, whil'h showed a ratio of subscriptions to expl'nditurl' of ()20. Ihls is kss 

than I and does not shu\\' a gt't,d sign that it is financially \'ibLll1t tll l'll\'er future 

l'\pL'nditurl's It is tlb\illllS that the :\~,d\>iri \1110 i~ nut abk to Lk-;I:-:Il ,I ..,lIlubk 

pn .. 'll1ll1ll1 for the Pl'l)pk in the district to be able to raisl' e!lOugh ~lIb"'lTlptions frtllll 

till' p,l>ing inftlrmal ..,l'Ctlll· membL'rship. There i~ the need to "'L't pn:miullh ba"'L'd on 

..,\;Itlstlcal allah sis ..,t) that a itlt ml)("e pL'opk m,l> bl' .lblc tn .... ign up tll the .... l'hl.~mL'" 



This must be considered in tandem \" ith the rigidities in the ;-..; HI Act 6~O uriff 

structure (MOH, 2003d, 2004d). The Asakyiri \lHO like ib counterpart- .-\duana 

MHO, there were limitations in the financial data pro\·ided. The formal ~edor 

members' subscriptions are not paid directly to the Asakyiri \lHO and also the social 

group members do not pay premiums at all: these could not be computed together 

with the paying informal sector members' subscriptions in this study (refer to 9.~ .11. 

Asona YlI-IO 

It could be seen from table 8.6 and appendix H that. in 200~, the .-\sona \ 11IO 

accumulated an amount of ¢842m from subscriptions. \\'hen this \\as Sl't against its 

annual expenditure of ¢2,340m, it showed a ratio of subscriptions to expenditure of 

0.35, which is less than 1. This is not a good sign that the scheme has enough funds 

to payoff its expenditures. In 2006, subscriptions amounted to c 1, 769m, which \\ as 

set against the annual expenditure of c7 ,874m. This indicated a ratio of subscriptions 

to expenditure of 0.22. Since this is less than I, it docs not show a gUlld sign that it 

can meet expenditures as and when they occur. The assumption is that the :\~llll~1 

MilO is not able to devise strategies to attract paying informal sectur members in the 

communities to enrol and pay premiums. There is the need to rl'\ ie\\ the premium 

and the administration fees for its paying informal sector membership against the 

background of the rigidity in the Nlil Act 650 tariff strul'ture (\1011. 2003d, 200~h). 

This will help to attract many people \\110 are currentl: miSSIng out to l'nrol \\ lth thl' 

Asona MilO so that its subscriptions can increase to meet expenditure~ as the: llCCUr. 

))O\\l'\l'r, the :\sona MHO lik.e its countlTparts- Aduana \1110 and A~ak.: iri 0.1110. 

therl' \\l'rl' limitations in the financial data provided. The formal sector members' 

subscriptions are not paid directly to the Asona \lHO and also the social group 

members do not pay premiums at all: these could not be computed together with the 

paying informal sl'l'\or members' sUhscriptions in this study (refer tll 9.2.1). 

Birrtuo :\1110 

i\S Sl'l'll fmm table ~.7 and appendix II. in 2(}(}5, the Biretlll 1 \1110 clllleCkd ,I tt)tal 

~1Il1()Unt or l'I,l}l>3m in suhsl'rlptions Thi~ \\ as m,llI:hl'd ,1~.lin~t the ~tnnual 

l'\pl'IH.liturl' t)r l' 2,()~(Hn. rhi~ repr~'sl'nh a Lllll) l)( SUb~lTIPlil)(l'\ tl) I..'\pendlture ul 
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0.75. This is le~s than 1 and therefore, it does not sho\\' a good sign that the sch~m~ 

has enough subscriptions to meet expenditures a.., the: occur. In 2UUh. tl1-: ;1(I..Tued 

subscriptions was totalled c3,472m, which \\as matched against the annual 

expenditure of c7,972m. This signified a ratio of subscriptions to expenditure L\f () '+3. 

This is less than 1 and does not show a good sign that therc is financial vibrancy on 

the part of the Biretuo MHO. This means that the Biretuo \lHO is not likely to meet 

its expenditures based on accrued subscriptions since it cannot set suitable premium~ 

There is the need for the management to rcvicw the premium and the administration 

rces taking cognisance of the provisions of the \HI Act 650 tariff ~tnJcturl..' (\1011. 

2003d, 2004b), so that peasant farmers in the district who hel\ e large rami Iy ~ize~ I..·~m 

cnrol. On the other hand, the Biretuo MHO likc its countcrparts- :\Juana \ 1110. 

Asakyiri MHO and Asona MHO, thcre wcrc limitations in thc financial data used. 

The formal sector membcrs' subscriptions are not paid directly tll the Biretllo \1110 

and also the social group members do not pay premiums at all: thl..'se could not he 

computed together with the paying informal sector members' subscriptions in this 

study (refer to 9.2.1). 

9.2.3.5. Ratio of Operating Costs to Income of the .'lIfOs: 2005-2006 

The ratio of operating costs to incomc includes all the costs related to the 

administration and management of the mutual health organisation. The gl..'l1eral rule is 

that this ratio should not exceed .5 percent of the income genl..'\'alL'd (Cripps et al., 

2003). This was also explored to find out if the managcment of the four mutual health 

organisations arl' ensuring judil'ious usc of financial reSOUfL'es and thL' results are 

indicated in tabks 8,'+ to 8.7 and appendix H. 

Aduana \1110 

Thl' rL'sults arL' sho\\n in table S . .+ and appL'ndix II. In 2005, the :\du~ll1a \1110 

Illcurred operating l'Osls of ~. _'q 1 m. This \\as matched against the annual I 11 L'llIll 1..' ll\ 

~'I.S73m and slw\\L'd a ratio of operating L'llSIs to income of 0.1 ~ (I S percent), SIIlL'e 

this is more than 5 Jll'rCl'nt. it shu\\ ~ that it i~ not dOlllg \\ 1..'11 111 cllrLlIiing ((\"-1"­

SlIllilariy. in 2006. it paid an amount of \..' 2S I m towards l\peratlllg L'llSh rhis wa~ 

rnatclll'd ag~linst its annual Income of \..·I.l)S.~m. It ShO\\L'J a lllrTL'SIWlldlIlg LIllO of 



operating coq" to income of 0.14 ( 1-l p-.:rcent). Since thi~ IS more than 5 percent. it 

shows that the MHO is not doing well in controlling operating cosb. Th-:refure. it:' 

performance on the basis of this ratio is poor. The Aduana \lHO ha~ a probk'm \\ith 

how to reach out to its communities. The main channeb of communication are F\ 1 

radio and mobile van: to sensitise the people on the need to enrol. The~e have high 

cost implications (see 9.4), It is important for the management team to reduce cosh in 

areas such as regular use of FM radio advertisement, which might not reach majority 

of the catchment population due to its geographical location (GSS. 2005). The 

management team should liaise effectively with the leadership of the various slk'ial 

groups in the district. 

Asakyiri MHO 

It can be seen from table 8,5 and appendix I L that in 2005, the :\sak} iri \1110 accrued 

annual income of ¢ 1,474m. The operating costs or c23Sm \\as matched against thh 

annual income and showed a ratio of operating costs to income or 0.1 () (16 perc~:nt). 

This is more than the 5 percent mark and shows a poor perfom1ancl.' on the part or 

management to control operating costs. In 2006. it accrued a total income of 

¢ 1.588m. When the operating costs of c 189m was matched against the annual 

income. it showed a ratio of operating costs to income of 0.11 (II percent). This IS 

more than 5 percent and shows a poor perfonl1ance on the part of management to 

rl'duce operating costs, The operating costs of the Asak} iri \ 1110 are increasll1g 

because its oflices are in a rented premise. among other t~lctors. This problem can bl' 

rl'suhed if the management team can liaise with the District Assembl} to tind ortice 

accommodation within the premises of the Assembly or a separate building is 

constructed and dedicated to the schl'me, This \\ill rl'duce the hugl' cosh inl'ulTl.'d in 

renting of office accommodation . 

. \sona'IIiO 

:\s sllo\\ n in tahk S,(l and appl'ndi\. II. in 2005. the Asona \1I10's ~)J1l'L1I\llg cll"h 

\\ as ~'1 02m. which was matched against ih annu~lI inct'me or C'2.7~:-;m, This 

represl'nts a ratio \.)1' operating c\.)sh to income ur O.()~ (~percent). Sincc this h lowcr 

than the stipul~IIL'd .5 perl'l'nl mark, it sht)w" a gl'Od "Ign that I11,ll1a~l.'menl is "llJlle\\ hat 
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prudent in managing costs. In 2006. its operatIng costs con~htcd of ~L)~m. \\hich \\ J~ 

set against an annual income of c8,404m. The ratio of operating l'l)sb to incomc 

showed 0.01 (I percent). which is less than S percent. This shov. s a good sign that 

management is not incurring much in operating costs. Thcreforc. its perforn1an(l' on 

the basis of this ratio is good. The Asona :v1HO is located in an urban township \\berc 

its catchment population can be reached easily by both radio and television (national) 

advertisements. Moreover, it is accommodated in a building, which \\as renovatcd bv 

the Municipal Assembly and located at the heart of the municipality: it is (Io~cr to thc 

market, private businesses and other Local Government decentraliscd departments. 

Accessibility is helping to reduce running costs relating to \chic ks and other mobility 

Issues. 

Biretuo MHO 

As can be seen from table 8.7 and appendix II. in 2005. the Biretuo \ 1110 spl'nt an 

amount of ¢262m in operating costs. which was matched against an annual inu)me llf 

\t4Jn6m. The ratio of operating costs to income represl'llh O.OS (S pcrCL'nt L \\hich is 

the same as the stipulated 5 percent and shows that thc managemcnt is able to bre~lk­

even in incidental costs. In 2006, an amount of ~ 2.13 7m was spent in operating l'osb. 

which was set against an annual income of c9,2S6m. This showed a ratio of operating 

costs to income of 0.2.3 (23 percent), which is more than 5 percent and sho\\s that the 

management is not doing wdl in managing costs. The operating costs of the Birduo 

MIlO incrl'asl'd in 2006. due to multiplicity of factors. lmpllrtantly. the BirL'1Uo \11l() 

is Illcated in a district where many of its adjoining communitiL'~ cannot be rL'~IL'hed 

l'asilv h\ radio and tdc\ision advertisements. Since thl'se communitll'~ arL' also not 

accl'ssibk during thl' \\et season. the management team spends cUlblderable amount 

uf tinancial resources in \ehide running costs and human rCSl)ur(l'~ dUrIng the dr:-- or 

harmattan SL'aSl)Il to SL'I1sitisL' people in the district. This (ost can bL' brl)ught undl'r 

l'ontrol if the mana!.!L'ment tl'am l'an efkl'tiVL'I\ utilisL' the communit:-- leader~hlp !I' 
~ . 

carr\ out health insurance education and mobilisation (ampaigns. 
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9.2.3.6. Ratio of Efficienc~ in Collecting Due, of the 'IHOs: 200~-2006 

This measured the rate of payment of dues. which is the ratio between the amount of 

dues actually collected to the total amount expected during a gi\ cn plTiod. A rate 

nearer 100 percent indicates active participation and enhances the ~~.:hcme'" abilit~ to 

pay for the services it offers. It may also signi fy the attainment of the objecti\ e~ of a 

campaign of sensitisation and promotion (Cripps et al .. 2003). Thus. the rate of 

payment of dues was examined to see how the four mutual health organisatll)n~ an: 

upbeat in the collection of subscriptions. The results are shown in tabk~ ~.4 to ~­

and appendix H. 

Aduana MHO 

It would be seen from table 8.4 and appendix II, that in 2()():" the subscriptions 

collected by the Aduana MHO totalled c652m. Ilowc\\.:r. thc c\.pected due~ for this 

period had not been projected by managcment. In 2006, it rai~l'd a total amount of 

~ 2l)4m from subscriptions. The e\ pected subscriptions for 2006 \\ as dl . .'Jul"l'J from 

the 2005 subscriptions collected, which \\as l'h:'2m. rill' rate of paymcnt of dlll:s or 

efficiency in collecting dues represents 045 (4:' pl'rcent). This shows a \ IT\ 10\\ 

participation because it could not reach e\en 50 percent. This problem could be 

attributed to the inability of the Aduana MHO to determine and dl..'\isl..' suitabk 

premiums to attract more members in the communities to I..'nrol rathl..'r than thl'lr 

physical inability to collect the premiums. :\ rl..'\ 11..'\\ of thl..' prl..'mium h rl'l'ommendeJ 

for consideration by the management team. This must be l·ulhldl..'rl'd 111 n:spl..'ct of thl..' 

gO\LTnI11ent tariff structure set under the NHI .\d 650 bl'l' \1011, 200.'d, 2004b). It 

must bl' remembered that therl' \\I..'rl..' limitations in the linancial data provided to 

determine the projl'cted subscriptions b} the Aduana \ 1 liO for 20()~ and 2006 

financial periods (rdcr chapter ~). Only thl' PIS ml..'mbl..'rs' subscriptions \hT\..' lhl'J 

sincl' both the formal sl'dor and slK"ial group members do not pa} prelTI1UJll~ direl,tl) 

tll the sL'l1cme (rdcr tu 9.2.1) . 

. \\ak,iri'IIiO 

hllIl1 table ~.~ and ~IPI1L'ndi\ II. in 200:'. the :\sa"yin \1/10 al"crued d [\lul ,1llWllnl of 

l'.L'l)m rwm ~lIbscriptl~llh /10\\ \..'\'l'r. the e\!1\..'(lL'd JUl'S r~)r :()(l~ had 111'[ b\..'l'n 
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projected by management. In 2()06. the scheme rahed a total amount uf ~27-lm from 

subscriptions. The 2005 subscriptions of c439m \\as used as cxpected dues for 2006. 

The rate of payment of dues or ratio of efficiency in collecting duc~ reprc"cnts O. h2 

(62 percent). r_ven though the ratio is more than 50 percent. it is still LUllsidered as a 

low participation. There are problems with technological and administrativ,-' ~: stems 

on the part of the management team to determine the cligible population and 

premiums: this is recommended for rectification. Ho\\c\ er, there \\ ere limitations in 

the financial data provided to determine the projected subscriptions by the .--\sakyiri 

MHO for 2005 and 2006 financial periods (refer chapter 8). Only the PIS members' 

subscriptions were used since both the formal sector and social group members do nl)t 

pay premiums directly to the scheme (refer to 9.2.1). 

Asona MHO 

As seen from table 8.6 and appendix I L in 2005, the Asona .\ 1110 ~L'l'umulated an 

amount of ¢842m from subscriptions. However, the e'.pected subscriptions for 2005 

had not been projected by management. In 2006, it raised an amount of c I ,769m 

from subscriptions. The 2005 actual subscriptions collected. \\hich W~h c~ .. Crn \\ ~h 

used as the 2006 expected dues. The rate of payment of dues or ratio of erticiL'nL': in 

collecting dues represents 2.1 (210 percent). This shows that thl'!"l' is high 

participation since the ratio exceeded the stipulated 100 percent mark. Ilm\ l'\ er, 

there arc still problems with technological and administrati\ e L'aracit : of the :\sona 

MHO to determine the elig.ible population to be able to project and L~dculate the 

expL'cted subscriptions. The management team should undergo refresher courses on 

how to undertake aL'tuarial and risk management techniques in health insurance. 

Nonetheless. there were limitations in the financial data prmided to dl'lL'rmine the 

pro.il,ctL'd suhscriptions by the Asona ~tliO for 2U()5 and 20U6 financial periods {refer 

Chark ! ~). Only the PIS members' subsLTiptions wcre uSL'd sincL' both the formal 

sel·tor and social g.roup members do not pay premiums din:ctl: to the "Lill'me (rekr to 

l).2. I ). 
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8iretuo ~HO 

From table 8.7 and appendix H, in 200S. the Biretuo \lHO collected an amount l)f 

¢ I ,993m as subscriptions. However. the expected dues for ~OOS had not been 

estimated by management. In 2006, it accrued an amount of c3.-+-2m in 

subscriptions. The 2005 subscriptions of c 1,993m \\as u~eJ d:-i the 2006 c~tim3tcJ 

dues. The rate of payment of dues represents 1.7-+ (17-+ percent). Thi:-i i~ encouragII1g 

as it indicates a very high participation since it exceeded the stipulated 100 peh':I..'nt 

mark. Ilowever, the Biretuo MHO is facing problems with ho\\ to determine the 

eligible population as well as how to statistically determine suitable premium-; fClr it-; 

prospective paying informal sector members. This is cau:-icd b:- the fact that it 1:- not 

able to calculate how many people in the population would regiskr due to the rigidl ty 

in the NHI Act 650 tariff structure (see MOH, 2003d, 200-+0). Thcre is till' need for 

Parliamentary review of the NHI Act 650 (MOil, 2003d, ~()()-+o), to enable the 

13iretuo MHO decide suitable premiums for its large infomlal -;l'l"tor populatlUn \\hu 

are mostly peasant farmers. Yet, there were limitation:-i in the financial data pnJ\ ided 

to determine the projected subscriptions by the 13iretuo \ 1110 for 20()~ and 2006 

financial periods (refer chapter 8). Only the PIS members' sub:-iniptions \\ lTe used 

since both the formal sector and social group member:-i do not pa:- pn:miums direl"tly 

to the scheme (rekr to 9.2.1). 

9.2A. Additional Financial Analysis 

The aboye tinancial \ lability indicators used could not help to gl\e a much ck'arer 

picture of the financial perfomlancl' and \iability of the fuur mutual hl'~lIth 

organisations in this study; there is either lack of. or inadequate data. .\s a rC:-lIlt, 

other tinancial analyses \\ere made to measure thl' performance and \iabilll: of the 

mutual health organisations, as l'xplained below. 

9.2A.1. Soun'l' of Incol1ll' as a Percentage of Total Incol1ll' of the 'lIIOs: 200:' 

2()06 

rill' illComl' p.lltl'rns l)f the Illutual health organi-;ation" are matck:d again"t the three 

SUUll'l'" rhl'-;l' arl' :\atllHlallk;i1th In-;urance Fund ('\1111-); Paying Informal SCCltll 

(PIS): and Othl'l In~:tlml' (01). TI1(' percl..:ntagl' of lI1Ct l llle "t'lIICe to tl)tal lI1n'l11~ 
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determines how much each source contributes to their ovcrall financial r .: .... l'urcc:'. The 

breakdown is given in appendix I and discussed belo\\. 

Aduana .\1110 

In 2005, the Aduana MHO raised a total income of c 1 ,8-3m. The :-\atl~)n,d Health 

Insurance Fund (:\ HIF) component was ~ I. 158m. representing 62 p.:rcent: Pa~ II1g 

Informal Sector (PIS) component was ¢652m, representing 3:' percent: and Other 

Income (0 I) component was ¢62m, representing 3 percent. In 2006, thc total income 

was ¢ I ,983m, From this, the ]\;HIF contribution was c I ,6:'h111. representing ~4 

percent; the Paying Informal Sector (PIS) constituted C2<')4111. representing 1.+ percent; 

and the Other Income (01) component was c32m, representing 8 percent. It i~ e\ident 

that the NHIF contributes the highest income to the Aduana \lHO's u\ \..'rall incom\..'. 

The management team must make extra efforts to increase its incom\..' from the Paying 

Informal Sector component. This will help thel11 pay' any claims to health \..'are 

providers if the NHIF component is delayed (compare with 10,2). 

Asakyiri MHO 

In 2005, the Asakyiri MIlO accrued a total income or cl A 74m, rl1l':\ Ill/, 

contribution to this \vas ¢87~m, representing 5<,) percent: PIS l'omponent \\a~ (43<.)m, 

n.:pr\..'senting 30 pl'rcl'nt; and Other Income (01) consisted or c I :,~m, r\..'prc~\..'ntll1g II 

pLTcent. In 200(), it accumulated a total income of (I ,588m, I'he" 1111,' ~ 

contribution \\'as c I ,2'+~m, representing 7~ percent: PIS'~ component \\as l'274111, 

repn:senting 17 percent; and the OI's component was ch~m, representing 4 perl'cnt. 

Decisi vely, tIll' :\sakyiri ~l HO also depends heavily on the :\ H IF to incrca-;\..' its h'tal 

IIlcome, The management team must undertake other adi\ itie~ to incrca~c the 

r\..'\ l'nu\..' from both the PIS and 01 suurce~, This will cnable it pa~ claims l~) h,:.dth 

l'arl' pw\iders \\ hl'n thl' N III F l'omponent is dela~ cd (compare \\ ith 10,2), 

.\sona'IIIO 

In 200:', the :\Slllla \11 \() colleded an amount l)f ~·2.7:':-:Il1.1s tOLd 1J1~'~)l11l' The "1111, 

l'llnlribuh,'d \..·I.~l}-Jl1. rq11'es\..'nting (ll) pefc\..'nt: PIS contnhut\..'d ~.\ 12m, represellting 
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31 percent; and 01 contributed c 18m, reprc'lcnting 0.7 percent. In :006. the annual 

income totalled c 8,404m. The \' HIF contributed an amount of c6.5 -+-+m. rcprcscnting 

78 percent; PIS contributed an amount of c 1. 769m, representing: I pcr\..'cnt: and 0 I 

constituted ¢90m, representing 1 percent. The rc~ults sho\\ that the A'lL1na \1110 

depends on the NHIF to raise much of its total income. The management tcam should 

develop strategies to increase the PIS membership so as to boost the rc\cnue from thi~ 

Income source. They need to encourage philanthropists in the mUnIcipality to 

demonstrate altruism towards the financial viability of the scheme. This i~ how it will 

be able to pay claims to health care pro\iders when thc \' H IF CIJmpOncnt is delayed 

(compare with 10.2). 

Biretuo :\1 HO 

In 2005, the Hiretuo MHO's total income \\as ~-+,876m. The \' IIIF cumponent wa'l 

~2,797m, representing 57 percent: PIS's contribution was ~ 1,993m, repre'i\..'nting -+ I 

percent; Ol's contribution was t85m, representing 2 percent. In 2006, ih accrul'll 

annual income totalled ~9 ,256m. The contribution from the :\ II IF was l' ~. 7(1;-\rn. 

representing ()2 percent; PIS's contribution was t 3.-+ 72m. representing .);-\ percent: 

and Ol's contribution was t 15m, representing 0.2 percent. Although the Hiretllo 

MHO is making strenuous efforts to encourage altruism and accruing 'iufticient 

incoml' hom both the PIS and 01 sources. it still relic'i hea\"il~ on the \,1111'". It i'i 

rl'commended that the managl'ment team should ernpha'ii'ic on the re\c\ ance lll" the 

community members' contributions to the financial \ iabilit) of the 'lcherne "ll :1" tIl 

l'ntice them to rq~,ister in largl' numbers. This will enhaIlL'e ih abilit) to pay \.:laims to 

health carl' pnJ\iders \\hl'n the ~ IIlF component is ddaycd (compare with 10,2). 

9.2A.2. E~pl'nditure as it Percentage of I otal Inl'ome of the \1I10s: 2005-2006 

rI1L' Inl'Ol11e and L'.\penditun: patterns of the mutual health organl"ations are as"l'""ed 

to Sl'l' \\ hethL'r the management !L'al11S are making drorts tll assmL' finallL'lal stability. 

IhL' anal~sis shO\\11 in appl'ndi\ J l'(l\ L'rL'd the 2()O~ and 2()()(1 linal1L'ial period" lur the 

four mutual hL'alth organis:'tiol1s and L'\plaineJ h\..'I()\\. 



Aduana :vtHO 

It can be seen that in 2005, when the Aduana \lHO'~ income \\;.b d.~~3m. ib 

corresponding expenditure was c 1, 7-:-6m, representing 95 percent. In 2006. \\ hen the 

income was increased to C 1.983m, its equi\alent expenditure \\ a~ c997m. 

representing 50 percent. The indication is that in as much as the Aduana \lHO b 

increasing its income, there is also corresponding expenditure resulting from payment 

of huge claims to health care providers. As indicated earlier. the Aduana \ 1 HO i~ 

located in a district where there are only health centres. Therefore. members either 

report directly to nearby hospitals or specialist health institutions for secondary and 

tertiary care instead of following the gate keeping system. :\onethclcss. the 

management team must institute measures to prc\cllt the occurrence l,r health 

insurance risk factors such as moral hazards, ad\nsl.' sclection and abuse ur health 

carc services by its members (refer to 3.3 and compare \\Ith I (L~). 

Asakyiri MHO 

It would be seen that when the Asakviri MHO in 2005 accnled annual income or 

~ I A7--lm, its conCUlTent expenditure was c864m, represl.'llting 59 percent. In 2()()(1. 

whcn its incomc increased to c 1.588m, its matching c"penditurl.' \\as \"'1 }27rn. 

representing ~q percent. The Asakyiri MHO is located in ;.\ district which is dO .... l.') to 

the Komfo Anokye Teaching Hospital in the Ashanti region. As a result, members 

utilise the services of this tertiary health Llcilit: without recoursl.' to laid-dm' n gall.' 

keeping procedures. Although it has introduced quota on members' acce~~ to hl.·alth 

racilitil's by giving them three (3) health facility attendance cards per: car, It \,ould be 

Sl'l'n in chapter 10 that this procedure is usually not followed or O\er-Lhl.'d. Thus, the 

:\sakyiri r'-.11 f() is facing serious isslles with regards to risk management tcl'hniques to 

de~tl with ml.'mhers' o\er-utilisation l)f hl'alth l.' a rl.' Sl.'f\ iel.· and further training to 

strengthl.'n the skills of the management k;'lm membl.'rs is required (COmp.IIl.' \\llh 

10.2) . 

. \\ol1a'IIiO 

I'he :\sona \1110 in ~005. al.·lTlH.:d an 111l.·l)T11e of l2,1~~1ll and ils ... ·(lmpalahk 

l'\pl'IH.iitufe \\as alsl' ~·2,.~-WT11. reprl.'senting ~5 percl.'nt. In 2(1()(,. "hen it.... IIl ... uIlll.' 
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increased to c 8A04m. its related expenditure abo increa~ed tl' (/.~7 4m. r ,-'I"'r..:",-'nting 

94 percent. This pattern shows the lack or management'~ ability to deal \\ith ri~k 

management issues of the scheme as its members are 0\ er-utili~ing health \.:Jr..: 

services. Although a quota on the number of times members can acce:-,~ health care 

services may be difficult to implement due to the regulatory pnJ\ isions under \ HI 

Act 650 (MOl-I, 2003d, 2004b), this must be considered by the management team on ~l 

pilot basis (compare with 10.2). 

Biretuo'lHO 

The Biretuo MHO's accumulated income in 2005 \\'as c4.876m and lh parallel 

expenditure was ¢2,656m, representing 54 percent. In 2006, the income incrl'J'>l'd to 

¢9,256m, and its corresponding expenditure also increased to c7,l)~~m. representing 

86 percent. The management team is unable to control mer-utilisation or health care 

services by its members. Considering the socio-economic composition and 

geographical location of the Biretuo MHO. it is recommended that the managl'ment 

team liaises with the health institutions to intensify public health education, \\hich 

will help bring this trend down (compare with 10.2). 

9.2"".3. NHIF Claims as a Percentage of Total Health Care Claims of thr 'lito,: 

2005-2006 

Analyses of thl' rall' of government subsidy (;'\HIF) component n:leasl'd tll the mutual 

health organisations against reimbursement of total claims m~llk by thl' healthcare 

institutions for fiscal years 2005 and 2006 respecti\ ely arc shown in appcndi, K 

Claims arc madl' towards the eosts of healthcare senil'es utilised by members, The 

National I Icalth Insurance Act 650 pro\'ides under section 33 (2) that: 

:\ District ~lutllal Ilcalth InSllranCl' Sl.'hcme shall be prm ided 
\\ith subsidy from thl' \:ational llcalth Insurance Fund (\ 1011. 
2()OJd: 15) 

rillS I" slIPI''lllsl'd to SlT\ l' as rl'lI1SUrance. :\ cheque is issued tl) the mutu~.d health 

organisations h> thl' \ational Ilcalth Insur~llll'l' Council and Autlwnl) (\,IIIC and 

:\ II L\) ulHkr l\H) l',\IK'ndillln: ilL'llls 'Cbims' and 'Admil1lstrat 1 \ l' Cosh' I, or the 



mutual health organisations, the difference between the amount rl'ka,,-:,J unJ~r .. ~ III F 

Claims' and the 'Total Health Care Claims' is the amount acc~:-,-;eJ from the two oth~r 

income sources: 'paying infonnal sector' (PIS) and 'other income' (01) tll pay th~ 

overall health care claims. This is the ell'll' \\hl're the ~ HIF Claims j" k"" than I UO 

percent. The' '.; HIF Claims as a percentage of Total Health Care Claims' for the four 

mutual health organisations during 2005 and 2006 is discussed below, 

Aduana MHO 

It would be seen that in 2005, the Aduana \lHO received claims from health care 

providers, which amounted to ¢592m, The ~HIF released by the '.;ational I kalth 

Insurance Council and Authority (J'\HIC and NH IA) towards claims \\ as d)~l)Jll, 

representing 116 percent. The difference was a surplus of c97m, In 2006, the sl'heme 

received a total health care claims totalling c661 m, from health care pnn iders. The 

NI IIF released towards claims amounted to c 1,2l)~m, representing 196 percent. .\Iter 

paying off the claims, it was able to accrue a surplus of c6')3rn. It is clear that the 

Aduana MilO depends heavily on the ]\;1111-' to be able to payoff its health carl' 

claims to contracted health care prm iders. Although there were surpluses recorded 

alter paying off these health care claims. the question arising is \\ hether thl' .\Juana 

MIlO can I11l'cl its health care l'xpenses to pro\'iders without relY1l1g on '.; 1111·. ThiS i'i 

not certain since members continue to utilise health carl' sen'il'es frl\oloush (see 

tables 10,1 and 10.2). 

:\sak~ iri 1\1HO 

In ~005. thl' Asakyiri t\lHO reeei\ l'd claims from health l'arl' pro\iders tlll,t1ling 

l'2l)~m, The NIIIF released to\\ards defraying thl' costs of daims tllLtiled an amuunt 

of l'7)()m. rq1rl'sl'nting 25.t percent. The surplus al'Cflled alkr pa: ing oil the Cl.lll11'o 

\\as l'.t).tm. In ~()Ob, the scheme rl'l'l'i\'ed hl'alth care dairns amounting to ~/22m 

fmm healthcare pwvidns Thl' '.;1111: rekasl'd to\\~lrds cbuns ~lI1wl1nkd to ~2~()1ll. 

\\hich repn.'sl'nh _,0 percl'nt. I hl' shortl~11I of l'~02m \\~I" mobilhl'J 11'l)1l1 PI~ and UI 

S(lmll'S Tlh .. ' anal:sls orthl' linanl'i;t1 \Iabilit: orthe .\'l,lk:in \1110 lln thi ..... bas", h ,\ 

mi.\L'd nne, \\'hile thl' .\sak:iri :'1110 (,mnot rely 'll)Icly \'11 the ,\1111· rclc~,sl'd 

towards l'\aims tll p~l: oil ih total he;i1th (~lIl' CLiIIllS tl) prLl\ ider'l, II !'l lI11pl)rtanl tha: 



the management team should do much more to rabe enough rc\ enue from k,-:al 

sources to deal with any eventuality. It may wish to increase the n:gbtration fe~>, to 

be able to do this. However, the implication of thi~ for people with large family si/\.'s 

must be considered (see tables 10.1 and 10.2). 

Asona'llfO 

The total health care claims received by the Asona MHO in ~005 from health care 

providers was ¢ 1 ,620m. The NHIF component released towards l'iaims was L 1.-+~3m. 

which represents 92 percent when the claims bill \\as paid off. The remaining 

amount, which was raised from PIS and 01 to pay up the total claims \\ as (1_~ ~Ill. In 

2006, the total health care claims received from healthcare pro\iders amounted to 

¢ 17,206m. The NHIF released towards claims totalled an amount of L 13"~()()I11. 

representing 77 percent. The shortfall was an amount of c-+.006m. which \\~h r~lised 

from the PIS and 01, to complete the payment. Ob\iously. the 1inancial \iability of 

the Asona MilO on this level of spending raises concerns. The :\sona \1110 relics 

heavily on the NIIIF claims to payoff its indebtedness to health C~lrl.' pHl\ ider~ e\ l.'n 

though it has to supplement this with its internally generated funds. The managl.'ll1ent 

team should institute strategies to <..kal with thl' moral hazards. a<..h lTSl.' sekctiun ~Ind 

abuse of sen ices by its members (see tables 10.1 and 10.2). 

Hiretuo ~llfO 

In 200:\ the Birctuo MHO received total health care claims from healthcare providers, 

\\hll'h \\as C 1.7_~6m. The NIIIF released to set this orr amounted to (1,L)-+7m. 

representing I 12 plTcent. Thl' surplus realised after paying the l'iaims otT \\ JS L 211111. 

In 2006. the sl'ileme recei\l'd health can: claims totalling (5)'69m. from hl.,~t1th(,lre 

J1I"0\idns. The ;'\IIIF rekasl.'d tuwards claims \\as (5'-+55m. representing l)) percent. 

The differencl." \\ hil."h \\as an amount of ~.-+ l-tm \\as raised from PIS dnd 01. tl) 

complell' the payml.'nt. The analysis is indicati\l.' that the tinancial \iability l'j' thl' 

Biretuo \ 1110 lln thIS baSIS is III I 'H'd. ,\!though it supplements the '\ / {II, n:k,I"l.'d 

tlm ards daillls \\ ith its own funds h.' settle its unahated deht 10 health l',lll.' pro\ Ider", 

the l'\ idelKl' shows that It tiL-pends hl'Jvil y on the '\/ {I/' I'he m~II1,I~i..'ment team nf 



the Biretuo MHO should undertake extra-income acti\itlc:-, to meet an\ contll1~,-'ncy 

(see tables 10.1 and 10.2). 

9.2.4.4. Paying Informal Sector (PIS) Income as a Percentage of Total Income of 

the \IHO: 2005-2006 

The initial strategy of policy makers in the health sector was to wean the di~triL,t and 

municipal mutual health insurance schemes (~1HOs) off 'GO\'ernment ~ub~idy' within 

two years of implementing the National Health Insurance Scheme (:'\ HIS), For thb to 

happen, contribution of the informal sector is imperatiyc so this is also explored, The 

analysis made covered 2005 and 2006 financial years respectiyely and are ~hu\\ n in 

appendix L. The contribution of PIS to total income is given in percentages. 

Aduana MHO 

In 2005, the Aduana MHO had 5.000 PIS members who contribuko l'6~2m, 

representing 35 percent. In 2006, it registered 9,000 PIS members who contribuko 

~294m, representing .+ percent to its income. The financial \'iability on the basi~ or 

the contribution of PIS is not convincing since it could not reach 50 percent in l'al'h 

perio~. L\'l~n though the Aduana MHO is classified a~ a depri\ cO district in the 

Greater Accra region (GSS. 2005). accounting for this trend, the management kam 

should encourage prospective members in the informal sector to rL'gister to boost this 

source of income. The administration fees should be set within the financial abilitie-., 

of the peopk in the district. This \\ill persuadc prospecti\L' members with largL' 

l~lInily si/.l's to enrol. Other\\'ise, it \\ill not be able to payoff claims to health care 

pnn iOL'rs without supplementing it with ~ HI F component of the health care l'iaims 

(rl'l'cr to 9.2 . .+.3) . 

. \s"k, iri \1110 

In 2()O:', The :\sakyiri \1110 had 3.()OO PIS members who contrihuted L'4~l)m, 

rl'preSl'ntll1g .'() percl'nt. In 2 (H)(), it rL'gJSkreO 6,000 PI"'; Ilh:mhl'rs who cl..llltnhuteo 

l'27-lm. repre:--enting \: pl'rcl'nt to It:-- II1L'l'mc. The :\~ak\lri \t1\() could 11\'t ,\CCflIC 

up to :'0 pl'rCl'nt (.)1' It:-- ilh.'l)ll1L' rrnll1 thL' PI"'; in both 2005 and 2Ot)() \bm of tilL' 
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people in the infonnal sector are private traders and few fanner~ (GSS, 201}S), 

Therefore, the management team should intensify its education on the conc~rl of 

health insurance amongst the infonnal sector members to be able to increa:-;~ Its 

income base from this source, Without this, it will find it difficult to pa:- off cianns lei 

health care providers without supplementing it with ~HIF component of the health 

care claims (refer to 9,2.4.3). 

Asona MHO 

In 2005, the Asona MHO had 22,000 PIS members who contributed l·~-+2m. 

representing 31 percent. In 2006, it registered 25.000 PIS memh~r" who contrihuted 

~ I. 769m, representing 21 percent to its income. Although the :\"una \ III () \\ ,h ~Ible 

to raise some income from its PIS source, this could not reach 50 perl'l'nt in 200~ and 

2006 fiscal periods. Although the Asona \lHO is located in an urban to\\ nship, it still 

has quite a number of people in the paying informal Sl'l:tor group who the 

management team should do well to attract to register by adopting pl'r~l)llal 

advertising strategy instead of its o\er-reliance on radio and tde\ I~ion 

advertisements. Unless this is done, it \\ill be difficult for the mall~l.:.:ell1ent tcam to 

pay ofT claims to health care providers \\ithout suppleml'nting it \\ith \,1111 

component orthe health care claims (refer to 9.2.-L3). 

Biretuo 1\1110 

In 2005, the PIS members of the Biretuo i\IHO \\ ere 2(1,OUO \\ ho contributed 

l' l,l)9.1m. rl'prl'senting -ll percent. In 2006, it regisk'red 27,000 PIS ll1emhers who 

contributed c'.-l 72m, reprl'sl'nting 3 ~ percent to its inl'uml'. E\ l'n though the 13lrctul' 

\ 1110 \\as able to accrue l'nough re\enue from its PIS, this still kll short III 50 

Pl'rl'l'nt in 200~ and 2006 respecti\ dy. It is clear that the changl''''; in the premium .... 

are discouraging a lot of people with large family SIll'S to enrol or re-enrol: most 01 

them are peasant l~lrIncrs, The management team should re\ i\ l' it...; traditil)nal method 

uf education and Ilwbilisation to atlral't thesl' people. .\nything short l)f thi" wIll 

Illl'an that thl' l11an~lt:l'1l1l'nt team will Iwl be abk to pay olT c\alms In hl'alth care 

PW\ ilkrs witlwl1t SUppkllll'nt 1nt: it with \, III F componl'nt or the health (are (la1l1b 

(rl'kr to 9.2 .-l .. ') 
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9.2--'.5. Re\ervc Funds of the ~lHOs: 2005-2006 

In financial terms, if an organisation is able to post reserves in its balan(,-' ~hc,-'t. it 

means that its performance is good and it might ha\ e a bright future (see Cripps el al.. 

2003). As explained in chapter 8, there were no balance sheets in the financial 

statements provided by the four mutual health organisations. This made it difficult to 

assess the financial viability of the mutual health organisations on the basis of theIr 

actual reserves (see I LO, 2005). Therefore. rescne fund is defined as total incl11TIe 

minus total expenditure. Thus, 'surplus' is used as a proxy for 'rcscn es' in this study 

to indicate the surplus (es) accrued by the four \ 1 HOs at the end of the financial ~ e~lr 

(refer to p.150). This approach is used to measure their perfom1ance and pl)s~ibk 

financial viability in this study similar to what was applied in othcr studics (SCI..' :\tim. 

1998, 2001; Atim et aI., 1998). Therefore. the status of the reser\'c funds fl)[" the rour 

mutual health organisations for financial years 200:' and 2006 arc gi\I..'n in appendix 

M. 

Aduana MHO 

While it could be argued that the Aduana f\ 1110 might ha\e some resen es becall~I..' i h 

third source of income: the 'Other Income' (01) constitulL'S linancial contributions 

from donor organisations and philanthropists or accnll'd interl'sh on fixed depuo;lh 

(rekr to 9.2.1: and sec 9.2 . .t.1 and appendix I), therl..' \\Crl' no balancc shedS a\ ailable 

to justify this assumption. Hence, as explained in chapter S. 'surplus' is lhl·d as a 

proxy for' resl'nes' to indicate the surplus (es) accrued by the Aduana \ Ilia ~It the 

end of the financial year (rekr to p.150). In 2005. \\hen the .-\dllana \llIO paid ih 

l'xpenditure of ~ 1 ,776m from its income of (1 ,873m, the ;,lcLTlIed rl..'sen 1..' fund 

showed a surplus of \.'97m. In 2006, whl'n it paid its 1..'\.pl..'nditure of l'l)l)7m fwm It--. 

inco1l1L' llf \.'1.9S3111. thl' :lL'cumulatcd rl'Sl'[ye fund tigllrc \\ as a surplus of (l)S~\l) 

I'he analYSIS shO\\s that the :\duana \111() has no liquidit) problems (rekr to p.I'iO; 

9. ~ .1. 9.2 . .t. I: and Sl'l' appendicL's I and \ 1) Jlll\\ 1..'\ 1..'1'. the ljlll'stion rem~1 in~ ~I"" to 

\\ hL,ther these rL'SL'nL'S {rl'tCr to p.l :'U) will be able to hdp it r'~I~ llil its debt..; ~h and 

\\ hen tllL'Y ansI..' within a period of six months I'he cL'[tainty in this c~tn 0111) r,,' 

adduLl'd when (lHlSidered against the utilisation rate of he~t1th .... I..T\·i(l..·o; b\ Ih 

mL'mbL'rs. among uthel' Lldors lcomparL' with chapter 10). 



Asak) iri .\1110 

Although it could be argued that the A~akyiri \IHO mIght ha\~ some r(,:O;(,r\(,~ 

because its third source of income: the 'Other Income' (01) (onstitute~ tinarh.'ial 

contributions from donor organisations and philanthropists or accrued int('rc~b on 

fixed deposits (refer to 9.2.1; and ~ce 9.2.4.1 and appendix I), there \\ cr~ no baLllh:,-' 

sheets available to justify this assumption. Hencc, as explained in chapter ~. '~urplus' 

is used as a proxy for 'reserves' to indicate the surplus (es) accrued b) the A:o;ak} Iri 

MHO at the end of the financial year (refer to p,150). In 200~. \\hen the .-\sak}iri 

MIlO paid its expenditure of c864m from its income of c 1,-+ 74m. the rescn(' fund 

figure was a surplus of ¢609m. In 2006, when its expenditure of c 1.32"7m \\a~ paid 

from its income of ¢ 1 ,588m, it gave accumulated resen e fund figure. \\ hld1 W~b a 

surplus of c261 m. Based on this analysis, it is glaring that the Asakyiri \ 1 lIO ha~ no 

liquidity problems (refer to p.150; 9.2.1. 9.2.-+.1; and see appendic,-'s 1 and \1). 

Nevertheless, the question to be asked is in relation to \\hether these r,-'",-'n ,-'S wi II be 

enough to settle its future health care elaims and other e\.penses within a period or Sl\. 

months without recours,-' to borrowing. This must be \ic\\ed concurrentl} \\ ith th,-' 

utilisation rate of health scniccs by its memb,-'rs. among other factors (compare WIth 

chapter 10). 

Asona :\ 11-10 

I· yen though it could be argued that the Asona \ I HO might ha\ c somc r,-'",-T\,-'" 

bccause its third source of income: the 'Other Incom~' lOI) constitutes tinam:ial 

contributions from donor organisations and philanthropists or a(crued ink-rest-; on 

li\.~d deposits (refer to 9.2.1; and sec 9.2.-+.1 and appendix 1), ther,-' \\ ere no baLtn(,-' 

she'-'h a\ ailablc to justit\ this assumption. H,-'n,-'e. as explained in chapter S. 'surplus' 

is us,-'d as a pro\.y for 'res,-'ncs' to indicate the surplus (es) accrued by the ,\sona 

1\ 1110 at th~ end of the linan,-'ial \'-'ar (refer to p.1 ~()). In 2005. when th,-' .\ "lln~1 \ tilt) 

paid its ,-'\.p,-'nditure of c2,_~-+Om from its income of c2."'~Xm. th~ accnli.:d r~~,-T\ ~ fund 

slw\\ ,-'d a surplus of ~-+ I Sm. In 2006. its ,-'\.p~nditurc of ~7.~7-+111 \\~lS paid frl)m Ih 

income l)r !,,·~.-+O-+m ~lI1d the r,-'sery,-' fund aC,-Tlled \\as a surplus llj' ,,'33()m. From 

hindsil!.ht. it is !"'onsplcuous that th~ :\SlH1~l \ 1110 IS Ihl{ !.1(1I1~ ~Hly 11 Jl)hk'm" \\Ith 
~ 

liquidity (rckr (() p.150~ 9.2.1.9.2.4.1: and ~\.:,-' ~Irp~'ndlc,-'" 1 and \1). \1\ the "amc, 

the ISSW: an"mg is \\ill'ther th,-' :\suna \1110 (an lkp,-'nd l)(1 th,-''',-' r~'",-'nes (fefl'r tn 
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p.150) to payoff recurring debts up to a period of six months without difficulties. It 

is important to consider this issue against the utilisation rate of health services by its 

members, among other factors (compare with chapter 10). 

Biretuo MHO 

While it could be argued that the Biretuo MHO might have some reserves because its 

third source of income: the 'Other Income' (01) constitutes financial contributions 

from donor organisations and philanthropists or accrued interests on fixed deposits 

(refer to 9.2.1; and see 9.2.4.1 and appendix I). there were no balance sheets available 

to justify this assumption. Hence, as explained in chapter 8, 'surplus' is used as a 

proxy for 'reserves' to indicate the surplus (es) accrued by the Biretuo MHO at the 

end of the financial year (refer to p.150). In 2005. the Biretuo MHO incurred 

expenditure of ¢2,656m, which was paid from its income of ¢4,876m, leaving reserve 

fund figure, which was a surplus of ¢2,220m. In 2006, it incurred an expenditure of 

¢7,972m, which was also paid from its income of ¢9,256m. The reserve fund figure 

was a surplus of ¢ I ,284m. The indications are that the Biretuo MHO is not having 

problems with liquidity (refer to p.150~ 9.2.1, 9.2.4.1 ~ and see appendices I and M). 

On the other hand, the concern arising here is whether it would be able to pay its 

health care claims and other expenditures beyond at least a period of six (6) months if 

it did not receive external support in cash or in kind. This should be seen in the light 

of utilisation rate of health services by its members, among other factors (compare 

with chapter 10). 

It would be concluded from the above analyses that the financial viability of the 

mutual health organisations based on their current financial analysis is also influenced 

greatly by health insurance risk factors (refer to 3.3). Hence, the financial arguments 

reflect the nature of actuarial or statistical problems facing the mutual health 

organisations in this study. While the management teams lack the technical capability 

to deal with the health insurance risk factors orchestrated by the uncontrollable 

utilisation of health services by their members. they are also constrained by the 

rigidity in the National Health Insurance Act 650 to etTect any context-specllic 

changes (scc MOB, 2003d, 2004b). The inapplicability of some of the indicators in 
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the financial viability model in this study shows that there is the need to analyse other 

non-financial factors to help make a cogent conclusion about the financial and overall 

sustainability of the mutual health organisations in this study. These will also help 

explain why the four mutual health organisations are spending so much on health care 

claims. It will also reveal why their expenditures increase with increment in their 

incomes (see 9.3, 9.4; chapters 10, 11 and 12). 
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9.3. Perceived Benefits of the Mutual Health Organisations 

This sub-theme examines the perceived benefits of the mutual health organisations. 

This measures how the mutual health organisations are beneficial to their members 

through increasing financial access to health care to greater members of the 

population. Whenever people lack access to orthodox medicine, they tend to find 

solace in traditional medicine, which is sometimes described by the medical 

professionals, particularly in Ghana as 'below standards' ('GNA', Friday October 3. 

2008b). The benefits of the mutual health organisations are presented below in the 

context of their beneficial impact on the population. Institutional viability indicators 

have been analysed to support the benefits that emerged from the interview data. 

9.3.1. Understanding and Reasons for Joining the MHOs 

The mutual health organisations have broadened the understanding of the community 

members, regarding what the concept of health insurance was in a country where this 

was not in the lexicon of public health financing and delivery. In communities where 

people do not have enough financial deposits in the banks, the desire to join a mutual 

health organisation is based on the need to plan ahead to avoid exorbitant health care 

costs and facilitate easy access to a health facility. A member gives a vivid definition 

as: 

... a health insurance is the easiest way to the 
hospital ... (BRMHO-M-2) 

The concept of health as defined in the Ghanaian traditional context can be summed 

up as: Vade£: Y£: Ya, translated to mean, ill health is debilitating. Therefore, any 

benefit derived from the operations of the mutual health organisations involved how 

they are helping people to find preventive health measures. People's perception of 

illness and poverty is that these are unpredictable events. As soon as sickness strikes, 

it deprives the individual of the ability to independently do a lot of essential things: 

... one thing is that if I am sick and bedridden. it is someone 't,,'ho 
would have to support me. but now that I am not sick. I have to 

help myse({ .. So by contributing to the health insurance ahead of 
sickness. it provides me with the security I need when 
incapacitated ... 1 think that the health insurance can help me 01 

that lime ... (BR.HJlO-A/-I) 

202 



Thus, people in the communities believe that there is a relationship between ill-health 

and poverty: 

.. . sedee mpaninfoQ ka no, se eka wo nanti a, na aka woto. Yadee 
wQhQ yi, enkera ansa na aba, translated to mean, 1 think that the 
elderly would say that when one is injured at the heels. it affects 
the buttocks, leading to immobility: sickness could strike 
suddenly ... (ASNMHO-M-3) 

The mutual health organisations are operating in such a way that people, espccially. 

those in the informal sector have to enrol voluntarily. This is why one major benctit 

of the mutual health organisations was measured on how members understood the 

concept of health insurance. The idea is that the mutual health organisations would 

benefit if members had a clear understanding of what they were getting involvcd in. 

this encouraged sustained membership. The benefits of members' understanding of 

the concept of mutual health organisations is to some extent also manifesting in how 

they are helping to mobilise others in the communities to join: 

... the various groups and the Churches are organising 
themselves and undertaking additional income generating 
activities like 'aburo-hwane' (contract for peeling of maize); to 
get money to pay for members who cannot pay. The pastors and 
the leaders of the groups understand our financial abilities so 
they give us information during announcement time at Church 
service for us to start preparing towards it ... (ASKMHO-M-l) 

Even though these are among the core aims of members in the communities, they 

have formed different understandings, opinions and reasons regarding why they havc 

joined the mutual health organisations. Respondents' understanding sometimcs 

depends on whether or not they had experienced pre-NHI 2003 MHOs (refer to 

chapter 7). Members in both Aduana MHO and Biretuo MHO have bettcr 

undcrstanding of the concepts of health insurance and mutual health organisations 

than their counterparts in the Asakyiri MHO and Asona MHO. This is becausc the 

Aduana MHO and Biretuo MHO had transformed as prc-NHI 2003 MHOs to post­

NHI 2003 MHOs (refer to 9.1). Therefore. respondents could recall memories of the 

health care benefits they had enjoyed under the two regimes. This had also enhanced 

their sense of appreciation of the risk sharing concept and had reinforced their 

commitment: 

203 



... when the insurance scheme started in the communit), (pre-XHf 
2003 MHO), 1 did it. Now that it is the government's scheme (post­
NHI 2003 MHO), 1 have done it. 1 had my membership card for the 
old scheme and 1 now have my membership card for the present 
one ... (BRMHO-M-8) 

The perception of respondents who had experienced the pre-NHI 2003 MHOs is that 

the community initiated the mutual health organisations, which were subsequently 

taken up by the government to encourage members to continue their membership. 

They have realised that their efforts had been recognised by the government: 

... since we did it well, the government also realised the usefulness 
ofit and has now taken over the ownership ... (BRMHO-Af-fO) 

This has resulted in a healthy competition because people do not want community 

projects they undertake to fail. This has also given them the incentive to plan ahead 

while there is good health and financial resources. A sense of prepayment is evident 

by the young men who have started raising their families. They have understood that 

as they have been able to enrol with the mutual health organisations their wives could 

take their children to the hospital for necessary health care in their absence: 

... 1 have registered with the health insurance scheme as it can 
happen that 1 may not be available: f do travel frequently ... when 
any of my children/ails sick and there is no money home, my wife 
can send them to the hospital so that they could access health 
care ... (ASN MHO-M-4) 

Although, there were few pre-NHI 2003 MHOs in the regions where the Asakyiri 

MHO and Asona MHO are located, respondents who had not had any prior interaction 

with these mutual health organisations show understanding and reason for joining 

based on the government's introduction of the National Health Insurance Scheme 

(Nil IS) in 2004. Respondents perceive that the mutual health organisations arc a 

good package from the government as it was fulfilling its electioneering campaign 

promise (compare this with 11.3.1): 

... during the electioneering campaign 0/ the current government 
[NeH' Patriotic Partyl in power. they proposed that 'when they 
come into power. they would establish the health insurance 
programme so that the people would enjoy good health. So 
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immediately they came into office in 2001, they selected few 
districts to run the health insurance scheme on pilot basis to see 
if it would be feasible ... (SMMHO-4) 

Under such circumstances, members try to identify the benefits they are expected to 

have rather than their contribution to risk sharing and risk pooling. The idea of free 

health care benefit is what has informed their decisions: 

... we made the people aware that at first it was for the 
community, but now it is a government run scheme. The 
interesting thing is that the people's awareness and related 
benefits of the scheme has improved tremendous(v ... (SMMHO-3) 

It is perceived that the message they took from the initial education they received was 

that membership of the mutual health organisation would give them the opportunity to 

be treated free of charge, given free drugs (medication) on prescription so that they 

would just walk in and out of the health facilities without much financial burden 

(compare this with 9.4.2.5): 

... they told us that if we paid the money, we could go to the 
hospitalfree of charge. That is what the.v taught liS .. .(ASNMHO­
NM-l) 

Consequently, some aged (70 years and over) members in the communities who are 

accessing free health care under the exemptions, after experiencing the ordeals of the 

cost recovery (Cash and Carry) for a long while, are quick to show their appreciation 

to the government: 

... 1 will say that President Kufour and his Government have done 
very' well by giving us free health care ... (ASKMHO-M-2) 

There are other respondents in the communities who also believe that joining the 

mutual health organisations is a call to national duty and demonstration of their sense 

of patriotism: 

... now that it is a national health insurance scheme, there must 
be IIn~/ormi~l' ... (AS;\' MHO-Af-6) 
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Thus, this view is mostly held by respondents who had heard about the prc-:\HI ~003 

MHOs but did not have the opportunity to belong to one. 

9.3.2. Institutional Viability Indicators 

The few people who have shown understanding have registered and are reaping the 

benefits of their membership. Thus, the performances of the four mutual health 

organisations in respect of how they are increasing membership coverag~ wer~ 

examined for 2005 and 2006. The indicators used for measuring the mutual health 

organisations' bid to increase membership are the rate of membership coverage 0 f the 

catchment population; and the rate of penetration or new registration (refer to table 

8.8). Thus, the applicable intermediate indicators are analysed below. 

9.3.2.1. Rate of Membership Coverage of the Catchment Population of the 

MHOs: 2005-2006 

This shows the relationship between the registered members and the total numbcr of 

people in the catchment population. This helps the management to know how 

effective it is in reaching people in the population. The analysis is over the course of 

two years: 2005 to 2006 for the four mutual health organisations and shown in 

appendix D 1 to D4. 

As can be seen in appendix D 1, in 2005, the Aduana MHO registered 14,000 

members in its catchment population of 98,000, representing a rate of membership 

coverage of the catchment population of 14.2 percent. In 2006, it registered ~ I ,000 

members in its catchment population of 121,000, representing 17.3 percent. In 2005. 

the Asakyiri MHO registered 18,000 members in its catchment population of I ~6.000, 

representing 14.2 percent. In 2006, this increased to 4~,000 in its catchm~nt 

population of 146,000, representing 28.7 percent (see appendix D~). On its part, th~ 

Asona MHO in 2005 registered 87,000 members in its catchm~nt population of 

138,000, r~presenting 63 percent. In ~006, this number incr~as~d to 88.000 in Its 

catchm~nt population of 147,000, representing 59.8 percent (s~~ appendix 03). :\s 

shown on app~ndix D4. the Biretuo MHO in 2005 registered 69.000 rn~rnbers If1 Its 

catchment population of 139,000, representing 49.6 percent. HL'\\ ~:\"er. If1 ~006. thIs 
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rather reduced to 65,000 members In its catchment population of 150,000. 

representing 43.3 percent. 

The conclusion is that almost all (apart from the Biretuo MHO) the four mutual health 

organisations were able to increase their coverage of their respective catchment 

population between 2005 and 2006. This explains why the rate of drop-out of 

membership was not analysed. Again, it can be observed that in 2005, the four 

mutual health organisations achieved between them rate of coverage of the catchment 

population of 14.2 percent and 63 percent. In 2006, the rate of coverage of the 

catchment population achieved between them ranged from 17.3 percent to 59.8 

percent. From hindsight, these rates were not significant. 

However, considering the difference in population increase between 2005 and 2006, 

the rates could be considered as significant. It is only the Biretuo MHO which could 

not increase its enrolment in the second year: 2006. The factor which might have 

caused this trend was that the Biretuo MHO, like the Aduana MHO was a pre-NIH 

2003 MHO, and changed to post-NHI 2003 MHO. When the people in the 

communities heard of the government's take over, they were quick to join in the first 

year because of the enhanced health care benefits package: 

... It will surprise you to go to the hospital as early as 7:00am 
and .find the number of people who are at the OPD to see a 
doctor ... The new concept is that the people feel they have 
contributed to the scheme by paying their premiums so they must 
enjoy their benefits accordingly ... (SMMHO-3) 

However, this level of enthusiasm died out in the subsequent year due to varied 

reasons (see sub-theme 9.4 for some of the reasons which account for the differences). 

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

Informal Sectors) Population of the MHOs: 2005-2006 

This shows the relationship between the number of ncw members and the total 

number of old members, enabling an assessment of the relative growth in 

membership. The results of the analysis of the rate of penetration into the respectJ\'c 
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target district population of the mutual health organisations are shown in table 9.1. 

Between the periods 2005 and 2006, the number of new members registered by the 

Aduana MHO was 7,000. This shows the difference between the 14,000 members 

registered in 2005 and 21,000 members registered in 2006. As a result. the rate of 

penetration into the target population or the membership was 50 percent. The 

Asakyiri MHO registered 24,000 new members in 2006. This shows the difference 

between the 18,000 members registered in 2005 and 21,000 members registered in 

2006. Hence, the rate of penetration into the target population or membership was 

133 percent. 

Between 2005 and 2006, the Asona MHO was able to register 1,000 new members. 

This illustrates the difference between the 87,000 members registered in 2005 and 

88,000 members registered in 2006. Therefore, the rate of penetration into the target 

population or membership was 1.1 percent. However, the Biretuo MHO could not 

increase its membership for the same period as it was rather reduced by 4,000 (-

4,000). This indicates the difference between the 69,000 members registered in 2005 

and 65,000 members registered in 2006. Consequently, the rate of penetration into 

the target population or membership was negative (-6) percent. 

Table 9.1: Rate of New Adherents or Penetration into the Target (Formal and 

Informal Sectors) Population of the MHOs: 2005-2006 

Scheme 2005 2006 New Entrants Rate of 

Membership membership Difference ( 2005- 2006) Enrolment (%) 

Aduana MHO 14,000 21,000 7,000 50 

Asakyiri MHO 18,000 42,000 24,000 133 

Asona MHO 87,000 88,000 1,000 1.1 
._--

Birctuo MHO 69,000 65,000 <4,000) (6) 

The conclusion is that apart from the Biretuo MHO which could not increase its 

membership, Aduana MHO, Asakyiri MHO and Asona MHO were able to increase 

their membership in their respective target population (see 9.4.2.1 for reasons which 

account for the differences). 
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9.3.2.3. Rate of New Adherents or Penetration into the Formal Sector (SS:\IT 

Contributors) Population of the MHOs: 2005-2006 

The results of the analysis of the number of registered fonnal sector members in the 

target population of the mutual health organisations are shown in table 9.2. The tab Ie 

shows that in 2005, the Aduana MHO registered 816 fonnal sector members. This 

increased to 1,710 in 2006 and the difference was 894. The rate of penetration into 

the fonnal sector membership was 109 percent. The Asakyiri MHO registered 3,315 

fonnal sector members in 2005. However, this was reduced to 2,562 in 2006, 

showing a difference of negative (-753), representing negative (-11.7) perccnt. 

Whereas the Asona MHO was able to register 15,145 fonnal sector members in 1005. 

this was reduced to 12,203 in 2006, showing a difference of negati\'c (-2.941). 

representing negative (-19.4) percent. In the case of Biretuo MHO. it was able to 

increase its fonnal sector membership from 1,986 in 2005 to 1,426 in 2006. showing a 

difference of 440, representing 22.1 percent. 

Table 9.2: Rate of New Adherents or Penetration into the Formal Sector (SSNIT 
Contributors) Population of the MHOs: 2005-2006 
Scheme 2005 2006 New Entrants Rate of Enrolment 

Membership Membership Difference (2005-2006) (%) 

Aduana MHO 816 1,710 894 109 

Asakyiri MHO 3.315 2, 562 (753) (227) 

Asona MHO 15.145 12,203 (2.942) ( 194) 

Bircluo MilO 1.986 2.426 440 22.1 
~~ 

The observation is that whilst the Aduana MHO and Biretuo MHO were able to 

increase their economically active membership. the Asakyiri MHO and Asona MHO 

recorded decreases. Therefore, the mutual health organisations which are able to 

count on the large numbers of these economically active people (refer to chapter 5). 

would be able to boost their revenue base from the administration fees component of 

their income. 
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9.3.2.4. Rate of New Adherents or Penetration into the Paying Informal Sector 

Population of the MHOs: 2005-2006 

As there could be transfers out of the population and the fact that some of the 

economically active members might not be indigenous people who could decide to 

spend their retirement in their hometowns, villages, regional or the national capital 

towns, it was considered appropriate to verify how the mutual health organisations arc 

managing to penetrate into their infonnal sector population who should be their 

bedrock of sustainability. The results are shown in table 9.3. The results show that 

the Aduana MHO registered 5,000 paying infonnal sector members in 2005. This 

increased to 9,000 in 2006, showing a difference of 4,000. In view of this, the rate of 

penetration into the paying infonnal sector membership was 80 percent. The Asakyiri 

MHO registered 3,000 members in 2005 which increased to 6,000 in 2006. The 

difference was 3,000, representing 100 percent. The Asona MHO registered 22,000 

members in its paying infonnal sector in 2005. This increased to 25,000 in 2006, 

showing a difference of 3,000, representing 13.6 percent. On its part, the Biretuo 

MHO registered 26,000 members in 2005, which increased to 27,000 in 2006. The 

difference was 1,000, which represents 3.8 percent. 

Table 9.3: Rate of New Adherents or Penetration into the Paying Informal 
S t P I f fth MHO 2005 2006 ec or opu a Ion 0 e s: -
S~heme 2005 2006 New Entrant Rate of 

Informal Members Informal Members Difference (2005-2006) Enrolment 

(%) 

Aduana MHO 5,000 9,000 4,000 80 

Asakyiri MHO 3,000 6,000 3,000 100 

Asona MHO 22,000 25,000 3,000 13.6 
----

Biretuo MHO 26,000 27,000 1,000 3.8 

The observation is that in terms of paying informal sector income. some of the mutual 

health organisations are more viable than others (compare this with 9.2.7). 
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9.3.2.5. Rate of New Adherents or Penetration into the Social Group 

Membership of the MHOs: 2005-2006 

Another landslide benefit of the operations of the mutual health organisations is their 

ability to have improved the coverage of people considered as the social elements: 

indigents, the aged (over 70 years) and children (under 18 years) in their respective 

populations. The results of this analysis are shown in table 9.4. From the table. the 

Aduana MHO registered 8,152 members in the social group in 2005. This increased 

to 10,209 in 2006, showing a difference of 2,057 and the rate of penetration into the 

social group membership was 25 percent. The Asakyiri MHO registered 11.646 

members in 2005, which increased to 33,358 in 2006. The difference was 21,712. 

representing 186 percent. The Asona MHO registered 34,633 members in 2005. This 

increased to 49,192 in 2006 and the difference was 14,559, rcpresenting 42 percent. 

The Biretuo MHO registered 40,907 members in 2005, which was reduced to 36.398 

in 2006. The difference was negative (-4,509), representing a negativc (-11 percent). 

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

Scheme 2005 2006 New Entrants - Rate of Enrolment 

memben members DlfTerence (2005-2006) (%) 

Aduana MHO 8,152 10,209 2,057 25 

Asakyiri MHO 11,646 33,358 21,712 186 

Asona MHO 34,633 49,192 14,559 42 

Biretuo MHO 40,907 36,398 (4509) ( I 1 ) 

The observation is that apart from the Biretuo MHO which reduced its membership 

coverage between 2005 and 2006 registration periods, the sheer numbers show the 

magnitude of the problem of poverty in the communities. This is why the provision 

of subsidy by the government through the mutual health organisations is se~:n as a 

benefit. For this to have happened to many people under the current market-oriented 

economic policy refonns propelled by the World Bank and the International Monetary 

Fund (refer to 5.3.2), especially, as Ghana is a non-welfare state or economy, is highly 

commendable. This perception is supported by an editorial of a newspaper: 
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· .. the new bid to provide care for even the poor and the 
~Inerable among Ghana's 19 million people was described just 
this week by one editorialist as: perhaps the biggest social 
development project undertaken by any Government since 
Kwame Nkrumah after Ghana's independence ... (Lewis, 2008) 

Thus, since the social group members are not paying the premiums. this has 

remarkably reduced their financial burden (refer to 9.2.2). Howcvcr, the management 

teams are finding it difficult to deal with the issue of indigents: 

... 1 think that now the major issue to address is how to assess 
indigents: who qualifies to be an indigent? We are saying that 
about 5 percent of the population is described as indigent(s) ... We 
need to be able to identify such people to forestall abuse of the 
facility ... (SMMHO-4) 

There is limited public administration system and technological capacity to identify 

these people in the population: 

... we have a problem with the identification of indigents because 
there is no accurate database; it is not the priority v.lthe Districl 
Assembly ... (HMP-6) 

The observation is that the number of informal sector members of the mutual health 

organisations might not have appeared to be significant when compared with their 

population figures and the number of formal sector employees (SSNIT I:ontributors). 

However, all of them were able to enrol new members from the informal sector 

particularly, in the social group. This conforms to the main belief of the mutual 

health organisations under the National Health Insurance Act 650 (refer to 6.5.4.3). 

On the basis of penetration into the catchment population and therefore improving 

health care financial access for members, it is concluded that all the mutual health 

organisations (MIlOs) saw gradual increases in their second year of operation. A 

Ministry of Ilealth policy document observes that: 

Government has introduced the National Ilealth Insuran(e 
Scheme (NIHS) as a social protection poli(y with the objective of 
improving financial ac,ess to quality health seni,es. The 
coverage of NllIS has been increasing steadily. All distrKts havl' 
functional District Mutual Ikalth Insurance Scheme (D\l1I1S) 
with over 17 percent of the population registered and eligible to 



receive covered services with little or no payment at the point of 
service. This level of coverage is nevertheless too low to remove 
the financial barriers to services experienced under the Cash and 
Carry system (MOH, 2007e:26). 

9.3.3. Enhanced Universality in Health Financial Protection 

Another major benefit of the mutual health organisations is their ability to extend 

universal financial access to health care for the population. There is a difference 

between coverage and universality. The main tenet of health financing is that 

governments all over the world seek to attain universal health care financial protection 

(refer to chapter 2). There is the potential for attaining universality to health financial 

protection because of the wide spread of the mutual health organisations on district 

and regional levels. The measurement of universality is not based on the number of 

people who have the opportunity to register. Universality involves two main areas: 

affordable health care and affordable premiums. The universality objective of the 

mutual health organisations is being enhanced by the health service benefits package. 

which is 100 percent for both outpatient (OPO) and inpatient (Admissions) care at the 

health facilities: 

... the interesting thing is that the benefits package is now more 
enhanced ... When it was under the management of the communi~\' 
[pre-NHI 2003 MHO era] the benefits package co\'t!red on~v in­
patients (admissions) care. During such a period, if a member 
had not spent 24 hours at the hospital or even at the casualty 
ward, they would not be entitled to the benefits. However, all 
these restrictions are no longer there under the current scheme 
[post-NHI2003 MHO era] ... (SMMHO-3) 

This is encouraging people in the informal sector of the economy to enrol so they 

might access health care when they need it most. The inability of many people to 

receive basic drugs (medicines) after being given a prescription was the main reason 

why the cost recovery (Cash and Carry) policy was introduced in public health 

facilities in the 1980s and early 1990s: 

... drugs were to be fully paid for by the patient and then there 
wert' l'ariollsfees graduated ... (P.\lS-8) 
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The government of Ghana is keen to reverse this situation by making the cost of 

health care affordable within the financial reach of the large number of people. 

Hence, the introduction of the health insurance policy under the National Health 

Insurance Act 650 in 2004 (MOH, 2003d), was to allow the people to make good use 

of the near free health care. 

The uniformed premIUm being charged by the mutual health organisations IS 

encouraging curiosity and enthusiasm in the benefits of membership. Since all the 

mutual health organisations are charging the minimum premium (refer to 9.2.2), it is 

easing the health care financial pain of the poor people in the communities. The 

rationale behind the introduction of the National Health Insurance Scheme and 

graduated premiums is: 

... our system is aimed at addressing issues of equity ... we have 
the poor as the core of our insurance scheme, of course without 
disregarding the rich ... it covers a broad range of diseases, broad 
range of groups in terms of the benefits package. In terms of 
even the financing, there is a combination of ta.t, social 
insurance and premiums ... (PMS-2) 

The setting of uniformed premium is advantageous to members as the total (ost of 

their insurance policy is relatively low. This is helping a lot of people who could find 

the money to pay for subscriptions for the mutual health organisations based on 

affordable premiums. The downside is that when people felt unfairly treated by this 

system, their levels of fervour could equally diminish. Thus, whenever people in 

different communities became aware of differential premium rates, it could serve as a 

source of discouragement to enrolment. 

9.3.4. Advertising the Benefits of Membership 

The mutual health organisations have to undertake a sustained marketing campaign to 

encourage more people to enrol. The management teams have introduced their own 

strategies to teach the benefits of health insurance to the community residents The 

insured members themselvcs are also doing their best to encouragc their fnends and 

b h 'd I f bershl'p Advertisemcnt of the pCH:l.,j\cd relatives to em racc tel ea s 0 mem . 

advantages of health insurance by cxisting insured mcmbcrs b scrving as a moti\atmg 
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factor for prospective members to join, especially, in communities where fee for 

service had been the norm at the available health care facilities: 

... in fact, it was initially difficult, but as time went on and 
understanding of the people improved, they accepted it and the 
membership began to increase ... Currently, the membership is 
increasing rapidly, because those who have registered and hG\'e 
enjoyed the benefits have testified to others and that has 
encouraged many people to become members ... (S'\1A1HO-4) 

The traditional marketing strategy: 'word of mouth' is an effectin: mode of 

communication in most communities. This has the ability to impact on people's sense 

of conviction. Members are using their own experiences as examples for others who 

have yet to register. Members' access to the photo identification (10) cards is 

considered to be a guarantee to improve their financial access to orthodox health care 

servIces: 

... If I am now ill, I will only pick up my membership card ... e\'t!11 
if I do not have a hospital card, they will know I am a member of 
the scheme so they would attend to me withoUI hesitation and 
give me medicines prescribed ... (BRMHO-M-2) 

In most cases, insured members have realised some marked benefits in that their 

membership and attendant health care benefits are better than uninsured clients who 

would have had to pay for the costs of health care services from their own pockets at 

the point of service use. The different themes under which members arc 

demonstrating their perceived benefits are discussed below. 

9.3.4.1. Financial Peace of Mind and Renewed Confidence 

Peace of mind is an essential element for a healthy living: one's financial ability to 

meet the costs of health care enhances this peace of mind. Lack of funds during times 

of illness can put an entire family in an awkward situation: 

." the reason why I joined was that I needed to have (/ peace oj 
mind when I am sick and come to the hospital. With the health 
insurance, I will not need to think about how to pay, I r('(/I(\'J~'d 
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free to attend hospital without a thought of having to go and pay 
directly after receiving services .,. (BRMHO-M-3) 

There are some people who could not attend hospital because they would have to 

make direct payment for the costs of health care. The treatment of a chronic illness of 

a family member could lead to huge financial demands from both traditional medicine 

and orthodox medical care. The economic implications in terms of loss of man hours 

that the patient's relatives would have to manage to support them are enormous. It 

sometimes required them to leave their own hometowns to live in another township 

for purposes of health care: 

... we realised that people refused to report to the health facility 
when sick and would do so on(v when the condition became a bit 
critical to manage ... We advised them that their health status 
could improve through health insurance as one ~vould nol ha\,{! Iv 
wait until a condition became critical ... (SMMHO-3) 

However, insured members do not have to face such problems smce the health 

facilities in their communities are contracted by their mutual health organisations to 

provide health care. Members of the mutual health organisations are relieved by the 

current arrangements: 

... my mother suffers from high blood pressure (BP): 
hypertensive. She reports to the hvspital enjlY month for check 
up ... she used to go to the next toYt'n as the medical officer was 
not stationed here ... she could paJ' five hundred thousand old 
cedis (¢500,000.00) per visit. Since the start of the insurance 
and when the government took over, she has been coming here 
and gets all her prescribed medication without paying a 
pesewa ... (BRMHO-M-l) 

The mutual health organisations are providing means to enable both the relatively rich 

and the relatively poor people to be part of a pre-payment scheme. While ambulatory 

patients could be treated the same day, those whose conditions required 

hospitalisation could be admitted accordingly. This peace of mind is convmcing 

members that they could go to the health institutions anytime they fell sick. Insured 

members in the communities do not need to think about going for a loan to go to thl' 
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hospital as: ' . .. registered members are free to come to the hospital anytime ... ' 

(BRMHO-M-3). Even though, lack of money had reduced the confidence le\els of 

some people in their search for modem health care, the reassurance of prepaid health 

care bills was helping to restore this confidence. The belief is that membership and 

pledged payment by the mutual health organisations is also giving health personnel an 

extra incentive to double their efforts in providing treatment. 

9.3.4.2. Collective Bargain of Health Care Costs 

Insured members expressed satisfaction with the cost of health care since their mutual 

health organisations are assumed to have negotiated on their behalf. Even as they are 

contributing to their own premiums, they are aware that greater part of the costs is 

borne on their behalf through the collective funding stream (refer to 9.:!.1). They 

would have had to pay heavier bills if they had acted individually. This has cost­

benefit implications for the members: 

... the simple analysis is that by paying a total premium of about 
one hundred thousand old cedis (c 100.000.00). you could enjoy 
the benefit of the difference in cost. which is very' good ... 
(ASNMHO-M-5) 

Insured members explained that before they joined the mutual health organisations, 

they could incur costs in respect of the various services provided at the health care 

facilities: consultation fees, laboratory investigations and drugs (medicines). All these 

could culminate in huge amounts of money to be paid by an individual at a single 

visit. This was under a circumstance where they were lucky to have been attended to 

by a medical officer, who would make the diagnosis and prescribe the needed drugs 

(medicines) since some of the health facilities lacked qualified health personnel. 

Insured members are satisfied with improved financial access to modem health care 

as they can: · ... now bring home whatever money is left··· '(..15.\'1\/110-,\1-6). 

9.3.4.3. Reduced Costs of Transportation to the Health Care Facilities 

The cost of transportation to and from health care facilities located a\\"a) from the 

communities has been one of the reasons why most people resort to unorthodox health 
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care practices and only report for modem health care as a last resort. How\?\'er. some 

members of the mutual health organisations are taking advantage of their proximity to 

health facilities to access orthodox health care: 

... In terms of access, if the district hospital is 20kms away but the 
regional hospital is only 5kms away, the person will prefer to go 
to the regional hospital because it is cheaper in terms of 
transportation ... of course, when it comes to quality of care or 
tertiary care, they get it here ... because of that some of the mutual 
health organisations have been forced to sign agreement with 
thesefacUities because they are nearer ... (HMP-/) 

Due to the sparse nature of the population in most communities, the cost of peopk 

travelling to and from rural areas to the urban towns for health care is factored into 

their decision making process about whether to access or not to access orthodox 

health care. There are occasions when people could mobilise the funds to meet the 

costs of the health care services but would be short of funds for transportation and 

incidental expenses. This could be discouraging, especially if they do not have any 

relations in the town or city where the health facility is situated. 

As the costs associated with the health care servIces are being subsidised by the 

mutual health organisations, members are encouraged to seek orthodox hcalth care 

during the initial stages of their illness instead of waiting for it to degenerate to a 

critical stage: ' .. . the only thing is to get money for transport (ation) .. , (BRMHO-.f1./-1 J. 

Thus, even if they did not have money when they became sick. they could solicit for 

money for transportation to the health facility, which they have to pay themsch'cs: 

... before the health insurance H'(1S introduced, we could stay 
home for a while without coming to the health facility because vI' 
lack of funds and fear of the cost of health care ... (ASK.WHO-.\I-

3) 

In most of thc communities, there are some individuals who would only be satlslied 

with thc services provided at an orthodox health facility when thcy (ould obtain an 

injection in addition to the drugs (medicines) prescribed for malaria. rhe cost of 

chloroquine injection could increase the total costs of health services. Ilo\\e\ cr. their 



membership with the mutual health organisations is more useful when they are able to 

access all the available treatment at the health facilities: 

... immediately, / come here, they hurry to attend to me and gi\'e 
me injection and medicines for my sickness before I go back 
home. They really look after me well, that is appreciated ... 
(BRMHO-M-8) 

The conclusion is that the mutual health organisations are showing potential to 

increase their membership: ' .. . of course, under this regime there is a better 

potential ... (PMS-17). This would be realised when they had achie\'ed autonomy 

after policy makers have pursued their corporate finance objectives and made them 

(MHOs) answerable to their communities. The above discussions show a positi\'c 

impact on the financial viability and overall sustainability of the mutual health 

organisations. 
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9.4. Perceived Problems of the Mutual Health Organisations 

This sub-theme examines the perceived problems facing the mutual health 

organisations. The mutual health organisations need to be able to prevent problems. 

However, there are some problems, which are indicators of inevitable insohencv and 

collapse. These could be grouped under educational, economic, socio-politi-cultural. 

behavioural, health as well as administrative sub-themes. The analysis of these would 

help draw inferences and references to show how such perceived problems. if not 

guarded against, could undermine financial viability as well as overall sustainability 

(compare this with 10.2). 

9.4.1. Insufficient Education on the Concept of Health Insurance 

Education is a continuous process in any health insurance programme. and anything 

less could lead those already registered astray. If this element is missing. then the 

sustenance of the mutual health organisations as well as the National Health Insurance 

Scheme (NHIS), as a whole, would be in doubt. The introduction of the National 

Health Insurance policy on a large scale for the first time in the country in 2004 was 

not preceded by extensive public education and sensitisation. This should have been 

done since a society like Ghana was used to free health care services: 

... but before Ghana (Gold Coast), there was no paymentjlJ!­
health care ... (ASNMHO-M-2) 

Respondents emphasise the need for extensive education: 

... there should be mass education of the population to address 
the issue of misconceptions people han) about the 
schemes ... (PMS-12). 

The channels of communication being used are not comprehensive. At national and 

regional levels. the communication channels being used for disseminating information 

about the National Ilealth Insurance Scheme (N) liS) are in most cases btllhoarJs. 

radio. and television advertisements: 
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... you see things on television, you hear things on radio. we are 
going to be doing more of those types of education. we are even 
considering using mobile cinema vans to go to the nlral 
areas ... (PMS-J 3) 

However, these are failing to meet the needs of the target population because some of 

the villages are still not hooked into the national electricity grid and could not be 

reached by television network. At district and community levels, the mutual health 

organisations are giving announcements and doing public education using public 

address systems (PAS) or information vans and local frequency modulation (FM) 

stations. Therefore, the problem of insufficient education is contributing to low 

recruitment: 

... they [MHOs} face logistics problems especial(v. transportation 
to reach the people in the remotest parts of the 
communities ... They are facing problems with the registration of 
members '" They lack the ability to build capacit)' and market the 
schemes ... Even marketing at the national level is via radio and 
television to educate the population ... (P MS-12) 

The idea is that when people see an advertisement on television or hear jingles on the 

radio, they could go to the community health insurance committee (CHIC) 

representatives who would give the rest of the information. Some policy makers 

perceive that it is rather the people who are not responding to the call to enrol since 

they have other priorities: 

... we are educating, but at the end of the day, remember how 
human beings behave. until they get sick. they don't think going 
to pay seventy two thousand old cedis (e72.000.00) to get health 
insurance is all that necessary ... (PMS-13) 

However, what is not coming out clearly is what prospective members would have to 

do: payment of premiums, waiting periods, renewal of membership every year, rights 

and responsibilities, among others: 

... the information given did not mention that the benefits 
package had limitations ... (Pl\fS-ll) 
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This is what would encourage people in the first instance, to go to these 

representatives who themselves, have some health insurance knowledge gaps, 

anyway. However, this strategy has not been successful with the majority of people 

as they do not understand the message being given: ' ... they say we should PG..l' money 

for free health care ... ' (ASNMHO-NM-1). Some respondents do not understand the 

English word: health insurance, being used in the advertisements: 

... 1 did not know of any health insurance until President 
Kufuor's insurance [NH1S} was introduced ... (ASKMHO-NM-2) 

Some of the insured and non-insured members alike do not appear to exhibit in-depth 

knowledge of the continuity of membership needed to sustain an insurance venture, 

This could be attributed to the fact that the vigorous activities of the pre-NHI 2003 

MHOs were confined to certain regions, while there were inactive trends in other 

regions (refer to chapter 7): 

.. . you could have one region a lot of action taking place but 
another region, nothing taking place ... We heard everything, but 
we heard very little effort in Volta Region, Upper East region, 
Upper West region, Central region ... even in Ashanti region, it 
was much later that it was initiated ... (P MS-17) 

Respondents perceive that the national firebrand of the mutual health organisations 

phenomenon was at its highest flame when it was quenched by the introduction of the 

National Health Insurance Act 650 in 2004. Thus, in communities where there were 

no pre-NHI 2003 MHOs, people do not know much about how such schemes 

operated. Meanwhile the current schemes are using the name 'district or municipal 

mutual health insurance scheme'. The evidence shows that the post-NHI 2003 MHOs 

like the Asakyiri MHO and the Asona MHO did not start on a massive community 

mobilisation, education and sensitisation activities: 

... personally, 1 don't think there was enough education on the 
health insurance scheme (NHIS) ... (PMS-14) 

This problem of insufficient education is reflecting 10 two maIO areas of the 

operations of the mutual health organisations. The first concerns the seeming absence 

of education on membership rights and responsibilities. The National Health 
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Insurance Council and Authority (NHIC and NHIA) had developed few posters on the 

National Health Insurance Scheme (NHIS) and displayed them at \'antage points in 

health facilities. However, the mutual health organisations do not have leaflets and 

printouts of the rights and responsibilities of membership in the local dialects for their 

members in the communities. The reason given by some management teams is that 

members should read the National Health Insurance Act 650 (MOH, 2003d), which 

codifies the rights and responsibilities of membership of the health insurance 

schemes. However, other respondents perceive that they are failing to realise that 

there are many people in the population who lack 'formal' educational literacy 

(illiterates: cannot read or write in the English language) and as such they could not 

read and understand the contents of the NHI Act 650: 

... the argument that everything is enshrined in the NHI Act 650 
and as such members should read for themselves is a poroZis one 
as the question: how many legal experts may even be aware of 
the content of the Act 650? .. .is not answered ... (SMMHO-4) 

The second issue relates to insured members' apparent lack of knowledge about the 

waiting period. Since members are not being educated on the expected waiting 

periods, there are complaints about the length of waiting time before a member could 

be eligible for health care access (see 10.2.1.1). Members do not seem to have 

problems with their relationships with the management staff of the mutual health 

organisations per se: 

... Oh as for relationship with the staff of the scheme, that is no 
problem because they know they are delaying you so they have to 
be nice to you ... Over here, the staff are okay ... (ASKMHO-M-8) 

Respondents perceive the mutual health organisations to be a possible source of health 

care financing that could assist most poor people in the communities to access health 

care: this depends on demonstration of truth from the management teams: 

... the service we will get through the health insurance scheme 
can be seen as a source of easy access to orthodox health care 
(costs) and there is the need for truth from the management ... 
(BRNIHO-Af-2J 
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As indicated earlier, the process of registration In the communities involves 

community health insurance committee (CHIC) representatives registering people and 

forwarding the details with monies collected to the secretariat of the mutual health 

organisations situated in the district capital towns (refer to 9.1.2.3). Members are then 

required to wait for a period of three (3) or six (6) months, depending on a particular 

mutual health organisation, before they would be eligible to access health care which 

would occur upon the issuance of their membership photo identification cards (see 

10.2.1.1). The waiting period is being applied for two main reasons. The first is that 

it is being used by the management teams as a gate-keeping technique to prevent 

adverse selection and moral hazards of registrants, for example people who would 

wait to feel sick before registering to receive health care benefits. The second is that 

it serves as a means to generate additional revenue through investment in treasury 

bills or bonds: 

... 1 think that the mutuals are not well resourced ... ther have also 
devised a way of delaying the issuance of the cards so that the 
monies that they collect could be accumulated to be able to meet 
their obligations ... when you buy treasury bills you cannot 
discount immediately, you will have to wait for about three 
months or whatever ... lt means you do not have money readily 
available to be able to meet your obligations and by so doing, 
you delay the payment of the bills that have been submitted to 
you by the hospitals ... (P MS-6) 

However, the members are only told that their membership photo identification (10) 

cards are not ready. The management teams attrib~te the delay in the issuance of the 

photo identification cards to inadequate number of staff available to deal with the 

huge numbers. This is refuted by some members who perceive that it is also due to 

the lackadaisical attitude of the staff toward their work roles and responsibilities. 

They perceive that in the era of computerisation, procedures and processes should be 

speeded up. They also attribute the delay to the administrative loopholes or lack of 

decentralisation on the part of the management teams: 

... why is it three months wOItlng time? .. The issuing of the 
membership cards is not smooth as we expected il to be ... They 
should gi\'e the cards to those community representati\'es 10 
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distribute instead of members going to the scheme 
office ... (ASN MHO-M-6) 

The delay in issuing photo identity cards IS causing difficulties for some of the 

registered members when they report at the health facilities even under emergency 

situations. While insured members thought they could access health care free of 

charge, the contrary was the case: they were not eligible members (see 10.2.1.1): 

... 1 think that during the time Biretuoman (pre-NH12003 MHO 
era) was doing it, we did not suffer too much with the photo­
taking exercise ... Since the government took over, the photo­
taking exercise has become a big problem. There are cases 
where some people could be admitted at the hospital and it is 
only when they are being discharged that they would take them 
the photo ... (BRMHO-M-1) 

They are being refused treatment for their failure to produce their membership photo 

identification (lD) cards. The alternative is to pay promptly for services at a time 

when they had not financially prepared. They could be turned away due to their 

inability to raise the money immediately. A practical scenario occurred in the 

presence of this researcher. A sick mother of a man who had both registered with one 

of the mutual health organisations was refused treatment. She had been referred to 

the district hospital from a health centre in a nearby community on Saturday. As the 

patient (sick mother) had not yet satisfied the waiting period of three or six months 

she had not been issued with the membership photo identification card. They were 

asked by the health personnel to either pay as 'non-insured' clients or return to the 

village and report again on the following Monday because the staff of the mutual 

health organisation did not work weekends: 

... my mother and 1 have contributed to the scheme since its 
inception in this district but have never fallen sick or used the 
benefits before. 1 thought it was a very laudable idea until what 
happened today, which has caused me a lot of distnlst and in­
confidence. What would happen if I send her back to the village 
and she dies? ... (BRMHO-M-5) 

In short. the modus operandi of any health insurance scheme is that registered 

members should be able to maintain their membership. This depends to a large extent 

on constant education. 
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9.4.2. Low Enrolment amongst the Paying Informal Sector Members 

The percentage of informal sector members in the overall membership of the mutual 

health organisations for periods 2005 and 2006 was analysed as shown in table 9.5. It 

can be deduced from the table that in 2005, Aduana MHO registered a total 

membership of 14,000. Out of this, 5,000, representing 36 percent were paying 

informal sector members. In 2006, it registered 21,000 members out of which 9,000. 

representing 43 percent were paying informal sector members. The Asakyiri MHO 

registered 18,000 members in 2005. Out of this, 3,000, representing 17 percent were 

paying informal sector members. In 2006, a total of 42,000 members were registered 

out of which 6,000, representing 14 percent were paying informal sector members. 

Asona MHO also registered a total of 87,000 members in 2005. Out of this numbcr, 

22,000, representing 25 percent were paying informal sector members. In 2006, it 

registered a total of 88,000 members and 25,000 of them represcnting 28 percent were 

paying informal sector members. On its part, the Biretuo MHO registered a total of 

69,000 members in 2005. Out of this number, 26,000, representing 38 percent were 

paying informal sector members. In 2006, it registered a total of 65,000 members out 

of which 27,000, representing 42 percent were paying informal sector members. 

Table 9.5: Rate of Coverage of Membership (Paying Informal Sector Members) 
of the MHOs: 2005 - 2006 

Scheme 2005 informal 0/0 2006 informal % 

Aduana MHO 14,000 5,000 36 21,000 9,000 ·n 
Asakyiri MHO 18,000 3,000 17 42,000 6,000 14 

Asona MilO 87,000 22,000 25 88,000 25,000 28 

Bircluo MHO 69,000 26,000 38 65,000 27,000 42 

The overall observation is that in 2005, while the Aduana MHO and Biretuo MHO's 

paying informal sector members were between 30 and 40 percent of their entirc 

membership, both the Asakyiri MHO and Asona MHO did not havc c\'cn 30 pcrcent 

paying infonllal scctor members. In 2006, the Aduana MHO and Biretuo MHO had 

between 40 and 50 percent. At the samc time, the Asakyiri MHO and Asona MHO's 

covcrage was still less than 30 percent of the total paying informal sector members. 

This could be explained by the fact that both the Aduana MHO and Biretuo MilO are 
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located in rural areas with a large informal sector pool. There IS a relationship 

between the informal sector population and their economic status: 

.. . so if you look at our social status, there appears to be a big 
problem on our hands. We have a greater percentage of our 
people to be peasant farmers as there are few people in the 
formal sector, who form an insignificant fraction of the economic 
status and standing. I think that it is another reason why we are 
not progressing with the registration of new members ... 
(BRMHO-M-IO) 

Paradoxically, the seemmg lack of in-depth knowledge in health insurance is 

contributing to the low coverage of the people in the informal sector of the economy. 

As the National Health Insurance Act 650 encourages all residents of Ghana to belong 

to a health insurance scheme (MOH, 2003d), it was expected that almost all the 

relatively poor people register with the district-wide and municipal-wide mutual 

health insurance schemes in order to enjoy the comprehensive health care benefits. 

Despite this policy statement, there are still people in the communities who are yet to 

enrol with any health insurance scheme (compare this with 9.1.3.4). Therefore, the 

question: how inclusive is the mutual health organisations of the entire population? -

had yet to be answered (refer to table 6.6). 

The irony was that some of the non-insured members had either registered with the 

pre-NHI 2003 MHOs or had been members of the post-NHI 2003 MHOs in the 

previous year (2005) but could not renew their membership in the following year 

(2006). Discussions with management and members in the communities unearthed 

the underlying factors, which accounted and are still accounting for the low enrolment 

amongst the paying informal sector members as explained below. 

9.4.2.1. The Effect of Premium on Membership Enrolment 

The immediate reason for the low informal sector membership coverage is attributed 

to the high cost of premiums. When people complain about the premium rates. they 

mean thc conscl}uence of it on their incomes taking into account the number or people 

in their families or households. Emphasis is placed on how the increases in the 

"217 



premium rates are impacting upon enrolment. The Ghanaian population is relatively a 

youthful one. While youth unemployment is becoming a problem there is no 

government provision in terms of social assistance (refer to chapter 5): 

... the only problem might be the yearly increment. If that 
happens frequently, then some could not raise the money to 
pay ... Ifwe could have a stable premium that will help since most 
people do not have lucrative jobs or sources of income ... 
(BRMHO-M-7) 

Despite the fact that the government of Ghana reimburses the mutual health 

organisations on behalf of the exempt group members, they need to be able to pay the 

health facilities ahead of the release of this subsidy (refer to 9.2.1). The issue is how 

they could continue to provide free health care to the large number coming under the 

exempt categories by depending primarily, on the financial contributions of the few 

paying informal sector members. It is perceived that even employees of some private 

organisations who previously enjoyed free private health insurance cover are having 

difficulties coming to terms with the payment of their own premiums upon the 

withdrawal of such facilities: 

... as a staff of the 'Adarkwa Medical Centre', we used to have 
free medical care facility. We are no longer going to access that 
facility: we have been advised to register with the district mutual 
health insurance scheme ... (ASKMHO-NM-3) 

In contrast people who had joined and paid premiums under the pre-NHI 2003 MHOs 

perceive that the total cost of the health insurance policy under the post-NHI 2003 

MHOs is too high for them to meet: 

... the premium [under pre-NHI 2003 MHO era} was as little as 
twenty thousand old cedis (c20,000.00) ... so I feel that if the 
government has taken over, then that [premium) should be lesser 
than what we used to pay ... the government needs to do 
something about the dues [reduction in premium} ... (AD.\IHO-.\!-
3) 
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A comparison of the premiums charged by both the Aduana MHO and Biretuo \1HO 

(both operated as pre-NHI 2003 MHOs) and had seven and fifteen years operational 

experiences was conducted. However, the Asakyiri MHO and Asona MHO were not 

compared because data was only available for 2005 and 2006 as they were post-:\HI 

2003 MHOs and had only operated for almost three years (see appendix G). 

Aduana MHO 

The registration fees were compared of Aduana MHO under its pre-NHI 2003 MHO 

operations in 2002 and 2003 with its post-NHI 2003 MHO operations in 2005 and 

2006. The results are shown in table 9.6. As shown in the table, the difference in the 

2003 and 2005 subscriptions represents an increase of 228 percent on the amount 

charged in 2003. 

Table 9.6: Premium Rates of the Aduana MHO: 2002 to 2003; and 2005 to 2006 
(old cedis, ¢) 

Year Membership Premium Admin. Fees Total Difference 

(¢) (¢) (t) (t) 

2002 8,200 15,000.00 - 15.000.00 -
2003 12,400 25,000.00 - 25.000.00 10,000.00 

2005 14,000 72,000.00 10,000.00 82.000.00 57.000.00 

2006 21,000 72,000.00 28,000.00 100,000.00 18.000.00 

NB: £ I was an equivalent of ¢ 18,000.00 old cedis as at November 2006. 
-Data not available. 

Increment 

(%) 

-

67 

228 

22 

The premiums of ¢ 15,000.00 and ¢25,000.00 charged in 2002 and 2003, included 

administration fees. These were separated during 2005 and 2006 registration periods. 

The exempted members paid only the administration fees of c 10,000.00 in 2005 and 

¢28,000.00 in 2006 respectively. 

Biretuo MHO 

The registration fees were compared of Biretuo MHO under its pre-NIH ~003 MHO 

operations in 2002 and 2003 with its post-NHI 2003 MHO operations in 2005 and 

2006. The results are shown in table 9.7. The table shows that under its pre-Nltl 

2003 MHO operation in 2002, the subscription charged by the Biretuo MHO was 

~20.000.00. During the 2003 registration period, the subscription was e22,000.OO. 
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increasing by only ¢2,000.00. However, the difference in the premiums charged by 

the Biretuo MHO under its pre-NHI 2003 MHO operations in 2003 and post-~HI 

2003 MHO operations in 2005 represents 355 percent increase on the 2003 premiums. 

Table 9.7: Premium Rates of the Biretuo MHO: 2002 to 2003 and 2005 to 2006 
(old cedis, ¢) 
Year Membership Premium Admin. Fees Total Difference Increment 

(¢) (¢) (¢) (¢) (%) 

2002 40,000 20,000.00 - 20,000.00 - -
2003 43,000 22,000.00 - 22,000.00 2,000.00 9 

2005 69,000 72,000.00 28,000.00 100,000.00 78,000.00 355 

2006 65,000 72,000.00 28,000.00 100,000.00 78.000.00 0 

NB: £ 1 was an eqUIvalent of ¢ 18,000.00 old cedis as at November 2006. 

The unit of registration was the household between 2002 and 2003 registration 

periods. However, the unit of registration was based on the family between 2005 and 

2006 registration periods. This seems to be creating problems for the management 

and large family sizes: 

... there is a problem with operational definition of the unit of 
household or family; to use for the registration. There is a 
problem with the collection of premium as a result of using 
family and not household as unit of registration ... (HMP-6) 

Again, Biretuo MHO operated between 2002 and 2003 without any membership 

categorisation as: indigents, aged (over 70 years) and children under 18 years. 

However, this was applicable during 2005 and 2006 operational periods. 

9.4.2.2. Seasonality of Income 

Some of the non-insured members consider economic constraint to be the most 

important factor, which is discouraging them from participating in the activities of the 

mutual health organisations, although they are interested in enrolling. It is indicati\ c 

that individuals' wealth and financial status are deciding factors for enrolment into the 

mutual health organisations: 
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... there are some people who wish to register but are prevented 
from doing so due to lack offundsfor registration .. .(S.H.\1HO-2) 

While the decision to enrol into a health insurance scheme is boosted amongst the 

relatively rich members in the communities, it is not the same for poor indiyiduals. 

Respondents perceive that many people are engaged in petty trading, small-scale 

artisanship, fishing or peasant farming. The problems for the unemployed do not 

need mentioning at all. The unfavourable outputs and the deteriorating economic 

conditions are making it impossible for those with low income to mobilise the needed 

funds to enrol. Meanwhile, as indicated in a newspaper report, the implementation of 

the Economic Recovery Programme (ERP) introduced in 1983 had caused the: 

... government to withdraw subsidy to many sectors of the 
economy: the agricultural sector had been badly affected ... ('The 
Statesman', August 1, 2008). 

It was apparent that many people in the communities could not get access to credit 

facilities or loans from financial institutions such as the commercial banks to support 

the expansion of their businesses or the acreage of their fanns. The few people who 

are fortunate to gain access to credit facilities do so from what could be described as 

'loan sharks' who charge exorbitant interest rates. People in the communities arc 

facing difficulties with repayment of such loans: 

... what J am thinking about doing right now is how to offset my 
indebtedness to my creditor ... There has been poor yield this 
season, the price of foodstuffs is low and it is making it difficult 
for me to raise even the capital ... (BRMHO-NAf-3) 

Consequently, the re-payment of such loans is usually on top of their priority lists, 

rather than contribution to a health insurance scheme. In communities whl.!re 

subsistence farming is the major occupation of the people, it is having wider 

repercussions for their involvement in the mutual health organisations sincc the route 

of entry is financial. As these people do not havc money, even the benefits packages 

arc not attractive enough to entice them to register: 

... zm!orllInately, lor Biretuo .HHO. th~,.e has h~~n a n~gati\'t' 
ch(l1~gt' ... ollr clientele base has r~dllc~d instead (~l illtTt'(/sil1g 
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... the scheme can now pay huge claims up to about ten million 
old cedis (¢JO, 000,000. 00). So we expected that now the 
membership coverage would improve, but it appears that the 
people are shying away ... It is a mystery ... (BR.MHO-Jf-JO) 

The availability of funds is seasonally directed: it depends on either a good or poor 

harvest of farm produce and bumper fish catch. Therefore, weather and crop failures 

coupled with price fluctuations for the sale of their farm produce are creating big 

financial problems for these families. Their immediate concerns are how to pay their 

children's school fees and meet day to day costs ofliving: 

... unfortunately, most of the people are peasant farmers. With 
the current trends, there appears to be economic failure as the 
people's main source of income is from the sale of their farm 
produce ... (SMMHO-3) 

The uninsured members appear to have little motivation to even approach the 

management of the mutual health organisations to enquire about how to enrol: 

.. . yes, we were told but because I could not raise the funds. I did 
not make it a priority to locate their offices ... (A5.V MHO-.V.\/-J) 

They know very well that they would not be able to meet the required registration 

fees. 

9.4.2.3. Timing of Registration 

The timing of the registration was another difficult issue particularly if there had been 

a lean farming season when farmers had cash-liquidity problems: 

... any failure in the weather or price fluctuations could affect 
them negatively ... When there is such a failure; it is a big case in 
thefamily ... (SMMHO-3) 

Most heads of family and households In the Ashanti, Eastern and Srong Ahafo 

regions. where the Asakyiri MHO, Asona MHO and Biretuo ~lHO are located 

respectively. have cocoa farms and coffee plantations in the Sefwi arca of the \\ estern 

regIOn. They spend a considerable period of time during the year gro\\ mg and 
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harvesting their cocoa and coffee beans and only return home after the harvest. 

Therefore, this presents another case scenario where the failure to enrol sometimes 

depends on the presence or absence of the head of the household or family: 

... na mekunu atu kwan, gye se Qba ansa na w'abey£: ama y£:n 
nyinaa, meaning, my husband had travelled during the 
registration period, 1 have to wait until he returns to register al1 
of us ... (BRMHO-NM-l) 

All the mutual health organisations generally allow a 3-month registration period in a 

calendar year within which old members had to renew their membership as wcll as 

prospective members registering. This usually takes place between either August and 

October or October and December, when it is the harmattan or dry season (summcr). 

This period enable the staff to enter the remotest parts of the districts. which are 

impassable during rainy season; to carry out mobile van sensitisation. The inability of 

people to enrol within the registration period compelled some of the Board of 

Directors to carry out a mopping up exercise: 

... the Board has Education Committee that is supposed to ./iml 
this out. Recently when we finished with the first registration, we 
realised that we had to do a second one to get more people 
covered. What we did was that we travel1ed to the communities 
to discuss the issues with the people. Even after that, we are stil1 
not satisfied with the number we gOl, so we shal1 sit down to lind 
out the rool cause of the problem ... (S.\I.\I/10-3) 

There was the need to have registration periods throughout the year because: 

.,. the Chiefs and opinion leaders have expressed concern about 
timing of the collection of premiums ... (HMP-6) 

This would assist those who could register but could not pay their premiums up front 

to pay on an instalment basis. However, the NHI Act 650 appears as a limitation for 

the management teams: 

.,. now we work ..... ·ithin a frame ...... ork, the legal framework in 
which ...... e cannot sa}' we are asking people 10 pay ha~l (~r the 
premium but we Cal; make this regislration \'e~\' /lexible so that 
we can accept inswlment payment such thaI t'n~rybody. H'hut.'\'er 
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wants to register can register and benefit after the person has 
made full payment ... (SMMHO-l) 

9.4.2.4. Prioritising Social Commitments over Health Care 

Four areas of socio-cultural significance are identified, which explain why some 

people had yet to register with the mutual health organisations. The first is the 

traditional conviction of some people who although might have or might not have had 

the money, are reluctant to join due to their beliefs. Traditional belicvers who formed 

8.5 percent of the country's population in 2000 rely on the prowess of thc 'gods' as 

the mediums through which they can make supplications to the omnipresent God 

(refer to 5.1). This belief is expressed in the way they offer appellations when 

praying through the pouring of libation where they refer to God as twiedllampung. 

translated as a solid tree upon which one could lean without falling (compare this with 

10.1.4). This belief could motivate people to assume that sickness or any form of 

strange disease has spiritual undertones. This perception is confirmed by a newspaper 

report: 

... Prof. Yankah recounted various cases in some parts of 
Ghana ... where strange diseases, such as unusual enlargement of 
testicles or swelling of the foot in vicinities encircled by 
'mountains of refuse dumps' were attributed to spiritual forces by 
the people ... rGNA', Wednesday, 9 September 2009d) 

Based on their belief, adherents expect that such diseases must be treated with 

supernatural powers rather than reliance on orthodox medicine. This notion is 

explained by a renowned Ghanaian Clergy: 

... in traditional Ghanaian thought, disease is almost never 
believed to be natural; it may be a form of curse, or punishment 
by God, or caused by divinities, ancestral spirits, ~\'il sorcerers 
and witches, or through individual fate. llealth IS equated to 
being at peace with God. The remedy to any ailment depends 
upon what spiritual agent is thought to have caused that 

ailment. .. (Sarpong, 1985) 

As a corollary, joining a health care pre-payment scheme to provide financial cover 

against future cost could be interpreted as joining 3 'sick people' s aSSllciation' 
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because social organisations in the communities are fonned and named on the basis of 

their objectives: 

... when this mutual health organisation started, some people 
were thinking and asked: if I am joining, it means, I am joining a 
sick group and I don't want to fall sick ... why do I have to join? ... 
(SMMHO-l) 

The second area of socio-cultural significance is how some people are observing 

traditional and cultural protocols in the communities. There are some uninsured 

people who believe in cultural niceties to the extent that using the infonnation van and 

local frequency modulation (FM) stations (refer to 9.4.1); to announce to them about 

the need to join a mutual health insurance scheme do not appear respectful enough. 

To them, anything other than the observance of cultural protocols (for the elderly) or 

the use of culturally acceptable modes to market a product are highly regarded as 

disrespectful. For this reason, policy makers perceive that the issue is not inability to 

pay, but rather lack of education and lifestyle choices on the part of such peoph:: 

... it is not afJordability, it is lifestyle choices. If you take the 
average informal sector woman who sits in / at the market, the 
profits that they generate in a day, some of them make more 
money than even people who are in the formal sector ... So we 
don't think that the issue is afJordability: the issue is I!lestyle 
choice, yes, prioritisation ... So for us the issue I will repeat is not 
afJprdability, not at all, the issue is one of education and 
prioritisation ... (PMS-13) 

The management of some of the mutual health organisations are failing to recognise 

and utilise the 4traditional' methods of approaching people on one-to-om: basis. 

Therefore, they are making little impact upon those who might have the financial 

resources to enrol. This was observed in some of the communities where the idea of 

health insurance and mutual health organisations had ne\er been propagated until the 

National Health Insurance Act 650 was implemented in 2004: 

... 1 h(ln~ not joined because of the way the stall (~( the scheme go 
aboUl their education. They du not come to me to explain it into 
details. They only make public announcements and Ihink Ihat il is 
enough. Until J ha\'e beel1 spoken 10 direc/~~'. to be l'um'inc.:ed. I 
\\'ill not enrol ... (ASKlwHO-.v.~/-l) 
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The ability of the management of the mutual health organisations to combine both 

modem and traditional channels of communication could enhance their chances of 

attracting these yet to be convinced individuals to become members. 

The third factor is how some people in the communities prioritise other necessities of 

life over health insurance. They compare the expected benefits to be derived from 

joining a mutual health organisation with the expected benefit to be gained from using 

the money for meeting other needs. The opportunity cost of satisfying basic 

necessities of life such as food and clothing is the 'opportunity cost' in the health 

insurance membership 'forgone' (Palmer and Raftery, 1999). Financial difficulties 

had encouraged a lot of drastic decisions against health care choices: 

... it is not like today they are thinking about health insurance. 
they want to think about what to eat ... if they are thinking about 
what they will eat today. then it means money is a problem 
here ... (SMMHO-l) 

The final contributory factor IS how some people prioritise other community 

commitments such as funeral celebrations over the need for health care insurance, 

The perception is that if a family is unable to organise a 'befitting' funeral celebration 

for a departed family member (deceased), it would be seen as a 'disgrace' in the wider 

societal context. This is extremely difficult when the prospective enrolees are not 

capable of meeting these demands, in the short to medium term. People who have 

'sufficient' but not 'enough' financial resources are contemplating whether to set 

aside the money in anticipation of the death of a family member so as to organise the 

funeral celebration or enrol with the mutual health organisations or when these two 

events occur at the same time: 

... people should be able to priorltlse health insurance on'!' 
(uneral celebrations. 1 han' taken a considerable amount (~l 
'money transferrf!dfrom abroad for a fami~l'. which is organising 
a funeral this week end ... When we IU1\'e gooel health. lH' m(~\' nOI 
die prematurely ... (S;\fMHO--I) 

In conclusion, economic difficulties being experienced by members coupled With the 

seeming lack of understanding of the way of life of the people in the commumtles by 



some of the management teams of the mutual health organisations is contributing to 

low enrolment. 

9.4.2.5. Unfulfilled Expectations and Reduced Levels of :\lotivation 

A different identified factor was unfulfilled expectations, which had both political and 

social undertones. This was distinct within the mutual health organisations. which 

started as post-NHI 2003 MHOs. Necessary changes could lead to conflicting 

expectations. Three main reasons were identified. The first reason was unfulfilkd 

political expectations. The government under the leadership of the New Patriotic 

Party (NPP), which had replaced the National Democratic Congress (NDC) in 2001 

had made electioneering pledge: to replace the cost recovery (Cash and Carry) policy 

with health insurance. Therefore, introduction of the National llealth Insurance 

Scheme was characterised by greater involvement of political activists: 

.. .political actIVists initially discouraged some of Ihe people 
whilst the government also makes noise about the scheme (NPP 
members teasing NDC members) ... (H MP-6) 

The assumption of the people was that 'health insurance' was a 'free' health care 

package different from the cost recovery (Cash and Carry) system (compare 9.3.1 

with 9.4.1). The reality, unknown to them was that health insurance was introduced 

as an additional financial mechanism for increasing health sector resources: 

... 'he health insurance is taking care of the dimension of service 
delivery but with an increasing allocation 10 cover the tOlality of 
what is required 10 provide clinical care; I mean that is what is 
happening ... (PMS-2). 

When the Asakyiri MHO started as a pilot district-wide mutual health insurance 

scheme (DMlIIS) in 2001, the mode of reimbursing the costs of health care was direct 

payment to the members. Members had to pre-pay and produ~:I.' a receipt from the 

health care providers to the interim management team. This was subject to health 

insurance fraud and abuse and was ccased forthwith, when detected. :\ new ml.,thod 

was dcvised to reimburse health care providers directly. However. when the actual 

programme commenced between 2004 and 2005, people were still expl.'cting to have 
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direct financial reimbursement. Since this expectation was not met, those who had 

registered previously were discouraged from re-enrolling in the subsequent 

registration periods. There was a sense of disappointment: 

... so this particular one, members were thinking that once the.y 
have the card, they could go to the hospital and come back to the 
scheme office for reimbursement ... this was dwindling the 
finances of the scheme ... The whole of last year, we were able to 
register only approximately, 18,000 out of a population of 
126,000 ... (SMMHO-4) 

There are also difficulties posed by politicisation of the mutual health organisations in 

the districts: 

... there was an issue where someone visited the hospital and 
when asked whether he/she had registered for the insurance. the 
answer was: I have not registered for the President Kufour's 
insurance scheme. We went to a village and realised that some 
opposing group had gone there to discourage them about the 
usefulness of the insurance scheme. When we explained the 
whole idea to them, it appeared relatively new to them... This 
means that there are people who are politicising the whole issue, 
which is rather unfortunate ... (BRMHO-M-10) 

Thus, as the mutual health organisations are being implemented under the supervision 

of the district and municipal Assemblies, there are political associations and 

suspicions (compare this with 11.3.1). 

A second issue was how the establishment of the post-NHI 2003 MHOs were led by 

the government's appointed consultants. They seemed to have little or no knowledge 

about the local communities and how to develop a system out of community 

mobilisation and participation which also might incorporate social control measures to 

prevent the imminent occurrence of any untoward behaviour: 

... the state provided start up funds and there was a consultant 
around ... They tried to mobilise the community ... (SMMHO-4) 

Thesc consultants were paid to carry out functions which could havc becn perfonncd 

by local people or were hitherto, being perfonned by the community leadership in 
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areas where there were pre-NHI 2003 MHOs. Some community members were 

advocating that they should be financially, motivated or compensated. and given a 

share of the government funds to carry out community mobilisation. There was 

perceived sense of dissent between the consultants and community leadership in some 

locations: 

... the PRU District in 2004 ... prevention of some communities to 
be educated or pay premiums; all led by one traditional ruler .... 
(GNeMHO, 2004:38) 

The third identified reason was the uncomfortable past experiences described by some 

respondents with the operations of some 'Susu schemes' or 'credit unions'. Th~ 

promoters of these financial contributory schemes, which had similar objectives to the 

mutual health organisations ended up duping their membership of huge sums of 

monies. They ceased operations abruptly without refunding monies to their clients. 

Accidentally, any scheme with a pre-payment mechanism was perceived to be the 

same and measured with 'halo effect' (Nisbett and Wilson, 1977). Therefore, there 

are doubts about the future sustainability of the mutual health organisations: 

... the case is that the uninsured are many than the insured people 
in the district. We need to put in efforts to convince people as 
others are not really convinced about the prospects of the 
scheme ... (ASKMHO-M-5) 

These help to explain how some of the communities are suspicious of the underlying 

. reasons of the health insurance scheme. The above discussions show a negative 

influence on the financial viability and overall sustainability of the mutual health 

organisations. 

9.S. Summary of the Chapter 

Th~ entire chapter has analysed the perfonnance of the mutual health organisations in 

the areas of management and administration~ financial management; perceived 

benefits; and perceived problems. It is obvious that they are making efforts to 
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guarantee their financial viability and enhancing financial access to healthcare for 

their members in the communities. However, they are confronted with some 

problems as they are unable to increase their paying informal sector membership so as 

to raise enough premiums on their own. Several constraints have been identified and 

explained. It has also been established that there are some limitations when analysing 

financial viability using the ratios in the model designed by Cripps et al. (2003), in 

this study. Hence, other indicators especially, using the institutional viability model 

has been considered in this chapter while the social viability model has been 

considered in chapter 10, to support the financial analysis. The next chapter presents 

analyses of other external factors, which have influence on the performance of the 

mutual health organisations. 
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CHAPTER 10 

CASE RESULTS: EXTERNAL INFLUENCES ON THE PERFORMA~CE OF 

THE MUTUAL HEALTH ORGANISATIO~S 

10.0. Introduction 

This chapter presents the second part of the case results of the empirical study of the 

mutual health organisations in Ghana. The main theme is external influences on the 

performance of the mutual health organisations. Both positive and negative affects 

were observed. There were three main sub-themes identified. The first sub-theme is 

the contribution of community leadership upon the performance of the mutual health 

organisations. The second sub-theme is the effect of health care services on the 

performance of the mutual health organisations (compare this with 9.4). The third 

sub-theme is the implications of regulatory changes on the mutual health 

organisations. The chapter ends with a summary. 
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10.1. Contribution of Community Leadership upon the Performance of the 

Mutual Health Organisations 

This sub-theme identifies the contribution of community leadership upon the 

performance of the mutual health organisations. The community provides the conduit 

through which the government could translate its policies into action. Community 

leaders help to organise social and human capital to facilitate policy implementation. 

The leaders influence their members' decision-making processes and commitment. If 

the management of the mutual health organisations are able to tap into these social 

networks, they might greatly enhance their chances of increasing membership 

coverage, thereby influencing financial viability. Their success was measured against 

the interplay between them and these stakeholders within and outside the 

communities. 

10.1.1. District and Municipal Chief Executives 

The District and Municipal Chief Executives (DCEs and MCEs) are charged by the 

government under the NHI Act 650 to ensure the success of the National Health 

Insurance Scheme (NHIS) by sustaining their respective mutual health organisations 

(DMMHIS). As the representatives of the President of the nation at the district and 

municipal levels of governance (refer to 5.2.1), they are responsible for uniting the 

people to work towards achieving development goals while they dispense with Local 

Government resources impartially. Their involvement in the management of the 

mutual health organisations as members of the Board of Directors is to ensure unity 

amongst the people: 

... initially. there were few problems as a result of politicisation and 
people 's lack of understanding of the concept Df health insurance, but 
now it is improving. The concept of health insurance is what we call 
'nno boa' as singular and 'nno mmoa' as plural. which translates as. 
we assist each other to weed their farm ... it is a support for each 
other as we are all in the same boat and can sink together .. .(PMS-
20) 

The District and Municipal Chief Executives (DCEs and MCEs) are to display 

dexterity because of the multiparty system of governance in the country. It is 

perceived that the district and municipal Assemblies are doing their best to help to 

sustain the schemes. Depending on the financial resources capacity of the district and 
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municipal Assemblies, they are providing logistics and other support including, office 

accommodation for their district-wide and municipal-wide mutual health 

organisations: 

... look over there, we are constructing a separate office building 
to accommodate the scheme ... it is at the lintel level ... (P MS-ll) 

Other Assemblies are also providing means of transport (vehicles) to enable the 

mutual health organisations to carry out community mobilisation campaigns: 

... the district Assembly used to assist us, we used to organise 
meetings at the Assembly Hall ... The Assembly also repaired an 
abandoned vehicle which we are using currently for the activities 
of the scheme: going to the villages and communities, though we 
are expecting a better one from the government ... Since the car is 
relatively old, this has increased the maintenance and running 
costs, but it is better than not having anything at all ... (SMMHO-
3) 

They also assist with the recruitment of the management staff of the mutual health 

organisations (refer to 9.1.2.3): 

... but the honest truth is that the schemes are now being seen as 
government departments ... stafJ recruited by government ... stafl 
seem to be looking at the NHI Council as their employer and not 
their Board of Directors who on paper are their legitimate 
employers ... (PMS-17) 

The district and municipal Assemblies are responsible for paying salaries and other 

conditions of service for the management teams of the mutual health organisations. 

10.1.2. The Role of Assemblymen and Assemblywomen 

Under the Local Government decentralisation. Assemblymen and Assemblywomen 

serve as local Parliamentarians. They make bye-laws to raise revenue from local 

taxation. During the era of the pre-NHI 2003 MHOs, except in the few communities 

where the mutual health organisations were established. their involvement was not 

compulsory. However. it is incumbent upon them to support their respecti\e post­

NHI 2003 MilOs. Thus, the involvement of these local politicians in the activities of 

the mutual health organisations is crucial to the mobilisation of people to register. If 
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they had adequate understanding of the concepts of health insurance and mutual 

health organisations, they would be able to do a good job. Formal educational 

qualifications are not the yardsticks for their election: 

... wonderful, I think, those days it wasn't all that ... you would find an 
assemblyman talking about health insurance but he himself had not 
registered ... ! think now it is changing and! will not put it at their 
doorsteps. I will say we need to do more to make sure that we sell 
the idea to .rhem, we need to go and introduce ourselves. we need to 
go and visit them ... (SMMHO- I) 

They are involved in the information dissemination and education of the people in 

their constituencies. As they were elected by their own people in the communities. 

their people listen to them when they canvass for support for the mutual health 

organisations. This position of trust in the community can also place additional 

financial responsibility on the leader, especially, if the community is economically 

less endowed. Formal employment opportunities are located mostly in the district, 

municipal and regional capital towns. In some of the districts, the only job a\'enues 

are the few decentralised departments, which cannot employ everyone, not even the 

youth. As people move beyond capital towns, they are likely to find that there are no 

formal job avenues, and engagement in peasant farming becomes a major pre­

occupation as a form of 'boredom alleviation' rather than as a means to economic 

enrichment. 

Under such circumstances, the few wealthy people in the communities are appointed 

to serve their people as Assemblymen and Assemblywomen. As some of the people 

are finding it difficult to mobilise their premiums, these opinion leaders are compelled 

to use their personal funds or their allocated Common Fund (if available), to enrol for 

the 'willing-but-needy' members in their communities: 

.. , I closed from work and went home to hear the news about the 
recommendation from the assemblywoman ... a lot of people who 
are here are not working. I heard that she even paid the 
premium for some of the people in the commlmi{\' to 
register ... (ASKMHO-A/-5) 

Thus. these leaders are demonstrating traits of philanthropism. 
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10.1.3. The Role of District Directorate (Director) of Health Sen'ice 

As part of health sector refonns (refer to chapter 6), the District and Municipal Health 

Directorates of the Ghana Health Service (GHS) are supposed to work hand in hand 

with the district and municipal Assemblies; to improve community development, 

health and the well-being of the people. The District or Municipal Directors of Health 

Services (DMDHS) supervise all the district hospitals, polyclinics and health centres. 

They serve on the Board of Directors of the mutual health organisations. and they 

have good working relationships with management. This made achievement of the 

sustainability objective more plausible. They are combining expertise and resources 

to identify problems and finding common solutions to them: 

... what we have to deal with in the district is to answer a 
question like: where do the uninsured go for health care? There 
are people who do not want to register,' with the reason that '/ do 
not fall sick ' ... At the sub-district levels, the standard treatment 
guidelines are not suitable for use due to non-availability of 
qualified medical officers ... (HMP-6) 

The working relationship between the public health sector institutions and the mutual 

health organisations helped to give the latter comparative advantage and economics of 

scale in tenns of health care access for their members: 

... all the 11 Health facilities are involved in the scheme because 
every district signs 'service agreement' with all the health 
facilities. There are also local arrangements ... (H MP-6) 

The Ministry of Health and the Ghana Health Service have almost 80 per cent of 

health facilities in the country (MOH, 2003e, 2005). The Ghana Health Service 

institutions charge lower user fees than their counterparts in the private • for-profit' 

health sector: •... the GHS charges lowest user fees . .. there is only a 10 per cent mark 

up on cost ... '(HMP-6) on the revolving drugs funds they are operating. There is a 

new paradigm shift where the community-based health planning and services (CHPS) 

are being established under the auspices of the Ministry of Health and Ghana Health 

Service (MOH. 2005: Sodzi-Tettey, 2008). This is based on a collaborative action 

between the health care providers and the communities they serve. This is in tunc 

with the gate keeping principle underlying the operations of the mutual health 

organisations (see 10.2.1.5). 
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10.1.4. The Role of Religious or Faith Leadership 

Ghana is a country where religion has an important part to play in the lives of the 

people. People are free to belong to any religious or faith-based group. This 

encourages a peaceful co-existence amongst the diverse socio-cultural groups in the 

country (refer to 5.1). The majority of the poor people in the Ghanaian population arc 

members of the various religious groups. This is why some religious groups have 

taken it upon themselves the duty to address both the spiritual and social needs of 

their members: 

... It was in 1999 when I was reflecting on what could be done to 
assist Church members in their social difficulties. The Church 
was catering for the needs of the Ministers and their families ... 
There was the need to answer a question like what should happen 
to the members because it was realised that Church offertory was 
been used to offset medical bills of some members ,,·vho were 
relatively poor ... (PMS-IO) 

The role of the Church in health care delivery and the formation of mutual health 

organisations in the country cannot be overstated (refer to chapter 7). The Christian 

Health Association of Ghana (CHAG) institutions in the private 'not-for-profit' health 

sector have their own administrative structures, which put the Diocesan Health 

Committees, headed usually by the Bishops of the Dioceses. as Chairmen. in view of 

the spiritual position of the Clergy in the Christian community, their active 

involvement in the promotion of the mutual health organisations served as added 

incentive for the members: 

... we have written to Churches and organisations to help "'ith 
fundrais ing activities to support their needy 
members ... (SMMHO-2) 

Thus, the role of the religious establishments in encouraging their membership to 

accept health insurance as part of their 'Godly' duties saw the rapid development and 

increased membership of the mutual health organisations. Leading members had 

contributed in one way or another and are still contributing to the educational 

programmes. This effort is given further boost if the leaders in\'oln:d belonged to the 

medical profession. Inspired by the goal of the spiritual growth of the indi\'idual 

members. they are also filled with the desire to see the members manage the vagaries 
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of economic difficulties and poverty. They have a good appreciation of the problems 

of financial access to health care in the communities: 

... The Catholic Church took a pioneering and innovative lead in 
establishing the first community-based mutual health insurance 
scheme in Ghana at the St Theresa's Hospital, Nkoranza ... health 
insurance has now been accepted as a viable option to make 
healthcare financially accessible to all Ghanaians, especially. the 
poor and marginalised ... Dr Ineke Bossman ... your personal 
involvement gave birth to the first ever community-based health 
insurance scheme in Ghana ... (GNeMHO, 2003:40-42) 

Richer members believe that it is an expression of religious solidarity when they arc 

able to contribute towards mutual funds, which would assist the needy individuals in 

their midst (refer to chapter 7). They believe that this is a fulfilment of scriptures 

because the Bible encourages them to laugh with those who are laughing and mourn 

with those who are mourning. The Bible quotations which enhance religious or faith 

solidarity, are in the books of Hebrews 13:3 and Matthew 25:34-40. These encourage 

Christian believers to clothe those who are naked, feed those who are hungry and visit 

those who are sick or imprisoned (Kliner, 2008~ Siloam Mission, 2008). The 

Churches are encouraging their members to support each other: 

... 1 started with the Church-based scheme and have got my 
membership card with which 1 pay my dues every' Sunday ... Of 
course, 1 have never been sick since 1 joined it ... We are told at 
Church that we have to help the needy in the society and so J 
think that it is one of my obligations as a Christian to assist the 
disadvantaged in our community ... (ASNMHO-M-J) 

The Ghana Muslim Council and their health institutions (MOH, 2003d, 2004b: GHS. 

2004b), are also drafted into the management of the mutual health organisations as 

members of the Board of Directors: 

.. . the Bishops. you know people in the church. a religious 
person ... It is more like if you take the Local Council of Churches 
so the\' will ha\'e somebodv and that person will represent aI/ of 
them ~n the Board and the'/1 Muslims too wil/take somebody who 
will represent them, the Ahmadiyas and the rest, so YOli pick 
somebody who will represent all of YUli. So that is huH' it is 
nOH' ••. (P,\IS- J 6) 
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They are also doing a great deal of work to encourage their members to join the 

mutual health organisations. The members are trying to practicalise their con\-iction 

to their faith. As solidarity and mutuality are part of the culture of Ghana, these 

beliefs are reinforced by faith (see 10.1.6.2). 

10.1.5. The Role of Traditional Leadership 

It is obvious that any change process is prone to some form of resistance. As some of 

the pre-NHI 2003 MHOs were established by the communities themselves. there was 

the anticipation that government's introduction of similar schemes could be met with 

some form of resistance due to fear of the unknown or uncertainty by the people (see 

MOH, 2003d, 2004b; GNeMHO, 2003, 2004). However. the involvement of 

traditional rulers in the process helped to neutralise any tensions that might han: 

impeded the process. Traditional leaders like the Chiefs and the various traditional 

councils are also involved in the mutual health organisations. This was reassuring the 

people to embrace the concept and had confidence in the promoters (refer to 5.2.2). 

People are confident that should any dispute arise as a result of financial 

misunderstanding, the Chiefs would ensure a peaceful settlement: 

... we met and still meet the people in the communities at all 
levels: village, community, opinion leaders to discuss the need 10 

enrol as clients of the scheme so that we could help address the 
health needs of all the people ... (SMMHO-l) 

Chiefs command the respect and trust of the people more than the Judiciary in the 

remote villages (people lack access to judicial services in some communities). Much 

of the stability in the country is attributable to the ability of Chiefs to settle trivial 

squabbles within their communities before they escalate into national confusion. 

They uphold the virtues of integrity and dispense their duties dispassionately. In the 

remotest parts of the communities, these leaders are recognised as embodiment of 

wisdom and maturity. They have the moral obligation to ensure that members 

conform to acceptable behaviour whilst at the same time resolving internal family 

misunderstandings. These are necessary ingredients for the sustenance of the mutual 

health organisations as well as national cohesion. As community leaders, they re(ei\'~ 
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complaints which they have to help to resolve. The Chiefs ensure fairness during 

arbitration: 

... Yenim se suban bone bi tese nsemkeka, nkontompo ne 
ntwatosoQ bQ kuro. Se obi tane obi mpo a, otumi keka nsemsem 
de gu onipa karo no ho fl. Eno nti, se yeredi asem a, na esc se 
yebue yen ani na yede yen aso to fam ansa na yeabu aten. Yema 
obiara akwannya ma no ka n 'asem ansa. Translated as we /..710H· 

that certain devious behaviours are recipe for disunity. We tl)' to 
resolve them amicably. For instance, when someone has a 
misunderstanding with or dislike for another person, they could 
slander them to win our sympathy. However, we need to be 
circumspect by allowing each party the opportunity to explain 
their side of the story; we do not jump into hasty conclusions in 
our arbitrations ... (PMS-19) 

The Chiefs have fair understanding of human behaviour in their community. They 

put this adage into perspective: se wosene wOYQnko a, Qtane wo interpreted as 'one's 

level of success could be a source of envy or enmity'. Therefore. they guard against 

unscrupulous behaviours where certain individual (s) might take undue advantage to 

tarnish the reputation of other innocent and hardworking individual (s). The leaders 

perceive that: •... if pettiness was not checked, some people could gil'e the dog a bad 

name just so they could hang it ... ' (PMS-19). Therefore, they try to step in to allow 

sanity to prevail so that: ' .. . the innocent people could go about their activities in 

peace ... do not turn them into community enemy / enemies ... ' (PMS-19). Such 

behaviours do not encourage community unity. 

Acquisition or ownership of land for farming and other personal purposes could be a 

major cause of community conflict. Resolving such a dispute requires tact and 

diplomacy from the leadership. The members in the communities studied showed 

much confidence in the Chiefs because they demonstrate adeptness in conflict 

resolution. This perception is justified by the following newspaper report: 

The Nkoranza Omanhene [Paramount Chief], Okatakyie 
Agyemang Kodom IV and the elders of the Benkum [Left] 
Division of the traditional area have called for pe~l(eful 
atmospherc in the area to consolidate stability and dcvelopment 
(Lawson, 2009~ 'Ghanawcb' Friday, 28 August 2009c) 
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The people perceive that conflict in the communities was reduced because the Chiefs 

tried to avoid a situation where issues brought before them were not thoroughly 

investigated. The leaders even perceive that such an approach could lead to bias 

judgment which could have consequences on their integrity. if followed. Thev 

contrast this position with what happens within the modem governance system or the 

public system. Some respondents perceive that because of the unfair manner in which 

sometimes officials put in positions of trust handle misunderstandings resulting from 

allocation and acquisition of land, there is diminished confidence in the modem 

governance or public system (refer to 2.3.4.3). People believe that some officials 

could use their positions of trust to marginalise individuals v,'ho do not have formal 

educational abilities (illiterates-cannot read or write in the English Language) in the 

communities if allowed to handle such issues. Some policy makers share this 

perspicacity and describe it as a possible cause of misunderstandings in some 

communities leading to community disunity. This view is aptly captured in the 

following statement: 

... driven by our own perceptions, needs and prejudices ... \\'e're 
not always objective. We're blind to our blind spots and think 
we "know', and the results can be disastrous for our relationships. 
I know what your real intentions are ... .1 can tell by the look on 
your face exactly what you're thinking ... such words indicate 
we've got the other person 'pegged', and feel no need to consider 
the situation further because we couldn't possibly be 
wrong ... (UCB, 2009:51) 

Respondents recognise the truth that in communities where disputes are rife. socio­

economic development also lags behind in tern1S of national comparison. This could 

be attributed to the fact which was expressed in a newspaper article that: 

... most of the time, quarrels and serious conflicts are fuelled by 
intended ignorance ... (Dotse, 2009; 'Ghanaweb', Saturday, 19 

August 1009d). 

It was evident that the organisational expertise of the Chiefs as 'crowd-pullers' could 

not be underestimated in respect of the mutual health organisations: 

... the Techiman District Scheme started about two years ago 
with the active support of the late Paramount Chief of T echiman 
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Traditional Area. Following the death of the Chief, activities 
slowed down ... (GNeMHO, 2004:32) 

Thus, one key fact that cannot be neglected in any community-based project in Ghana 

is the role these traditional rulers play. They serve as the pivot around which local 

communities revolve as they promote community cohesion: • ... 1 listen to the Chiefs 

because they are our fathers ... ' (BRMHO-M-8). Their involvement and cooperation 

with the mutual health organisations, is helping to bring the peopk together as they 

are perceived to be voice of the people and seek to unite them rather than di\'ide them. 

10.1.6. The Role of Community Members 

The mutual health organisations have a brighter future if they are able to marshal both 

the human and social capital resources available in the communities where they arc 

located. They operate on social capital clements such as the sense of accountability, 

trust, mutuality, solidarity, autonomy, ownership and participation (refer to chapters 3 

and 7). Although all these elements are present in this study, three main concepts 

which are used under this sub-theme, are mutuality, solidarity and ownership. It is 

sometimes difficult to separate trust, mutuality and solidarity because they 

complement each other. For instance, solidarity enhances mutual trust. However, an 

attempt has been made here to put these into perspective considering their advantages 

and disadvantages. 

10.1.6.1. Sense of Mutuality 

The mutual health organisations phenomenon operates on the basic doctrine of 

mutuality, hence, their name: mutual health organisation. The government of Ghana 

realised that the country's health financing strategy could be supported if it was able 

to build upon the mutuality instincts of the people by designing the National Health 

Insurance Act 650 (MOH, 2003d), as a fusion of social health insurance and 

community-based health insurance schemes. This is the reason why it is using two 

basic types of health insurance: commercial health insurance and mutual health 

insurance schemes as the model of the National llealth Insurance Scheme (refer to 

6.5.4.3 ): 

251 



.. .for instance, we could have gone for a national health 
insurance scheme that is centralised with branches throughout 
the country ... we decided that it was better to have the schemes 
established on a district by district basis so that rather than a 
national health insurance scheme that is single with branches, we 
have instead district mutual health insurance schemes, 
supervised by a National Health Insurance Council (.VHIC). 
which is central ... (PMS-13) 

The view of policy makers was that the mutuality component of the Ghanaian society 

had to be safeguarded. Policy makers envisage that the fundamental desire for 

people's enrolment in the mutual health organisations should be how best they could 

help extend the bond of mutuality towards each other, especially, those who lack the 

financial means to access orthodox healthcare: 

... this year, I paid one million old cedis (cl.OOO,OOO.OO) for 
myself and paid four hundred and ninety thousand old cedis 
(¢490,OOO.OO) for my Security Guard while another 
philanthropist also paid five hundred thousand old cedis 
(¢500,OOO.OO) ... (HMP-4) 

Thus, mutuality expects people within the communities to exhibit philanthropists' 

attitudes. There are few people who are demonstrating the sense of mutual benefits of 

their membership, despite their lack of financial power: 

... Ifl contribute and do not benefit but other people benefit, it is 
like in the Bible 'HJhere it is 'H'ritten that as you have done it /01' 

your little ones, you have done it/or Christ ... (ASN.\lHO-.\I-5) 

Howevcr, there is a perceived sense of complacency among insured membcrs of the 

mutual health organisations. This is manifesting to the extent where cven those who 

could afford to pay more than the minimum premium are apparently overjoyed. They 

view the benefits as a huge advantage and yet fail to pay extra towards the funding of 

their respective mutual health organisations: 

... \'OU see hitherto when e\'ery,thing was /i'ee, I don 'I Ihink \\e 

b~/ong to thaI era again ... 1 belie\'e we net'd to .find ways 10 

encourage philanthropists to pay more or pay ./01' others . 

(SAfJ.,fflO-1) 

~52 



Some respondents perceive that although, people are queuing to enrol, it appears in 

some cases that they are not doing it because they have been convinced to do so. 

They are judging whether the mutual health organisations are good or not on the basis 

of what profits could be accrued to them individually. Moreover. even the 

management teams are beginning to see their members as not part of their set up but 

were doing them some kind of: 

.. favour and that it is in their interest that they should join. you 
know ... (PMS-17) 

However, the mutuality phenomenon also fashions on the need for demonstration of a 

sense of belonging between the management teams of the mutual health organisations 

and the health care institutions. A Ministry of Health document emphasises this point: 

It is compulsory for every person living in Ghana to belong to a 
health insurance scheme type. This is in the light of the spirit of 
solidarity, social responsibility, equity and a sense of 
belongingness in the building of a healthy and prosperous nation 
(MOH, 2004d: 2) 

This needs to equally translate into the kind of mutuality needed by health personnel 

in providing health service to the members of the mutual health organisations. Even 

as the evidence points to the existence of the mutuality component, it has been 

reduced to a different stage because of the nature of the businesslike manner that both 

the mutual health organisations and the health institutions are run under a market­

oriented economy (refer to 5.3.2). 

10.1.6.2. Sense of Solidarity 

Another major element of the mutual health organisations concept identified was the 

sense of solidarity, which was uplifting the members to see each other as one people 

with a common purpose. Solidarity is said to have been felt when community 

members know that by contributing to their mutual health organisations, they ar~ 

helping to accumulate funds so that when a member fell sick, their financial 

contribution could be used to offer health care to them: 
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... yes, the brotherliness and unity amongst us is that maybe there 
is someone who is also a poor person as I am, who may have 
nobody to support them in times of sickness. I know that if I pay 
my premium into the pot of fund, they can use it to buy medicine 
to treat them so that they can have their life restored: saa nhyira 
no na ebia emmma me nso mennyare no, translated to mean it is 
the blessings thereof, which I am enjoying, which is the reason 
why I have never been sick since I joined the health insurance 
scheme ... (BRMHO-M-l) 

The bond of solidarity amongst community members could be grouped according to 

three different levels at which respondents thought they owed such allegiance: the 

national, urban and rural. At the first level, respondents relate their solidarity to each 

other because they want to contribute to national cohesion and unity. They see their 

membership with the mutual health organisations as an expression of this objective: 

bringing citizens together for a common goal. The second level on the solidarity trail 

relates to the district or municipal areas where by virtue of people being inhabitants of 

the same administrative districts or municipalities, they relate to each other as such. 

Here, community solidarity is not defined on tribal or ethnic lines, although, there are 

different tribes and cultures within all the districts and municipalities. This type of 

solidarity is almost the same as that of the national level solidarity: 

... we are citizens of the country and as citizens,' we owe it a duty 
to take part in anything that everyone is supposed to be part of so 
that if there is any help we could also benefit from it 
accordingly ... (ASNMHO-M-5) 

The third level is the rural sense of solidarity and it is very pronounced on tribal or 

ethnic lines. This level is the foundation stone of rural life and the people in the 

communities have this feeling of oneness based on which the spread of health 

insurance risk and pooling of financial resources inform their notion of membership 

of the mutual health organisations: 

... 1 can see that we are united as a community to support the 
health insurance scheme. We are all one people, everyone pays 
the insurance and we do it with sense of commitment ... people are 
Cllways 'shaken' about issues of the health insurance 
scheme ... Even those who do not have money go about borrowing 
to register ... (BRMHO-M-5) 
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This sense of solidarity is stronger in rural-based mutual health organisations such as 

the Aduana MHO, Asakyiri MHO and Biretuo than the urban-based mutual health 

organisations like the Asona MHO. 

10.1.6.3. Sense of Ownership 

The ability of the community members to identify with each other and think about the 

collective ownership was serving as motivation for their commitment towards 

mobilising financial resources to support those in need. The members of the mutual 

health organisations based in the rural communities: Aduana MHO, Asakyiri MHO 

and Biretuo MHO are demonstrating a stronger sense of community ownership, which 

surpassed any political sense of belonging than the members in the urban-based 

mutual health organisation: Asona MHO. Health care is not an issue they see to be a 

'political' game: 

... we have a lot of political parties in the country but 'tvhen you 
are going to register, they do not ask whether you belong to 
'Party A ' or 'Party B'. Similarly, when you report sick at the 
hospital, they do not ask you the above questions. They will 
attend to you as they would for everyone. So it really brings 
about unity, it really helps the friendship amongst people in the 
community ... (BRMHO-N M-J) 

There are two different courts where the members in the communities place their 

sense of ownership of their mutual health organisations. Understandably, members of 

the Aduana MHO and Biretuo MHO who experienced the pre-NHI 2003 MHOs era 

could explain the shift in the sense of ownership from the community to the 

government. Respondents perceive that their contribution to the pre-NHI 2003 MHOs 

had culminated into the implementation of the National Health Insurance Scheme 

(NHIS). They were eager to congratulate themselves and their communities: 

.. . the onl), difference I can see is that before the go\,ernment's 
scheme was introduced, we had already taken the lead ... the 
government commended the people ... . So the go\'ernment 's health 
insurance came to confirm ours ... (BR.HHO-Af-4) 
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There were respondents who might have only got to know of the mutual health 

organisations upon the implementation of the National Health Insurance Act 650 

(MOH, 2003d). They place their sense of ownership in the courts of the central 

government: ' .. . It is for the government ... '(ADMHO-M-3). The view that the 

government has ownership is having the effect of encouraging these people to exhibit 

nationalistic intuitions through their membership. In a sense, government's ownership 

of any project was considered as a national resource for which every citizen must 

have the right to participate in it. However, other respondents perceive that the sense 

of ownership is gradually changing: 

... the sense of ownership should have been the same but political 
involvement is giving it a different meaning because the 
Ministers, DCEs and all government political functionaries are 
taking part in the schemes. In the formation of the NHIS bill, the 
opposition party members of Parliament did not take part in the 
debate ... (PMS-12) 

This is particularly pronounced In communities where there were pre-NHI 2003 

MHOs. For instance, the Aduana MHO and Biretuo MHO: 

... the answer is yes and no: let us take it that previous(v, it l-vas 
Biretuoman (pre-NH12003 MHO erq) as a whole that owned the 
scheme and felt as such. By now, the government has seen the 
benefits of the scheme and has taken over. As the government 
came in, what the people say is that it is for the government 
'government's health insurance scheme'. So if we compare the 
two regimes: at first it was in the name of Biretuoman and the 
people felt that sense of ownership of the scheme. However, 
since the government took over, the ownership has been 
transferred to the central government: the sense of ownership 
has been shifted ... (SMMHO-3) 

Summing up on this sub-theme, it could be seen that all the major stakeholders in the 

districts and municipalities are somehow involved either directly or by representation 

in matters concerning the mutual health organisations. The sustenance of the mutual 

health organisations largely, depends on large membership. To attract the members 

also require the management to understand the issues around community politics and 

community mobilisation. 
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10.2. Efficiency and Effectiveness of Health Care Services on the Performance of 

the Mutual Health Organisations 

This sub-theme examines the efficiency and effectiveness of health care servIce 

provision and consumption on the performance of the mutual health organisations. A 

popular Ghanaian proverb or folktale, which glamorises poverty. is: 'Ohia Jla 

Adwen', translated as: 'poverty begets wisdom'. Thus, in the extreme end of povcrty. 

people are able to devise strategies to circumvent their plight and make good use of 

limited resources. Although this is a humane attitude, its interpretation in the health 

economics parlance is what may be termed as health insurance risk factors: moral 

hazard, adverse selection, fraud, abuse and cost escalation (refer to 3.3). Some of the 

attitudes described here are rather seen as negative interpretations of this concept 

since they are compounding the problems of the mutual health organisations (comparc 

this with 9.4). The discussions are also related to the social viability indicators (refcr 

to 8.5.1.3 and table 8.9). 

10.2.1. Social Viability Indicators 

This part analyses how the four mutual health organisations increased healthcare 

financial access to their members through their contracted health institutions betwecn 

2005 and 2006. 

10.2.1.1. Rate of Access to Medical Care (Eligible Members and Health Care 

Benefits of the MHOs): 2005-2006 

This measures the performance of the four mutual health organisations on members' 

access to healthcare. This is considered as positive impact of the four mutual health 

organisations as they have been able to increase members' financial access to 

orthodox healthcare amongst their catchment population. In real health insurancc 

access terms, it is only members who have satisfied the waiting period of bctwecn 

thrcc (3) and six (6) months who are referred to as 'eligible mcmbers' or 

'cardholders', who could access health care services at the point of scrvicc usc 

without dircct payment. They have been issued with membership photo 

identification (lD) cards, which grantcd them access to free hcalthcarc sen'ices at the 
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point of service use. Health care benefits of insured members are outlined In 

appendix E. 

Table 10.1 shows the results of how the eligible members accessed free health care 

for years 2005 and 2006. 

In 2005, out of the 14,000 members registered by the Aduana MHO, 13,000 were 

eligible to receive health care, representing 93 per cent of the membership. Similarly, 

in 2006, out of the 21,000 members, 20,000 were eligible, representing 95 per cent. 

The Asakyiri MHO registered 18,000 members in 2005 out of which 7,000 were 

eligible, representing 39 per cent. In 2006, it registered 42,000 members out of which 

32,000 were eligible, representing 76 per cent. 

The Asona MHO also registered 87,000 members in 2005 out of which 46,000 were 

eligible, representing 53 per cent. In 2006, it registered 88,000 members out of which 

77,000 were eligible, representing 88 per cent. 

The Biretuo MHO registered 69,000 members in 2005 out of which 68,000 were 

eligible, representing 99 per cent. In 2006, a total of 65,000 members were registered 

out of which 39,000 were eligible, representing 60 per cent. 

Table 10.1: Rate of Access to Medical Care (Eligible Members and Health Care 
Benefits of the MHOs): 2005-2006 

Scheme 2005 Eligible Rate of 2006 Eligible Rate of coverage 

Members Members coverage (%) Members Members (%) 

Aduana MHO 14,000 13,000 93 21,000 20,000 95 

Asakyiri MHO 18,000 7,000 39 42,000 32,000 76 

Asona MilO 87,000 46,000 53 88,000 77,000 88 

Biretuo MilO 69,000 68,000 99 65,000 39,000 60 

It can be observed that whereas the Biretuo MHO provided the highest eligibility to 

its membership in 2005 than all the other three mutual health organisations, it 

provided the least eligibility in 2006. The conclusion is that all the four mutual health 

organisations perfonned creditably, between 2005 and 2006. 
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10.2.1.2. Rate of Access to Medical Care (OPD Attendance): 2005 -2006 

As indicated earlier (refer to 10.2.1.1), this measures the performance of the four 

mutual health organisations on members' access to health care. This is considered as 

negative impact on the finance and financial viability of the four mutual health 

organisations because rising rate of attendance must be investigated. A picture of the 

out patient department (OPO) attendance of the insured members of the mutual health 

organisations for 2005 and 2006 respectively is depicted in table 10.2. Since in­

patients are usually admitted through the out patient department (OPO), adding 

admissions figures could lead to double counting. Health care benefits of insured 

members are outlined in appendix E. 

There is awareness among the insured population to report early for check up and 

treatment of common ailment: 

... people report early for health care because they have now 
understood the scheme and health ... {HMP-6) 

Therefore, utilisation of health services had increased astronomically within the first 

two years of operations of the mutual health organisations. The positive side of this is 

that it is enhancing the health efficiency goals of the mutual health organisations in 

the entire country. A Ministry of Health document summarises this as: 

... other issues the NHIS is addressing include attending 
increasing numbers of people visiting hospitals and clinics 
because of increased accessibility of health care under the 
NHIS ... (MOH, 2006) 

It can be seen from the table that whereas the Aduana MHO registered a total of 

14,000 members in 2005, the number of OPO attendances recorded was 19,000, 

representing 136 per cent. In 2006, it registered 21,000 members and the number of 

OPO attendances recorded was 20,000, representing 95 per cent. 

Whilst the Asakyiri MHO registered a total of 18,000 members in 2005, the number 

of OPO attendances recorded was 73,000, representing 406 per cent. In 2006, it 
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registered a total of 42,000 members and the number of OPO attendances recorded 

was also 77,000, representing 183 per cent. 

As the Asona MHO registered 87,000 members in 2005, the number of OPO 

attendances recorded was 123,000, representing 141 per cent. In 2006, it registered a 

total of 88,000 members and the number of OPO attendances was 70,000, 

representing 80 per cent. 

When the Biretuo MHO registered 69,000 members in 2005, the number of OPO 

attendances recorded was 39,000, representing 57 per cent. However. when it 

registered 65,000 members in 2006, the number of OPO attendances rose to 116.000. 

representing 178 per cent. 

Table 10.2: Rate of Access to Medical Care (OPD Attendance of the MHOs): 
2005 -2006 
Description Aduana MHO Asakyiri MHO Asona MHO Biretuo MHO 

2005 

Total 14,000 18,000 87,000 69,000 

Membership 

OPO Attendance 19,000 73,000 123,000 39,000 

Rate of OPO 136 406 141 57 

coverage (%) 

2006 

Total 21,000 42,000 88,000 65,000 

Membership 

OPO Attendance 20,000 77,000 70,000 116,000 

Rate of OPO 95 183 80 178 

coverage (%) 

The evidence shows that attendance at the out patient department (OPO) of the health 

facilities studied within the districts where the mutual health organisations arc located 

was showing incremental numbers. For instance, health facilities, which hitherto used 

to attend to fifty (50) OPO patients per day, were treating between one hundred and 

fifty (150) and three hundred (300) OPO patients per day. The demand for orthodox 

health care is increasing as the cost is 'near zero' or ·zero·. However. this is creating 

difficulties for the management: 
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.. . some members could utilise all their three (3) allotted health 
facility attendance cards, within a month ... (SMMHO-4) 

From the point of view of the management teams, the difficulty arose because no one 

could determine the number of times they would fall sick and require health care at 

the facilities. The reasons which accounted and are still accounting for thc o\'cr­

utilisation of health care by the insured members from the perspectivcs of both the 

insured members and management of both mutual health organisations and health 

institutions are discussed under the subsequent sub-titles. 

10.2.1.3. Health Risk Factors of Rural Dwellers 

From the perspective of the management of the Aduana MHO and Biretuo MHO, 

members were judicious in their access of health care when they operated as prc-NH I 

2003 MHOs. However, when they transformed into the post-NHI 2003 MilO, thc 

utilisation to some extent had increased. The management perceivc that thc insurcd 

members want to test the National Health Insurance system to authcnticate its 

effectiveness: 

... others too say it is genuine health problem that they have 
presented but others after receiving their membership card they 
want to go because of what people say, they want to go to the 
providers andfind out ifit really works ... (SMMHO-I) 

There are cases where the medical personnel could advise the insured patients that 

their conditions are not critical enough. However, this might not be accepted and 

rather interpreted or misinterpreted as they are being denied health care because they 

possess the membership card: 

... here we call it the 'P' card, they don't want to attend to 
you ... (SA/MHO-I) 

From the perspcctivc of the insured members, their utilisation of health care scniccs 

is based on genuine health problems. There are rural-urban disparities in the hcalth 

conditions and the rate of access of health care services had cither positive or negativc 

effect on the perfomlance of the mutual health organisations. Rural povcrty is 
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associated with poor health status. There are the aging population who are suffering 

from chronic health conditions like hypertension, diabetes and other fanning related 

illnesses. The treatment of these had high cost implications and some individuals 

could not raise money to pay for treatment on their own due to poverty: 

.. , in the community, J think that we should be one people despite 
our individual financial differences ... That is the money we are 
finding it difficult to raise at the moment...J am sick, J have some 
lump in my breast, J need to see the doctor to be treated but 1 
have not been able to receive the treatment 1 need ... it is 
disturbing me ... (ADMHO-NM-l) 

At the same time as it is recognised that there is over utilisation of health care services 

by the insured members, there is also the recognition that this is due to genuine cause 

as poverty had prevented most people from having regular health check up. 

10.2.1.4. Joining based on Selective Health Status 

There is perceived adverse selection on the part of insured members because health 

insurance is the source of funding for health care services. The reality is that 

members who previously had certain health conditions (high risks) but could not seck 

health care due to associated costs under the system of pay at the point of service usc, 

are taking advantage of the enhanced health care benefits packages to enrol with the 

mutual health organisations and are accessing treatment for such conditions. For men, 

the common condition, which is mostly reported is hernia (herniorrhaphy) the 

treatment of which requires minor surgical procedure. The common condition 

presented by women is fibroid (fibrosis), which requires major surgical procedure. 

These have financial implications for the mutual health organisations and health care 

utilisation: 

... this has also led to perpetration of health insurance risks by 
members ... there is an abuse of the service where people who had 
hernia for a long time are now taking advantage of the district 
mutual health insurance scheme to hm'e it remol'ed ... Then! is 
also personal abuse by clients because sen'ices are almost 
free ... there is influx ofclients at the healthfaciliry ... (H.HP-4) 
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Respondents perceive that most ordinary people in the informal sector of the economy 

find it difficult to raise the funds to pay for these treatments under the cost recovery 

system. The inclusion of these treatment episodes in the membership health care 

benefits packages is encouraging those affected and offering them the opportunity to 

access treatment accordingly: 

... even the money to go to the referral centre is also a problem ... 
So these are mix of factors that have somehow directly or 
indirectly affected our operations ... (SMMHO-1) 

In as much as these are good because they show how such conditions could be funded 

through the mutual fund, the adverse selection occurred when prospecti\'e members 

used these as fundamental motives for joining the mutual health organisations. They 

had the tendency to withdraw immediately the conditions were treated. The 

associated costs are affecting the financial performance of the mutual health 

organisations: 

... now the capital outlay is so much high that the scheme could 
collapse ... (HMP-1J. 

10.2.1.5. Non-Adherence to Gate Keeping System 

The problem identified was that some of the mutual health organisations are located 

in administrative districts or municipalities where there are only one or two hospitals 

with no polyclinics or health centres: 

... hitherto people were registering as a district-wide scheme and 
you could not go beyond it, where people were following the 
referral rules strictly; you needed to go to the health centre or 
facility before you are referred to a hospital. 1t was on~l' in 
emergency cases that you could find yourself anywhere else. So 
it was such that we understood it ... (SMMHO-1J 

For instance. the Asona MHO is situated in a town where there are only one private 

specialist hospital and a referral public hospital. On the other hand. some of the 

mutual health organisations are based in districts where there are no hospItals. For 
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instance, the Aduana MHO is based in a district where there is no hospital but health 

centres providing health care to the members: 

... unfortunately, in our district we don't have a hospital. All our 
facilities are health centres, so somebody needs to go to the 
health centre before slhe is referred to a hospital ... (Sft.,f/YlHO-l) 

This is providing difficulties for the effective functioning of the gate-keeping system: 

... we are supposed to be a referral hospital but it happens to be 
the only medical facility in the metropolis, the people come to the 
hospital straight away and the gatekeeper system doesn 'I 
work. .. we treat primary as well as tertiar)' cases... everybody 
comes to thefacility .. .(HMP-lj 

Another problem identified was the lack of up to date medical facilities, which the 

members in the communities had to contend with. Despite the fact that insured 

patients' numbers had increased due to perceived excessive utilisation of health care, 

health facilities remain virtually the same. They lack upgrading: 

... the health facilities are expected to do certain things ... we need 
to think about how to sustain input for high standards of care ... 
we think that the tar: and national health insurance lelY could be 
used to upgrade the facilities .. '(P MS-7) 

The perception is that members report directly to these hospitals as their first point of 

call, but the hospitals should rather serve as referral points. The cost of health care at 

a health centre is relatively cheaper than at a hospital due to different costing systems. 

Meanwhile, in some cases, there are only two medical officers at post at the district 

hospitals. This is compounding the problems caused by the shortage of key health 

personnel to deal with the high attendance: 

... because of the numbers we had to rearrange the duty rota so 
that if a doctor is not doing ward rounds, he I she could start 
work early at the consulting room ... unfortunate~v for liS the 
problem we had was that about half of the medical ofJicers are 
under training (house officers) .. .(HMP-l) 
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The medical assistants and senior nurse or midwives are managing the health c~ntres. 

There is really pressure on the few health personnel: 

... we have to know that health insurance has come so pressure 
will come at every corner: at the end of the providers there will 
be more work ... how do we in the event of all these pressures still 
work towards achieving customer satisfaction? .. .(SMMHO-l) 

The management teams of both mutual health organisations and health proyiders are 

hopeful that control mechanisms including, gatekeeper system and hospital attendance 

cards could help to reduce the massive attendance and abuse. 

10.2.1.6. Lack of Knowledge of the Costs of Health Care 

The trend was also related to the fact that some of the insured members are enjoying a 

new breadth of life in their health insurance membership. When the Aduana MHO 

and Biretuo MHO operated as pre-NHI 2003 MHOs, their health care benefits 

packages for members were restricted to only in-patient (admissions) and few selected 

out patient department (OPD) care. However, under their post-NHI 2003 MHO 

operations, they are offering both OPD and inpatient (admissions) care at no direct 

cost to the members. The difference here was that during the pre-NHI 2003 MHO 

period, members were well educated on how their accumulated funds were being 

utilised. Members were issued with payment receipts to show the actual costs of 

drugs (medicines) and services dispensed with their prescriptions: 

... l,ve recorded short recovery rate of illness as a result of the 
implementation of the community health insurance scheme[pre­
NHI 2003 MHO] ... it covered only admissions at the time ... The 
NHIS covers OPD and inpatient care ... attendance has 
increased ... there was average of 70 patients before NHI 2003. 
which currently, is betlveen 250 and 260 per day ... (H,\IP-l) 

However, what is happening under their post-NHI 2003 MHO system is that the costs 

associated with insured members' access to health care are not madc known to them. 
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Hence, they are unable to put a high premium on the rate at which their perceived 

'frivolous' use is dissipating the funds of their mutual health organisations. 

10.2.1.7. Abuse of Privileges by Insured Members 

Negative interpretation of the proverbial 'Ohia Ma Adwen' concept comes to play 

when the problem of perceived clients' health insurance fraud and abuse \vas raised. 

It is perceived that individuals who had registered are able to devise strategies to 

assist their fellow poor members to access orthodox health care on their accounts: 

solidarity in poverty. Thus, insured members are adopting different strategies to 

obviate a situation where an uninsured member of a family who fell sick would not be 

denied health care: 

... the problem we have all identified as a seriuus abuse is that the 
insured clients 'misrepresent' the medical conditions un behalf of 
their uninsured relatives just to be able to get drugs fur them 
because the services are virtually free for the insured .. .(HJIP-5j 

Thus, the common perception of management of both mutual health organisations and 

health care institutions is that some insured members are misrepresenting the medical 

conditions on behalf of their uninsured relatives and friends just to be able to get 

prescription: 

... as a scheme, l-ve can tell a client if yo II go and pick somebody 's 
card and you are caught, we can discontinue J'our membership 
and all those things ... For instance, if somebody in the house says 
to you that: 1 'm suffering from my stomach and because you have 
the health insurance card you also pick it and go to the health 
facility and present those cunditions, we know all those things ... 
(SMMHO-l) 

Thus, under such an arrangement, the medication prescribed would be sent to the 

'uninsured sick relative'. The root cause was identified to be economic. The 

financial constraint in most families had created situations where all the family 

members are unable to enrol due to implications of the cost of the health insurance 

policy (refer to 9.1.3.4). Some policy makers perceive that \vhih: it was accepted that 
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the average Ghanaian was genuine in their dealings with issues related to health care 

services among other things, the problem was caused by: 

... the current market-driven economic environment within which 
they survived had made some of them susceptible to all sorts of 
behaviours just so they could provide their health care 
needs ... they could not wait to see a member of their fami(l' to die 
just because of inability to pay for health care at the point of 
service use ... (P MS-12) 

Other respondents perceive that even as health insurance seemed a laudable idea for 

many people and they would have wished to be part of it, the lack of financial 

resources to do so had pushed them to stay out. Management of the mutual health 

organisations assume that this could partly be curtailed if the health care prescribers 

could request for insitu laboratory investigations from any insured client they 

suspected of such an apparent misdemeanour: 

... humorously, we can look forward to a day when laboratory 
investigations wouldfind a man declared 'pregnant ' ... (H'\IP-5) 

Respondents perceive that the expectations of the people who had insured with the 

mutual health organisations are very high. These might have led to the high 

utilisation rate leading to the abuse of the services because some of them try to utilise 

their part of the premium before the year ends: 

... what they do is that getting to the end of the year, when their 
expiry dates are near,' they rush to the health facilities to access 
health care ... (SMMHO-3) 

That is, there are other insured members who also presume that once insured with a 

mutual health organisation, the entire family needed to go to the health service 

providers when a member fell sick, lest the condition escalated and affected others. 

This confomls to the concept of prevention is better than cure. 
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10.2.2. Provision of Orthodox Health Care by MHOs' Contracted Health Care 

Institutions 

This part examines how the contracted health institutions within the proximity of the 

four mutual health organisations provided quality healthcare to the members of the 

four mutual health organisations between 2005 and 2006. 

10.2.2.1. Dwindling Funding Inflows of the Health Care Institutions 

There are few problems with the financial inflows into the health care institutions for 

their smooth operations. The budget allocation from the central government (GOG) 

funds is irregular (refer to 6.5.1). This is released through the financial encumbrance 

(FE), which is the financial authority given to the Treasury to disburse government 

funds to ministries, departments and agencies (MDAs). The Ministry of Financ~ and 

Economic Planning (MOFEP) releases the financial encumbrance on quarterly basis. 

Again, the contribution from the Donor Pool Fund (DPF) is dwindling due to changes 

in operational modalities by the Ministry of Finance and Economic Planning (refer to 

6.5.2). Policy makers perceive that Donor Pool Fund (DPF) is dwindling for hvo 

reasons: 

... one is that some of the donors are going into budget support, 
and therefore we are expected to be able to engage the Ministl)' 
of Finance to ensure that the health sector continues to be 
financed. The second reason for the dwindling of donor pool 
fund is basically because some of the donors are also going into 
projects ... (PMS-2) 

These developments mean that the health institutions need to rely heavily on their 

Internally Generated Fund (IGF), which they are amassing from the patients coming 

under the Cash and Carry system (refer to 6.5.3). The management of health care 

institutions are greatly affected by the sudden shift in funding streams: 

... in the past whether they [patients} paid or not »'e all depended 
on government's subvention, but now gradual(v the government 
is pooling away ... If we are doing the insurance and we are able 
to en/ice a lot of people we will be able to break e\'en so that the 
pressure on the gm'ernment will also come dOH'n .. .(H'\fP-1) 

Currently, the health insurance fund is a major component of the Internally (il'nerated 

Fund (lGF) of the health institutions. Th~y arc offering th~ mutual health 
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organisations credit facility when they treat their members. However, the e\'idence 

shows that the mutual health organisations are unable to reimburse claims on time or 

give front loading to the health care institutions. Front-loading is an amount of 

money which they could provide to their contracted health care institutions to meet 

their operational requirements. The National Health Insurance Regulation 2004 (L. I. 

1809) specifies in section 38 (1) and (2) that: 

1. A claim for payment of health care services rendered, which is submitted to a 

Scheme shall, unless there is any legal impediment, be paid by the Scheme 

within four weeks after the receipt of the claim from the health care faci lity. 

2. All claims shall be paid directly to the health care facility and on no account 

shall direct payment be made to a patient (MOH, 2004b: 10) 

However, the situation with the mutual health organisations is that they are finding it 

difficult to honour their claims to the health institutions without the subsidy from the 

central government (NHIF). As soon as the bills are presented but payment delayed. 

the health institutions are then put under real pressure. They also had contracts with 

suppliers who provide them the required drugs and medical consumables on credit. 

They had to re-negotiate with the suppliers, to give them 90 days credit period instead 

of the initial 30 days; otherwise, they could not service their debts. This is creating 

some difficulties: 

... now we are providing services on credit basis and it is like the 
government funding 0/ services has stopped ... We are indebted to 
our creditors and running a/the health/acilities has become very 
difficult ... (HMP-5) 

Table 10.3 shows how the funds of 'Biako Ye Hospital' had been locked up due to 

late payment by nine (9) mutual health organisations. The hospital had been 

contracted to provide health care to the members of these mutual health organisations 

(MHOs) in its catchment area. The held-up capital was based on a costing 

mechanism In the areas of services: consultation, administration. laboratory 

examinations; and drugs (medicines). The table shows that all the nine (9) mutual 

health organisations had not been able to reimburse health care claims to . Biako Ye 

Hospital'. The amount owed in respect of services: totalled ¢541 m old cedis. The 
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amount owed in respect of drugs: totalled ~511 m old cedis. The total outstanding 

health care claims totalled ¢ 1 ,058m old cedis. 

Without any iota of doubt, this trend would just halt the hospital's business: if 

continued. From the point of inaction of the mutual health organisations. the delay in 

reimbursing their health care providers is caused by several reasons. including 

problems with the compilation and vetting of the claims submitted by the health care 

institutions. However, the major cause is also down to the laid down procedures for 

disbursing government funds: 

... delay is contingent on the vetting process, because they 
[MHOs} also depend on national subsidy which is also based on 
certain formula in terms of the number of registered under 18yrs 
or over 70yrs members ... (HMP-l) 

The National Health Insurance Council and Authority (NHIC and NHIA) han: to 

follow through the approved financial procedures by the Ministry of Finance and 

Economic Planning (MOFEP) to be able to access funds from the National Health 

Insurance Fund (NHIF): 

... it is more of the government's way of releasing money ... the 
schemes are given quarterly allocation ... but people get sick not 
on quarterly basis! ... they get the bill and app~l' 10 the national 
level ... but they will have to wait for the national level to send the 
monev to them ... that is the problem ... 1 knOH' some of them can 
come to the national secretariat before their funds are released 
to them ... (PMS-16) 
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Table 10.3: Outstanding Health Care Claims owed 'Biako Ye Hospital' by 
MHO J D b s: anuary to ecem er 2006 (old cedis, t) 
MHO Service (¢) Drugs (t) Balance (~) 

A (352,714,722.00) (382,874,443.00) (741,599,165.00) 

B (65,002,600.00) (41,491,438.00) ( 106,494,038.00) 

C (48,653,678.00) ( 44,226,964.00) (92.880,742.00) 

0 (41,489,700.00) (20,916,862.00) ( 62,406,562.00) 

E (18,115,300.00) ( 15,533,794.00) (33,649,094.00) 

F (4,971,500.00) (2,935,945.00) (7.907.445.00) 

G (3,822,600.00) (824,381.00) (4,646.981.00) 

H (2,939,922.00) (2,318,276.00) ( 5.252.198.00) 
--

I (3,592,211.00) (65,355.00) (3,657.566.00) 

Total (541,302,133.00) (511,187,458.00) (1,058,499,791.00) 

NB: £ 1 was an equIvalent of ¢ 18,000.00 old cedIS as at November 2006. 

Due to the prevailing funding constraint, the health care institutions are also playing it 

safe to maintain financial survival (see sub-titles below). 

10.2.2.2. Health Treatment Protocols (Availability of Drugs) 

It is expected that health providers demonstrate a professional attitude towards 

members of the mutual health organisations. It is also important that the management 

of the mutual health organisations measure how health institutions comply with 

treatment protocols (refer to table 8.9). Therefore, using the availability of drugs at 

the health care facilities to measure quality of care or efficiency of service delivery 

was paramount. Health care clients' perception with regards to their level of 

satisfaction or quality of care on the basis of this is a mixed one. It usually depends 

on the type or aetiology of the disease presented, the diagnosis and prognosis made 

and the cost of the prescription given to serve as prophylaxis. The problem arose 

where the health care providers are adopting some prescribing habits, which are seen 

as discriminatory against the members of the mutual health organisations: 

... there are cases where members go to the health facilities and 
do not get the drugs ... There is concern about the prescribing 
altitude of health personnel... lYe have reports Ihat they 
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sometimes prescribe some drugs outside the SHI drugs 
list '" (SMMHO-2) 

The perception is that quite expensive drugs (medicines) are being prescribed as 

substitutes for the more generic ones: 

... an expensive drug like artesunate tablet(s), which is an anti­
malaria drug costing about thirty-five thousand old cedis 
(¢35,000.00) could be prescribed instead of chloroquine tablet(s) 
or injection (s), which cost about ten thousand old cedis 
(¢ 1 0,000.00) ... The latter is relatively, cheaper in cost and good 
for the treatment of common malaria ailment ... (HMP-7) 

The bare truth is that the artesunate tablet is not on the National Health Insurance 

Drugs List (NHIDL). Therefore, when prescribed for members of the mutual health 

organisations, they would have had to buy it from outside the health facility at a cost 

to themselves: 

... they have also complained about the prescribing attitude of the 
health personnel, but this is due to the fact that there is a 
treatment guideline which ensures that there is different 
prescription for different patients ... (H MP-6) 

Some of the mutual health organisations had not yet entered into contract with some 

of the private pharmacies; to enable their members to access medication free or get 

refund after buying them on credit basis. Health managers explain to the contrary that 

they need to ensure that quality health care was provided for their patients: 

... 1 will give you a typical example where one of the drugs was in the 
NHIDL. but one of the alternatives is called amlodipine and they are 
in the same bracket in terms of efficacy, compliance may be beller 
and it may even be cheaper. but because it is not stated in black and 
white ... They should give us this freedom to operate. once we are not 
operating outside the law. we should be able to use alternatives ... 
(lIMP-l) 

The economic and financial disagreements to the narratives are that the health care 

providers need to generate immediate revenue for their operations. This was one of 

the strategies adopted to save cost so as not to deplete their stock of drugs 

(medicines). They know that serving the insured clients. especially, the outpatients 
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could cause the hold up of their capital funds. Hence, they serve the available drugs 

(medicines) to the uninsured clients who are tenned 'fee-paying clients'. By this. 

they would be able to recoup their monies invested so that they could also pay their 

suppliers; in accordance with their contractual obligations: 

.. . It is a very big factor ... it is common knowledge that H'hen you 
submit your returns [claims] to the mutual health organisation, 
sometimes it will take you three months or even more before you 
are reimbursed ... to solve this problem. what we in this region 
have done is to meet the scheme managers and ask them to 
provide at least 70 per cent of the cost of the claims submitted to 
the facilities ... If they look through the entire bill and it's okay, 
then the 30 per cent will be sent to the facilities. I believe this is 
working out well ... money to keep running ... (PMS-6) 

A different issue identified was recurring inflation in the economy. This means that 

the health institutions are losing heavily on their mark up of between 10 and 15 per 

cent on the drugs sold (refer to 6.5.3.1) if the limited medicines available were 

dispensed to the members of the mutual health organisations whose reimbursement is 

being delayed anyway. Their aim is to break-even in order to deal with the cost of 

inflation. The health institutions are unable to plan and implement their budgets 

according to available resources. To avert being cash trapped, a survival strategy put 

in place is to 'cash cow' the uninsured patients. 

The health care providers were perceived to be taking undue advantage of the 

ignorance in medicine of the management of the mutual health organisations in the 

preparation and submission of their claims for reimbursement. The management of 

the mutual health organisations suspect the health care institutions of unfair 

documentation: 

... we had two schemes delaying payment because we had to 
provide diagnosis to ensure that the patients were seen ... about 
thirty-fi\'(! million old cedis (¢35.000,OOO.00) owed where ele\'en 
million old cedis ((11,000,000.00) was rejected instead of the 
whole thing being rejected because these things were not 
p,.oper~l' done ... (HMP-I) 
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Most of the Claims Managers (CM) of the mutual health organisations struggle with 

how to vet the claims submitted. They lack the pharmacological know-how to 

interpret the terminologies used on the prescription forms. This partly. explains why 

the reimbursement to the health facilities was frequently delayed. This issue had 

brought up the question as to whether: 

... it would have been appropriate to employ staff ,,\.'ith expertise 
in medicine ... (HMP-I) 

However, some policy makers disagree to this suggestion: 

... there is a mixture of high and low calibre of personnel but I 
believe that performance will not depend on who is highly 
qualified or not. At least, IS/ degree is important, 2nd degree is an 
advantage and the basic level should be alright ... (PMS-ll) 

Another dimension to the perceived health provider health insurance fraud was in 

relation to how the seeming ignorance of some insured members was being exploited. 

The premise is that an insured member who is well informed of the concept and 

operations of health insurance is equally, a confident patient when he or she reports ill 

at the health care facility. The opposite is that management teams: 

... receive complaints of charging for drugs that are on the NHI 
drugs guidelines ... (SMMHO-2) 

The lack of dispositional knowledge in health insurance (refer to 9.3.1) is pre­

disposing the insured clients as the endangered species to be preyed upon by the 

unprincipled health care personnel as reported in the Western region (see 'The Daily 

Graphic' Thursday, January 18,2007, pp. 1 & 3). Even though, the health insurance 

clients arc not required to pay for the costs of health care services upfront. in practic~. 

it is perceived that some of them are being asked to pay prompt cash for som~ of the 

health care services, as though, they were 'fee paying' clients: 

... obvious~)'. things ha\'e not gone as smoothly as we would han) 
hoped ... part o/Ihal has to do with people nmning the ('ash and 
carry .,)'stem for a while ... H'~,l'S of making money ... allthey hear 
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is health insurance is putting an end ... there IS a little bit of 
sabotage ... that is happening ... (PMS-13j 

The cost did not appear to be high under the mainstream health facility user fees. 

Management of some health institutions have instituted mechanisms to check this 

problem: 

... to stop the illegal charges, we have informed the clients at the 
OPD of the need not to pay any unauthorised monies -under the 
table fees collection is handled privately ... arrange l,vith the 
patient to carry out this operation privately and charge even 
though it's covered under the NHI guidelines for clients ... (HAIP-
5) 

The issue of some health personnel perceived to be extorting money from patients 

outside the institutionally approved user fees had been the trend under the user fees 

system (refer to chapters 2 and 6). Stamping this out would also require disciplinary 

actions as it happened in the Western region (see 'The Daily Graphic', Thursday, 

January 18, 2007, pp.l and 3). However, some policy makers have a different view 

regarding how disciplinary issues were handled in the health facilities: 

... some health managers allow professional interest to override 
administrative competence: meting out sanctions to a colleague 
would be construed as an affront to their profession .. .(PMS-6) 

Thus, it appears that the management of the health institutions are somehow incapable 

of instituting appropriate sanctions against the staff who disregard the ethical rules of 

conduct: 

... about 70 per cent of all doctors and nurses who work in this 
country work for government ... we are implementing a 
government polic)' ... that is why there is this regulatory 
authori~v ... soon we are going to have an inspectorate unit thaI 
will be monitoring the provider side ... we will lake people on ~l 
they are deemed to be cheating or doing things that are inimical 
to the survival of the health insurance scheme ... (PA/S-13) 

Respondents perceive that this could be controlled if there was a strong monitoring 

system. 
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10.2.2.3. Waiting Time 

On the basis of patients' waiting time at the health facilities, it is perceived that 

patients are spending some considerable time at the out patient department (OPD). 

Health care clients perceive that they are unduly delayed by the health personnel 

when they report sick at the health facilities: 

... they need to treat us of our sicknesses and diseases ... my child 
got sick while in school and was brought home ... 1 asked my 
sister to send her to the health facility. It was about lO:OOam bUI 
when I got there at 1 :OOpm, they had not even issued a card 10 

her. It was after 2hrs of my arrival that we were called ... we went 
again the following day and the same attitude was repeated. I 
always go there and end up exchanging words with the 
staff ... (ADMHO-M-3) 

There was also an administrative dimension. causing the delay in attending to the 

insured clients. As mentioned earlier, patients are classified as 'insured clients' and 

'fee paying clients'. The administrative procedures set up by the health care 

institutions to attend to these two groups differ: 

... the calibre of staff trained at the operational level was not 
adequate ... the medical records staff for instance, find it difficult 
retrieving information from the computerised system ... 
Therefore, card bearing patients (insured patients) wait for about 
an hour or two before they move from the OPD where we have 
the medical records department ... (P MS-6) 

Since the' fee paying clients' pay their bills with cash upfront, their procedures appear 

to move a little faster than the 'insured clients' whose procedures involve 

computerised systems, where available. These procedures are unknown to all the 

clients and each perceive that the other is being given preferential treatment. 

10.2.2.4. Relationship between Health Personnel and MHO ;\lembers 

Excellent relationships marketing strategies adopted and used by the health care 

providers in their dealings with their clients was paramount to the assessment of the 

perceived quality of care. Apart from the symptomatic relief patients receive after 

administration of drugs, the other means of ensuring speedy recovery of some health 
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conditions is the use of psychotherapy. This can be imparted to patients through 

effective use of relationships marketing methods such as receptive welcome to the 

facility, ability to recognise clients by names and other culturally acceptable means of 

handling people by the health personnel: 

... it is about perception, and sometimes treatment in quotes: what 
they say is that the user facilities do not give them the kind of 
allention that they deserve ... Because of that they don't want to 
register ... They complain about the quality of service, ther Sa)' 

they are given substandard drugs, they say the nurses are not 
talking to them well, they are not gelling the referral facilities ... 
all those things ... (SMMHO-l) 

Mostly, the people in the infonnal sector who had insured with the mutual health 

organisations are the relatively poor individuals in the communities who might han: 

been denied crucial health care services for quite some time, They needed to be 

treated with good care and attention so that their recuperation could be boosted. 

However, clients perceive the attitudes exhibited by some health personnel as 

unfriendly: 

... wQn nom nte wQn animu mma WO, ennQ me kQn mpo biem, me 
nnamfo mpo na wQretu mefo se menye ma mmgfra no, meaning, 
they do not give you good reception or welcome YOli 

enthusiastically, it's no longer appealing to me ... il is my friends 
who are even advising me that 1 should sustain my membership 
with the insurance scheme for the sake of the children, 1 would 
not have renewed it ... this particular year, the altitude of the 
health personnel has been different ... (ADMHO -M-3) 

The perception of most of the patients with regards to how they valued their 

relationships with health care providers was two-fold. Whereas some insured clients 

express satisfaction based on good reception, others express dissatisfaction. For 

instance, the utterances of some health care personnel are considered as a sourc~ of 

discomfort for some insured clients: 

There have been reported cases of N IHS card bearing patients 
having to spend several hours to trace their cards or folders at the 
OPD because they are not paying cash. There are problems of 
over-prescription of drugs for patients, derogatory remarks about 
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the scheme by some staff and fraudulent practices by some staff 
are some of the problems militating against the smooth 
implementation of the scheme (Boamah, 2006: 1 ) 

The people who had been able to register had the idea that they would not be 

confronted with the issues that characterised the adverse effect of the cost recovery 

policy: 

... what we expected to happen is not what is happening ... This 
means that the purpose of the insurance is rather defeated 
because we cannot get the needed help from contributing to the 
scheme ... (ASNMHO-M-7) 

The apparent unfriendly attitude of the health care personnel is partly attributed to 

lack of in-depth understanding of the concept of health insurance. which is also 

reflecting in their actions (refer to 9.3.1). As indicated earlier, the introduction of the 

National Health Insurance Scheme (NHIS) under the NHI Act 650 was the first of its 

kind in public health facilities. Some policy makers concede that this was not 

preceded by intensive education involving all health cadres: 

... 1 must say that the GHS' role was not well defined during the 
initial stages of the formation of the NHIS and we had to get 
involved at a point ... (P MS-7) 

It was observed that 'training of trainers' workshops were organised for the in-service 

training co-ordinators of the health institutions: .... we provided money fvr the 

training ... '(PMS-16). However, these personnel lacked the necessary logistics from 

their institutions; to organise similar institution-based dissemination workshops for 

other colleagues: 

.. . we have educated stall on the concept of health insurance bllt I 
can assure you 'hat it is not every' member of staff whv has 
benefitedfrom the training as yet ... (HMP-5) 

Professional nurses, who are in the majority. were affected. Meanwhile. it is the 

nurses who in most cases explain health policies to the members of the communities 
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There are problems caused by the seeming lack of understanding of the concept of 

health insurance amongst health personnel: 

... f even met some of my colleague nurses at the hospital who 
had just started registering for the health insurance, so you see, 
even the so called literate retired nurses were not vel)' much 
aware of the health insurance concept ... (ASNMHO-M-6) 

The inappropriate attitudes of the health care providers are equally affecting retention 

of old members and the attraction of new members to enrol with the mutual health 

organisations. With the high level of utilisation of health care services, against the 

dwindling number of health personnel sacrificing their comfort and lacking incentives 

(refer to 6.4.1), it is a cause for concern and a pointer to a possible rift between the 

three publics in the health insurance environment: the mutual health organisations 

plus the health care providers plus the insured clients (GHS, 2004b). These problems 

associated with quality health care delivery had consequences on the health status 

improvement, creating conditions where there was deterioration in people's health: 

... on quality of health care, 1 would say thaI it has been 
compromised and 1 know that patients' perception of qualit)' is 
negative: quality of care has gone down ... (HMP-5) 

The fact that the insured clients are visiting the health facilities might not correspond 

with improved health status (see 'GNA', Monday, 17 November, 2008d). 
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10.3. Implications of Regulatory Changes for the ~utual Health Organisations 

This sub-theme explores the implications of regulatory changes for the mutual health 

organisations. The mutual health organisations are operating under the new 

arrangement orchestrated by the introduction of the National Health Insurance Act 

650 (MOH, 2003d, 2004b), as formalised institutions opposed to when they operated 

without any legal framework, nationally. The government of Ghana was not fomlally 

involved in their operations either by way of regulation or funding (refer to chapter 7). 

However, since the NHI Act 650 was introduced in March 2004, the go\'crnment has 

become a major stakeholder by using the mutual health organisations' stratcgy as an 

addition to the sources of revenue for financing the health sector. 

10.3.1. Regularised Management System for the MHOs 

As the communities were free to choose anyhow they wanted to operate their pn:-Nill 

2003 MHOs, the government felt it had to lead the process by setting some standards. 

The NHI Act 650 has provided a framework in Ghana, which is giving the 

management and members of the mutual health organisations the needed confidence 

that there is protection for their investments: 

... but when the law came then you see that it is something which 
has been established because it is an Act of Parliament. As it is 
something the Legislature has passed, then it gives some of us the 
authority to sit here and do whatever we want to do. The law has 
rea/~l' come to give us some sort of confidence, to support us and 
to direct us as to how we should go about our 
activities ... (SMMHO-4J 

There is a legal provision for redress in the e\'ent of financial malfeasance. The 

organisational and administrative structures of the mutual health organisations have 

been regularised under the companies' code. All the mutual health organisations in 

this study are registered with the Registrar General's Department as companies 

limited by guarantee so that they could sue and be sued: 

.. . the law has come to regulate the MHOs and we also need to be 
under thai kind of umbrella where \n' \\'ill be protected For 
inslallce. when somelhing happens like epidemic. Ihe la''o\" \\"ill he 
there, NHIC will he there to come to your aid ... (S.\J.\IHO-l) 
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Thus, they have been mandated to register with this regulatory body and also confinn 

the same with the National Health Insurance Council and Authority (;\HIC and 

NHIA). They have the regulatory responsibility to pay income tax and social security 

contributions on behalf of their employees, which is providing the employees with 

some fonn of pension cover towards their retirement. This is giving the management 

staff a sense of job security. The mutual health organisations are operating with 

standards of fonnalised organisations: delegated duties, unity of command and span 

of control: 

... now you see a whole organisation on its ou'n: lve are 
autonomous ... you have your board, manager, and now the 
claims will go to a certain department ... unlike those davs we 
were doing everything from the health facility in a small 
room ... (SMMHO-l) 

It would be recalled that a lot of the pre-NHI 2003 MHOs were scattered across the 

length and breadth of the country (refer to chapter 7). They were independent of each 

other and did not necessarily come under any umbrella. A summary of the mutual 

health organisations' evolution in Ghana since their discovery in thc carly 1990s is 

shown in table 10.3. The table indicates that between 1992 and 200 I, therc werc 47 

mutual health organisations established in Ghana with membership of 90,000 in the 

infonnal sector. This had increased to 170 mutual health organisations betwccn 2001 

and 2003. The total membership was 500,000, representing 59 per cent of people in 

thc infonnal sector. These periods: 1992 to 2003 preceded the introduction of the 

National Health Insurance Act 650 in 2004 (MOH, 2003d, 2004b), and is described as 

the prc-NHI 2003 MHOs era. However, since the National Hcalth Insurancc Act 650 

became operational in 2004, most of these smaller and group-based schcmes either 

changed into district-wide mutual health insurance schemes (MHOs) or ceased to 

operate (sec 10.3.5 and 10.3.5.1 for reasons). 

Thus, since the implementation of the National Health Insurance Act 650 in 2004 

(MOil 2003d, 2004b), a period tenned post-NHI 2003 MHOs era: membership 

coverage and expansion of the mutual health organisations had increased 

considerably. Bctween 2005 and 2006, there wcre 134 district and municipal mutual 

hcalth insurance schemes (DMMHIS) cstablished. This was out of the 13X dl"tn~:t 
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and municipal Local Government administrative territories. The membership was 

8,000,000, representing 34 per cent of the national population (both fonnal and 

infonnal sectors). Between 2006 and 2007, there were 145 district and municipal 

mutual health insurance schemes (DMMHIS) established. This was out of the 170 

district and municipal Local Government administrative territories (Ghana Districts. 

2010). The membership was 11,279,678, representing 55 per cent of the national 

population (both fonnal and infonnal sectors). 

Table 10.4: Evolution of MHOs in Ghana: 1990 - 2007 

Period Number of Schemes Membership Rate of coverage 

(%) 

1992 - 2001 47 90.000 Not available 

2001 - 2003 170 500,000 59 (infonnal) 

2005 - 2006 134 8,000,000 34 (natIOnal) 

2006 - 2007 145 11.279,678 55 (national) 

Consequently, the government's intervention through the implementation of th~ 

National Health Insurance Act 650 (MOH, 2003d), has enabled th~ mutual h~alth 

organisations in the country including the Aduana MHO and Biretuo MHO to r~­

organise into large groups with the expectation that they could enjoy som~ level of 

economies of scale. They have been transfonned into district-wide and municipal­

wide schemes. 

10.3.2. Competition between the MHOs and the Private Commercial Health 

Insurance Schemes 

Increasingly. the detachment of private commercial insurance companies from the 

mainstream health insurance provision had become more apparent. Most of them did 

not ofTer health insurance policy (benefits packages) to members of the general public 

especially, those in the infonnal sector. Companies in this sector who are regulated 

by the National Insurance Commission (NIC) restrict their operations to motor. 

property and life insurance policies. Their objective has always been to invest their 

monies in order to accrue huge returns from their clients by (harging high premiums 
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There is lack of growth in this sector of the economy because the experience of 

people regarding their operations has been one of distasteful venture. People have 

had raw deals when they invested their funds but their elaims were not honoured 

when due or on rare occasions, it took considerable period of time. This has created 

an unpalatable and unenthusiastic image about anything related to private commercial 

insurance in the country: 

... everybody is a stakeholder in this industry and very soon. we 
will create a database to check fraudulent act to ensure effective 
management of resources ... (Saba, 2008; 'GNA'. Tuesday. 23 
September, 2008a) 

In the light of some of these events, the National Health Insurance Act 650 specifies 

the establishment of private commercial health insurance schemes in the country 

(MOH, 2003d). The aim of policy makers is that it would facilitate the development 

of the sector by providing channels for legal redress. should there be the occurrence of 

any fraudulent act of commission or omission. They are expected to cover a certain 

proportion of the population who can afford their premiums: 

... we believe that the private commercial health insurance 
schemes should express themselves by going for the markets that 
are not covered ... one recognises that that is where private sector 
should invest its funds: In more catastrophic 
expenditures ... (PMS-2) 

Their involvement in the health insurance market against the operations of the mutual 

health organisations has also provided an avenue for sustained competition, which is 

enhancing professionalism. People with financial ability search the health insurance 

market thoroughly when seeking to buy health insurance policy. 

10.3.3. Pluralistic Health Sector Approach through the :\IHOs 

Another landmark effect of the implementation of the National Health Insurance Act 

650 (MOH, 2003d), is the institution of a nationally recognised health fal'ility 

accreditation for all health care providers and service performance contract bet\\ een 

them and the mutual health organisations. This aims to enhance a pluralistic health 

system comprising the public sector. private sector and community sector 
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organisations (refer to chapter 6). The support of private health sector institutions. 

especially, the private 'not-for-profit' health institutions contributed to th~ 

achievement of efficiency and equity goals. A Ministry of Health policy document 

explicates the objective for private health sector involvement in health financing and 

delivery: 

The policy thrust for 2007 is to drive the private health sector to 
be the significant contributor to the vision of the Ministry of 
Health of Creating Wealth through Health (MOH, 2007c) 

This is further boosted because the legislative instrument L. I. 1809 (MOH. 2004b), 

has deepened the sense of financial security required by the pri\'ate 'not-for-profit' 

health care providers in their dealings with the mutual health organisations. Many 

more private 'not-for-profit' health care providers have taken advantage of the 

enabling environment to provide health care to people in the rural communities. using 

the mutual health organisations as a means of reimbursement of their funds from the 

central government. Already, these institutions particularly members of the Christian 

Health Association of Ghana (CHAG) are subsidised as their staff salaries are being 

paid by the government. 

The crucial issue with their involvement is that they are providing health cover in 

areas where there are no public health facilities. In some localities, thc only health 

care providers available are the maternity homes and chemical shops. which provide 

basic drugs and primary care to patients who would have had to travel a very long 

distance to access health care (MOH, 2003c; CHAG, 2006): 

... the CHAG institutions are also partnering with the A/OH to 
deal with human resource shortage ... Client satisfaction is 
important and we have instituted peer review to share 
experiences. ~Ve have contracted community members to assist 
with some of the issues that need identifying and quali~l' is high. 
Many members [of CHAG} have reduced waiting time at the 
OPD of most facilities. We have identified that the 'unpleasant 
staff" are usually the non-qualified ones and we have offered 10 

train them on issues of public relations ... (p MS- J 2) 
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This is seen as a very useful progress as they are confident that their bills are 

acceptable by the mutual health organisations. 

10.3.4. Private Health Sector Conundrum 

Despite the above, there are few obstacles militating against the total involvement of 

private 'for-profit' health sector providers in the country. They do not appreciate 

certain modalities within which they are to operate with the mutual health 

organisations under the National Health Insurance Scheme (NHIS). The problems. 

which have yet to be resolved, are the benefits packages and premium setting. There 

appears to be no clear-cut procedure to make it possible for them to share their 

experiences relating to the levels of fee for service system they operate: 

... It is the responsibility of the private prOl'iders to app~l' to get 
accredited. Not all the private providers today want to treat 
health insurance clients. Why, the very' simple reason: they 
charge astronomical rates for the service they provide. Once you 
apply and you get accredited you must stick to the tarijistnicture 
established ... (P MS-J3) 

The implication is that if they are to go by the National Health Insurance Drug List 

(NHIDL) and offer the comprehensive health benefits packages at the basic premium, 

they would find it difficult to break-even on their investments. Policy makers 

perceIve that these difficulties are hindering universal health care delivery in the 

country: 

... one other area is for the insurance scheme [NHIC} to work 
closely with the providers [pril'ate 'for-profit'} because in the 
beginning, it was like they were fighting over 'something' and 
not collaborating very H'ell ... Some of them don't know how they 
can be part of it and those who know it: it's not all of them that 
are comfortable with the rules of engagement ... (P;\JS-3) 

Respondents also perceive that some actions of policy makers are not encouraging the 

private 'for-profit' health providers to get involved. Drafters of the NHI Act 650 did 

not involve the practitioners or the Directorate of Traditional and Alternative 

Medicine in the process of policy devdopment: 
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... but did not look at traditional medicine ... (P MS-J 5) 

Even though, the contribution of private · for-profit' health providers to the health 

delivery of the country is somehow recognised by the Ministry of Health (MOH. 

2003c, 2005), it is claimed that their methods especially. traditional and alternative 

medicine practitioners are below the international standards of health delivery set by 

the World Health Organisation. This perception was confirmed by a retired health 

practitioner: 

... Dr Mensah, ... [noted] there were no training schedules for the 
native practitioners ... they often made unsubstantiated claims on 
the efficacy of their medicines, putting users of such medicines to 
high risks .... ('GNA', Friday, October 3, 2008b) 

The private 'for-profit' health sector is usually self-financing and providers have to 

charge exorbitant prices for their services. As these entrepreneurs do not receive any 

financial support from the central government, they prefer to be independent of the 

mainstream health sector, showing laizez-Jaire attitude: 

... integration of the private health sector into the mainstream 
Ministry of Health?- not much involved but they are doing their 
own things. The sector is lacking in policy making and 
decision ... We have identified ways of remedying the situation, 
which include: training to involve them in the Coalition of NGOs 
in Health ... (PMS-4) 

Economically, the major problems in the development of the private health sector in 

general are many. The first is the absence of credit facility for people who want to 

enter into private investments. Credit facilities are provided by the central 

government through the commercial banks with few private financial institutions 

springing up in the securities markets. This situation is impeding the privatc 

pro\'iders in their desire to expand their businesses as expectcd. The lack of formal 

business knowledge is also making it impossible for them to develop a morc solid and 

credible business base. which would see the sector mobilise available n:sourccs to 

help the government to achicvc universal health financial protection. 
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Whilst these remain the core issues, policy makers perceive that the priYate health 

sector organisations, especially, 'for-profit' providers, do not understand the issues of 

business development. They expect them to invest their money to ensure a \'iable 

business sector because the current marketing strategy subsists on the perspective of 

segmentation. The government's position is to pursue its equity objective, This is 

being manifested through the provision of funding to the district-wide and municipal­

wide mutual health insurance schemes (DMHIS) to ensure the provision of a certain 

package of primary services for the people. This leaves out another package of 

interventions that the private health sector is expected to cover so that they could 

compete at the point of equity: 

... that is how we assure equity ... ! mean, certainly the private 
sector will want to compete at the point of equity but the evidence 
is that they have not been able to generate equio' or help us 
achieve equity objectives ... (PMS-2) 

That is to say that this opportunity is rarely utilised by many private' for-profit' health 

sector practitioners. Policy makers assume that their current contribution to health 

coverage of the population is not encouraging: 

.. . as at 2003, they were covering about 35 per cent of the health 
sector over all ... (PMS-4) 

Despite the reason that the concept and model of the National Health Insurance 

Scheme (NHIS) is based on pro-poor or equity considerations, there is some trade-off 

between equity and efficiency (see Arrow, 1963; Broome, 1988; Olsen, 1997a~ 

Carrin, 2002; Hauck et al., 2004; James et al., 2005). Some members are not satisfied 

with the kind of health care they are receiving and do not have alternative health care 

providers under the arrangements with the mutual health organisations. The 

inadequate staff numbers is affecting quality of care: 

... we are poorly staffed to meet the increasing number o/patients 
attending the facility ... of the': 3 nurses we hal'e. /7 are qualified 
nurses managing a 93 bed capacity hospital ... We sometimes 
create beds on the floor when the wards are /illl ... For instance, . . 

287 



we can attend to 250 clients a day with J qualified nurse and l 
ward assistants ... It is a problem but we are coping ... (HMP-3) 

The non-accreditation and non-involvement of some private 'for-profit' health care 

providers is causing the long waiting times at the few accredited health institutions. 

Even so, the difference is that whereas the object of the National Health Insurance 

Scheme (NHIS) is to help remove the financial barriers, it is believed that quality of 

care would only improve if this is hannonised with the provision of impro\cd 

equipment, efficient transport system, quality training of health personnel. good 

management of health facilities as well as the refonnation of the behaviour of health 

personnel in their relationship with patients (Issah, 2008). 

This shows that what matters for health care quality is not correlated to the traditional 

health care facilities such as more hospital beds, intensive care unit (leU) days or 

specialists for patients. Quality is rather more connected with social capital or social 

networks, which culminate in a well-functioning public and private organizations 

(Skinner et al., 2008). It is needful to expect the private health sector to be more 

entrepreneurial and business-oriented, while the government should be urged to 

provide the enabling environment for them to operate and flourish. 

10.3.5. Collapse of Pre-NHI MHOs and Non-Establishment of PMHIS 

While the intent of the NHI Act 650 is to encourage and promote the establishment of 

private mutual health insurance schemes (PMHIS), which covers the pre-N II I 2003 

MHOs, it has also put in place clauses that are rather frustrating these same groups. 

Even though the NHI Act 650 stipulates that the government wanted to increase 

coverage in the infonnal sector of the population by using two tiers of mutual health 

insurance: district and private schemes; it is at the same time crippling the private 

mutuals (refer to 6.5.4.3). The reality is manifesting in the perceived bias against the 

private mutual health insurance schemes or the pre-NHI 2003 MHOs. 

Consequcntly. during the transitional period leading to thc implementation of the 

National Health Insurance Act 650 in 2004, the management of some of the pre-NIl! 

2003 MilOs, who felt they could re-constitute their schemes as district-wide mutual 
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health insurance schemes (DMHIS) had discussions with their respective district and 

municipal Assemblies about the need to transform, which was mutually agreed: 

... if you go to laman North and South; the private mutual was 
already in existence but then the district Assembly looking at the 
numbers thought it was already big, so why don't "'e just change 
the face and make it our district-wide mutual ... that is what 
happened in some of the places but the very small ones had to 
col/apse.,. (PMS-16) 

Those that metamorphosed were already based in the district capital towns with large 

membership. For example, the Aduana MHO and Biretuo MHO were very active 

pre-NHI 2003 MHOs but had to transmute into their current status as district-wide 

mutual health insurance schemes in their respective districts for reasons beyond the 

control of the promoters. However, those that were located outside these localities or 

had smaller membership decided to close down completely. The reasons accounting 

for the collapse or metamorphosis of the pre-NHI 2003 MHOs are the same as those 

for the non-establishment of the private mutual health insurance schemes (PMHIS) as 

defined by the Act 650 (see sub-titles below). 

10.3.5.1. Policy Minutiae and Funding Uncertainties of the PMHIS 

While, it is difficult to justify the perception that a calculated attempt was made to 

frustrate the pre-NHI 2003 MHOs, it is not far from right to point out that the clause 

in the NHI Act 650 about the non-provision of subsidy for the private mutual health 

insurance schemes (PMHIS) was deliberate to some extent. The NHI Act 650 notes: 

A private mutual health insurance scheme is not entitled to 
receive subsidy from the National Health Insurance Fund 
established under Part VI of this Act (MOH, 2003d: 19) 

This apparent unfairness is even evidenced in the stipulation of the huge health care 

benefits packages. for the citizenry who register with the district-wide and municipal­

wide mutual health insurance schemes as explained in appendix E. This has greatl) 

reduced the financial confidence levels of the promoters in the communities. They 

have therefore. relinquished their mutual health organisations to the government: 
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... the reasons why the defunct 'Adarkwa Medical Centre's 
Mutual Health Organisation' collapsed were that the 
management and members decided to join the district-wide 
scheme as they could not challenge the premium offered and pay 
for the same benefits package. They would need huge capital 
outlay to continue to operate, and could not operate in isolation 
in the district... (H MP-4) 

That is, to forestall any financial clouts in their operations, the private mutual health 

insurance schemes (pre-NHI 2003 MHOs) decided to close down completely. This 

has also discouraged the promoters of the private mutual health insurance schemes 

(PMHIS) instead of encouraging them to establish and operate side by side with the 

district-wide and municipal-wide mutual health insurance schemes (DMMHIS). 

Some policy makers are pessimistic about the future of the private mutual health 

insurance schemes in the country: 

... no, they cannot resurrect for the simple reason that 
government is exempting so many people from paying premium 
to the district and municipal mutual health insurance 
schemes ... the private mutuals cannot operate v.'ithout everybody 
paying ... the government has insisted that they will not subsidise 
the private mutuals, so they cannot survive, so they are 
dead! ... (P MS-16) 

Logically, continuing their operations would mean that they would need to increase 

their subscriptions, to be able to provide the same or similar health care benefits that 

their members would have struggled to afford. The procedures and processes of 

registration are very cumbersome for any community group of an informal nature 

with limited manpower capacity. Most of the managers of the pre-NHI 2003 MHOs 

were working on voluntary basis and educational qualifications were not the criteria 

for their appointment by their members. The NHI Act 650 requires highest le\'d of 

professionalism from the management of the health insurance schemes. Certain 

minimum qualifications have been spelt out (MOH, 2003d). Howcn~r, these are 

almost absent in the remotest communities. 

There are also the administrative bottlenecks, which the promoters considercd as 

critical to their continuous operations. By the contents of the N III Act 650, e\'cr) 

individual(s) who wanted to establish and operate a health insurance scheme would 
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have to register officially, with the Registrar General's Department and the ~ational 

Health Insurance Council (NHIC). This must be done before they could be issued 

with a certificate to enable them receive and manage funds on behalf of the people. 

The NHI Act 650 also sets out the minimum number of people a health insurance 

scheme must enrol before it could be described as acceptable entity (MOH, 2003d). 

These requirements are seen as limitations to the promoters: 

.. . you see the essence of health insurance is not to spend the 
whole money on covering administrative expenses ... We want to 
spend the money to provide health services to people ... (P MS-13) 

They also face a difficult task of raising the initial registration fees of c 5m old cedis 

and the renewal fees of ¢2m old cedis after every two years (MOH, 2003d, 2004b). 

Their attempt to do this would rather deplete their financial base and would also havc 

had consequence on how they could raise enough money to meet their health care 

claims and other expenditures given the economic status of their target groups. Policy 

makers are aware of the difficulties encountered by private health insurance 

investments in the country: 

... the private mutual requires a lot of capital outlay to 
establish ... If you remember, there was one that was established 
two years ago, it was called Metropolitan Health Insurance 
Scheme .. .It was not viable because they could not rope-in the 
number ofpremium holders that could enable them break-even, it 
was a problem ... (PMS-14) 

The mere fact that the government was involved in the district-wide and municipal­

wide mutual health insurance schemes (DMMHIS) is rather creating a sense of inertia 

in the promoters in the communities. The anticipation is that no individual or group 

of individuals could compete in any programme that the government was directly 

involved in. This is why they are being risk averse instead of risk takers (Kraus. 

2007). It is perceived that the promoters also argue that they and their members 

should be granted access to public funds. Their contributions form part of thc 2.5 per 

cent National Health Insurance Levy from which the government is financing the 
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district and municipal mutual health insurance schemes through the !\ational Health 

Insurance Fund (NHIF): 

... 1 must also admit that a lot of these community based schemes 
{pre-NH1 2003 MHOs] transformed themselves into district 
mutual health insurance schemes {post-NH1 2003 MHOs} under 
the supervision of the district Assemblies and the transformation 
was clearly in the hope that they could access public funds. So 
the public funds may have created incentives for people to 
transform themselves ... (PMS-2) 

The best they thought they could do was either to re-strategise or cease to exist 

altogether; after all, they are also citizens of Ghana: 

... they {PMH1S] may also have problems with the benefits 
packages to provide for their members ... about 60 per cent of the 
population are covered, but who are the 40 per cenl 10 pa.v for 
the rest?... the people said they were wailing for Ihe 
government's scheme to come into effect ... (P MS-12) 

The promoters of the pri vate mutual health insurance schemes (pre-N ill 2003 MHOs) 

realised that there were going to be challenges given that a lot more peopk want to 

register with the district-wide and municipal-wide mutual health insurance schemes 

(DMMHIS). 

10.3.5.2. Non-State Actors 

The influence of international donors and non-governmental organisations (NGOs) in 

reinforcing the belief that community mutual funds could provide the stepping stone 

to ushering in a national health financing strategy cannot be painted blurred. 

However, they do not appear to know how and where to fonnally get involved in the 

activities of the National Health Insurance Scheme and the district-wide and 

municipal-wide mutual health insurance schemes, as the government is seen as the 

main financier. One of their main objectives in the health sector is to help Ilkntil~ 

solutions to the problems of health financial access: 

... if/here is any need/or rt!st!(lrch by the SH1S, how do YUli do II 
in such a wav that il actual(v Iuuches on Ihe poor, impro\'t' 
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access or quality of service, those are the kind of things that the 
. partners are interested in .. .(P MS- J 6) 

Their areas of expertise also include supporting the organisational structure and 

functional areas of the mutual health organisations. Although they have the expertise 

and experiences with regards to the nitty-gritty of the operations of the mutual health 

organisations, the need for their support is perceived to be dependent on the National 

Health Insurance Council and Authority (NHIC) to decide as to how to involve them 

in the educational activities. From the perspective of the donor partners and non­

governmental organisations, they are interested and wish to be involved in the 

implementation of the National Health Insurance Scheme: 

... the donor partners are really interested. They have oJfered 
themselves, but the problem is that the NHIS did not have a 
strategic plan where partners can easily slot in. What most of 
them have being trying since 2003 to ask government is: gil'e liS 

some role to play, but we want the big picture so that we buy into 
the big picture ... (PMS-J6) 

The rather difficult issue at the moment is the absence of a business plan which would 

enable these health sector partners to get involved in the process: 

... there seems to be some misunderstanding between the NHIS 
and the Donor community over which channels to use to make 
their contributions ... (PMS-J J) 

Some respondents are rather unenthusiastic about the possibility of their involvement: 

... but if it is like with the knowledge that we have gained over the 
years from the community experiences,' all that will go to rot 
because there is no formal mechanism for tapping into the 
current system ... (PMS-J 7) 

Although some of these health sector partners are going their own way to support 

some mutual health organisations. the seeming lack of interest from or integration hy 

policy makers is making it difficult for some of the mutual health organisations to 

organise their own training programmes for their stafT due to lack of financial and 

logistics support: 
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... what we assumed was that as central government took over, it 
was all for the better. However, we wished that their support 
could go side by side with contribution from central government. 
That will help improve the system tremendous~\' ... There are still 
some people who need financial assistance. There are some 
people who wish to register but are prevented from doing so due 
to lack of funds for registration. So we think that such a support 
can help such people to be part of the scheme ... (S}vIMHO-3) 

Generally, it can be concluded on this sub-theme that the implementation of the 

National Health Insurance Act 650 had impacted enormously, both on the positivc 

and negative sides, with respect to the concept and operations of the mutual health 

organisations in Ghana. 

10.4. Summary of the Chapter 

This chapter has analysed the external influences on the performance of the mutual 

health organisations. It has revealed that policy makers, traditional leadership and 

other opinion leaders have the ability to encourage their members in the communitics 

to embrace policies introduced by the government. In addition to their rolcs as 

motivators. educators and counsellors, these opinion leaders are also ensuring that 

unity amongst community members is enhanced so as to support the mutual health 

organisations. Again, the chapter has shown that the mutual health organisations are 

confronted with some problems beyond their control. These include the unsupportivc 

attitudes of both members and health care providers. Moreover, it has been made 

known that the introduction of government regulation (NHI Act 650) has had both 

positive and negative effects in the mutual health organisations' environment in 

Ghana. The next chapter presents the analysis and discussion of the empirical 

findings. 
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CHAPTER 11 

ANAL YSIS AND DISCUSSION OF EMPIRICAL FI~DI:\GS 

11.0. Introduction 

This chapter presents the analysis and discussion of the study based on th\? 

interpretation of the empirical findings using the social policy and community field 

theories. The elements identified in the empirical study are extended to help in th\? 

interpretation of these theories (refer to chapter 4: figures 4.1). The chapter is divided 

into four (4) sections. The first section discusses the social policy theory or 

government's intervention in the health sector reform and its dTect on h\?alth 

financing and the mutual health organisations' environment in Ghana. The second 

section examines the community field theory or the community's involvement in the 

health sector reform and their acceptance of the mutual health organisations as newly 

emerging health financing strategy in Ghana. The third section discusses the effect of 

complementarity resulting from the use of the two theories: social policy and 

community field or the relationship between the government and the community. 

Section four is the summary of the chapter. 
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11.1. Social Policy Theory 

As discussed in chapter four (4) the social policy theory explains the intervention of 

government in bringing about the necessary change in society. The various areas such 

as: financial, institutional and social, where the actions of the government of Ghana 

are being demonstrated in the operations of the mutual health organisations, including 

those in this study, have been discussed. 

11.1.1. Financial Performance and Viability of the MHOs 

Measuring the financial performance of the four mutual health organisations in this 

study on the basis of the financial viability model used (refer to chapters 8 and 9). the 

analyses show that the results are mixed depending on a particular mutual health 

organisation. However, these must also be considered in the light of certain 

limitations resulting from multifaceted risk management and/or statistical problems: 

... what we found out was that the premium was fixed ... there were 
no actuarial studies done to determine how much the potential 
contributors could pay ... after determining the disease 
burden ... because they did not do that, there hm'e been 
problems ... (H MP-l) 

Some researchers explain that the financial perspective is meant to determine how far 

an organisation has accomplished its financial goals by identifying how the 

organisation wishes to be seen by its shareholders and other stakeholders: 'key 

measures of the financial perspective include operating income. return on capital 

employed, sales growth, return on assets, and asset turnover' (Tsamenyi et al., 

2008:4), However, for a non-profit making organisation like a mutual health 

organisation, the desire to achieve the financial objectives may not necessarily be to 

ensure profitability. return on capital employed and sales growth, among others. The 

aim is to break-even by ensuring that there are enough reserve funds (refer to p.150) 

to cover average expenses, control spiralling operating costs and be able to pay claims 

to healthcare providers (Cripps et al., 2003; Wipf and Garand, 2008). As indicated in 

chapter 9, it is difficult to assess the financial viability of the four mutual health 

organisations on the basis of their long term liabilities due to limitations in the 
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financial statements provided for analyses. The discussions below help to amplit~ 

this point. 

11.1.1.1. Liquidity Ratio 

The analysis in chapter 9 showed that the liquidity ratio of all the four mutual health 

organisations could not be calculated due to lack of adequate data, as the accounts had 

not been audited (refer to chapter 8). However, since their reserve funds (refer to 

p.150) show surpluses instead of deficits, it could be concluded that they do not have 

liquidity problems (refer to 9.2.4.5; and see appendix M). Nonetheless. there is a 

delay in the release of the National Health Insurance Fund (NHIF) for disbursing with 

Claims to healthcare providers (compare with 10.2.2), which is affecting how 

frequently they could payoff their liabilities, if any. The issue relates to the 

applicability of the financial viability indicators used to assess the mutual health 

organisations in this study. The mutual health organisations need to ensure that their 

financial statements are audited annually (see MOH, 2003d, 2004b), to be able to 

measure their performance on the basis of liquidity ratio. 

11.1.1.2. Solvability Ratio 

Like the liquidity ratio, there was lack of adequate data to measure the solvability 

ratio of the four mutual health organisations since the accounts had not been audited 

(refer to chapter 8). However, since their reserve funds (refer to p.150) show 

surpluses instead of deficits (refer to 9.2.4.5; and see appendix M), it could be 

concluded that they are not at the brink of insolvency. This also brings to the fore the 

suitability of the financial viability indicators used to assess the sustainability of the 

four mutual health organisations in this study. Therefore. the management of these 

mutual health organisations will have to comply with the regular auditing of their 

financial statements as contained in the regulations underlying their operations (sec 

MOl-I. 2003d, 2004b). They also need to open assets register to be able to monitor, 

evaluate and provide depreciation on them for future audit purposes. The Ghana 

Audit Service must be resourced in areas of technological innovation and 

administrative systems to be able to carry out their duties effectively and timely. 
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11.1.1.3. Ratio of Coverage of Expenses 

As pointed out in chapter 9, although it could be argued that the MHOs might hayc 

reserves because their third source of income: the 'Other Income' (01) constitutes 

financial contributions from donor organisations and philanthropists or accrued 

interests on fixed deposits (refer to 9.2.1, 9.2.4.1; and see appendix I), there wcre no 

balance sheets available to support this claim. As explained in chapter 8 'surplus' is 

used as a proxy for 'reserves' in this study to indicate the surplus (es) accrued by the 

four MHOs at the end of the financial year (refer to p.150; 9.2.4.5; and see appendix 

M). This was used to measure their financial performance and viability on the basis 

of ratio of coverage of expenses. Hence, using the ratio of coverage of expenses to 

measure their financial performance, the study observes that there are inconsistencies 

in the way the mutual health organisations are performing: the results are mixcd. 

Whereas the Aduana MHO achieved a ratio of 0.65 in 2005, which is not satisfactory, 

this increased to 11.85 in 2006, which is impressive. While the Asakyiri MHO 

attained a ratio of 8.45 in 2005, which is commendable, this was rather reduced to 

2.36 in 2006, which is above average but not encouraging. In the case of the Asona 

MHO, whilst it was able to record a ratio of 2.14 in 2005, which fell below 

expectation, this decreased further to 0.80 in 2006. In its case, the Biretuo MHO 

achieved a ratio of 10.03 in 2005, which is impressive. However, this was reduced to 

1.93 in 2006, which is not all that impressive. 

In the light of the above, it is evident that none of the four mutual health organisations 

maintained any consistency and their overall financial performance could be seen as 

poor. The overall observation is that there are some variations in regards to how the 

four mutual health organisations are making expenses against their accumulated 

reserves. That is, with regard to ratio of coverage of expenses, it is uncertain whether 

these accrued reserve funds could correspond to the average expenses for at least a 

period of three or six months without recourse to borrowing (refer to p.150; 9.2.4.5; 

and see appendix M). However, this must be seen in the light of the approach used to 

analyse the reserve fund (sec Atim, 1998, 200 I, Atim el al .. 1998, 200 I a; Cripps t!1 

al.,2003). The management teams need to improve their financial and administrative 

capacity to be able to bring down incidental expenses to the barest minimum. 
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11.1.1.4. Ratio of Subscriptions to Expenditure 

From the analyses in chapter 9, it is apparent that all the four mutual health 

organisations could not achieve a ratio of 1, in respect of their ratio of subscriptions to 

expenditure. All the four mutual health organisations are facing serious problems 

with regards to the determination of suitable premiums for their informal sector 

population groups. Moreover, there were some difficulties in determining this ratio as 

the subscriptions figures used are based mainly on premiums accrued from the paying 

informal sector (PIS) members. The formal sector members' premiums, which form 

2.5 percent of their 17.5 percent contribution to Social Security, do not go directly to 

the mutual health organisations. These are paid directly into the National Health 

Insurance Fund (NHIF) by Social Security and National Insurance Trust (SSNIT). 

The social group members do not pay premiums at all. Therefore, these could not be 

accounted for by the four mutual health organisations as part of their subscriptions. 

Thus, the financial viability ratio could not be applied effectively in this study. The 

government, through the National Health Insurance Council and Authority (NHIC and 

NHIA) should be able to give the management teams some idea about the expected 

revenue from their formal sector membership, which will help them make projections 

about how much subscriptions they accrue from this source of income. 

11.1.1.5. Ratio of Operating Costs to Income 

The financial performance of the four mutual health organisations in relation to the 

ratio of operating costs to income is not very good. The study reveals that overall all 

the four mutual health organisations are not doing remarkably well in curtailing 

incidental costs to running the schemes. The Aduana MHO did not do well by 

controlling these costs as it recorded 18 percent in 2005 and 14 percent in 2006, 

which arc more than the stipulated 5 percent (see Cripps et al., 2003). Beyond this, its 

financial performance on the basis of ratio of operating costs to income would be 

described as poor or unacceptable. In its case, the Asakyiri MHO recorded a ratio of 

16 percent in 2005 and II percent in 2006. These show a poor performance by the 

management of the scheme since the ratios are still more than the stipulated 5 percent. 

Whilst the Biretuo MHO was able to break-even by recording a ratio of 5 percent in 

2005, it performed unsatisfactorily in 2006 as it achieved a ratio of operating costs to 

income of 23 percent. However. the Asona MHO's financial performance on the 
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basis of this ratio is motivating as it achieved a ratio of operating costs to income of 

only 3 percent and 1 percent in 2005 and 2006 respectively. 

Generally, all the four mutual health organisations are performing differently with 

regards to how they are spending on administration and management. The\' are 

spending between them 1 percent and 23 percent of their incomes in meeting 

operating costs. It is only Asona MHO, which spent less than 5 percent in 2005 and 

2006 consecutively. These costs could rise as time goes on depending on the intensity 

of their respective activities. The problems emanate from the fact that all the four 

mutual health organisations are located in district and urban areas where there are 

sparse population settlements (GSS, 2005). Most of the people cannot be reached 

easily by radio and television advertisements (refer to 9.4). The management teams 

have to travel to these communities to educate the people during registration periods. 

There is the need for the management teams to sensitise the community leadership 

with regards to the concept of health insurance and mutual health organisations. 

While this will enable them to educate and convince their own people, it will also help 

cut down on vehicle running costs and the costs of paying for radio and / or television 

advertisements, which will not reach all the people, anyway. 

11.1.1.6. Ratio of Efficiency in Collecting Dues 

Although the 2005 expected dues could not be estimated, all the four mutual health 

organisations obtained different results in respect of the rate of payment of dues or 

ratio of efficiency in collecting dues in their second year of operation in 2006 (refer to 

chapter 9). Even so, there are contributory factors, which go beyond their physical 

inability to collect dues or subscriptions. There were some difficulties in calculating 

this ratio. Only the paying informal sector (PIS) members' dues could be used as the 

amount of dues collected in 2005 and 2006. Making estimates in 2005 was 

problematic for the mutual health organisations as they did not have the information 

needed to estimate their premiums until members, especially, the paying infomlal 

sector (PIS) members had registered. Therefore, in calculating the ratio of efficiency 

in collecting dues for 2006, the 2005 subscriptions collected werc used as the 

expected subscriptions since none of the four mutual health organisations had actuall ~ 
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made any projections. The issue relates to the applicability of the financial viability 

model applied in this study (refer to chapters 8 and 9). 

As explained earlier, the mutual health organisations do not receive the 2.5 percent 

Social Security and National Insurance Trust (SSNIT) contributions from their fonnal 

sector members directly into their accounts. The MHOs prepare estimates for 

submission to the National Health Insurance Council and Authority (NHICINHIA) 

regarding the social group members (indigents, under 18 years and 70 years) they 

would provide services for, to enable the NHICINHIA pay claims on their behalf to 

health providers (compare with 9.1.3.3 and 9.2.1). 

In addition, the tariff set under the NHI Act 650 (MOH, 2003d, 2004b), is creating 

problems for the mutual health organisations to set flexible premiums to meet the 

financial ability of the people who cannot mobilise the minimum ¢72,000.00 to enrol. 

Whilst the government should review the NHI Act 650 (MOH, 2003d, 2004b), to 

address the inequities caused by the tariff (in setting premiums), the management 

teams should also endeavour to intensify their educational activities. This will 

convince the people in the paying infonnal sector (PIS) to enrol and contribute to the 

financial viability of their respective mutual health organisations without over­

reliance on the NHIF (compare this with 11.1.1.8). 

Since the above financial viability indicators could not help to give a clearer picture of 

the financial perfonnance and viability of the mutual health organisations, other 

linancial indicators have been considered, as discussed below. 

11.1.1.7. The Effect of Excessive Healthcare Utilisation Rate on the i\1HOs' 

Income and Expenditure 

It must be emphasised that healthcare utilisation rate is a non-financial indicator or 

issue. It measures the perfonnance of the mutual health organisation in respect of 

how members access health care (refer to tables 10.1 and 10.2 for detailed analyses). 

This in itself is not bad because the aim of the MHOs is to increase their members' 

linancial access to health care (see chapters 3 and 7). A relationship has to be 

established between 'excessive utilisation' and MilOs' Income and expenditure. 
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which has a negative effect on their incomes and the management teams of the MHOs 

need to check it (see Cripps et al., 2003). 

It would be realised (refer to 10.2) that there are issues of health insurance risk 

factors: moral hazards, adverse selection, and abuse of services affecting the 

operations of the mutual health organisations in this study. These are being 

perpetrated by both insured members and contracted health care institutions (refer to 

3.3 and 10.2). The financial implications of excessive healthcare utilisation rate and 

associated health insurance risk factors on the mutual health organisations in this 

study can be seen in how they are paying huge healthcare claims to their contracted 

health care providers (refer to 9.2.4.3 and see appendix K). These have tremendous 

effccts on their incomes, expenditure patterns and reserve funds (financial viability) as 

explained below. 

It is clear from chapter 9 that increases in the overall revenue of the four mutual 

health organisations are dependent upon 'National Health Insurance Fund' (NHIF) or 

government subsidy. It is evident (refer to 9.2.4.3) that all the mutual health 

organisations depend heavily on the 'Government subsidy' (NHIF) released towards 

'Claims' to meet their total health care Claims. It would be recalled that in the 2005 

accounting period, the 'NHIF Claims as a percentage of Total Health Care Claims' 

ranged from 92 percent to 254 percent between the four mutual health organisations. 

Subscquently, in the 2006 accounting year, the rate ranged between 30 percent and 

196 percent. This is attributed to the fact that: 

... now we have increased the package with more benefits ... JfW€ 
are to allow the new system to continue without government's 
intervention, it will collapse the scheme within days ... (SMMHO-
3) 

The analyses show that the 'National Health Insurance Fund' (NHIF) is their major 

source of funding. It contributed more than 50 percent to more than 70 percent to 

their incomes in the 2005 and 2006 fiscal periods respectively. Although, the mutual 

health organisations are making efforts to generate incomes from premiums or their 

'Paying Infonnal Sector' (PIS), this constituted less than 50 percent in 2005 and less 

than 40 percent in 2006 financial periods respectively. \\'hereas some of the mutual 
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health organisations are receiving donations and or accruing interest on their fixed 

deposits under 'Other Income' (01) source, others are not receiving much. This 

means that people who have the ability to pay more are not paying more than their 

stipulated premiums. This is defeating the intention of policy makers to encourage 

benevolence amongst the people in the communities: 

... the law takes due cognizance of the fact that individual 
circumstances differ ... There are those who can even afford to 
pay a million old cedis (¢lm) if we so ask them to, but for 
reasons best known to the lawmakers, they set the ceiling at four 
hundred and eighty thousand old cedis (¢480,000.00) and the 
floor is seventy two thousand old cedis (¢72, 000.00), which is a 
wide gap ... (PMS-13) 

This means that some of the mutual health organisations might have had financial 

problems: 

.. . yes, some will not be able to reimburse their health providers, 
you see the way they are operating, it is not strange because you 
have a situation where there is a big number ofpeople 'rvho don't 
pay premium(s) and it has to comefrom government ... (PMS-16) 

The intention of policy makers is that the NHIF is to serve as reinsurance for the 

district and municipal mutual health organisations (see MOH, 2003d, 2004b). 

However, it is obvious that attaining this goal in the short to medium term is 

becoming rather difficult: 

... yes, 1 mean the fundamental design is that they will be 
autonomous institutions but the process that will lead to full 
autonomy is one that will take time. We wanted to wean 
ourselves from or wean them from complete public funds in a 
two-year period. We have learnt that is not feasible and that \H' 

needed to revise the timetable for achieving autonomy ... (PMS-]j 

Among other things, the rate at which the four mutual health organisations an: 

utilising their incomes in meeting expenditures has been discussed to help draw some 

conclusions from their reserve funds (refer to p.150; see appendix M). These would 

help explain as well as give credibility to the argument as to whether the mutual 

health organisations are performing well financially or not. The financial 
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perfonnance of the four mutual health organisations In relation to how they are 

utilising the accrued incomes to settling expenditures, the study argues that all the 

four mutual health organisations are not ensuring financial prudence. Obyiously. all 

the mutual health organisations are generating high incomes, but with corresponding 

increases in their expenditure patterns. In the 2005 fiscal year, all the mutual health 

organisations spent between them 54 percent and 95 percent of their incomes meeting 

expenditures. Equally, in the 2006 fiscal year, they spent between them 50 percent 

and 94 percent of their incomes on expenditure. Therefore, future viability on the 

basis of this level of spending is questionable: 

... brought a lot of pressure on the finances of the scheme. For 
instance, we sometimes pay as much as five million old cedis 
(¢5m) monthly as claims from the health facilities ... (BRMHO­
M-10) 

Although the results indicate that the four mutual health organisations are doing well 

in meeting their expenditure, they are not able to meet their expenditure solely on the 

income from their 'paying infonnal sector' (PIS) source but the NHIF component. 

The results draw attention to the fact that whilst there is room for optimism on one 

hand, there is equally room for pessimism about future financial viability. This 

apparent lack of economic and financial management prudence on their part might 

speed up their early collapse. Efforts at achieving financial self-sufficiency would be 

hindered when the government withdraws its subsidy: 

... they are in a very potentially dangerous situation as they 
continued to receive top up money from government. The value 
of the subsidy and corresponding expenditures had never been 
heard of before in the lifespan of the mutual health organisations 
in the country ... (PMS-17) 

Although the subsidy (NHIF) was required to assure their financial viability. this 

seeming sense of complacency is creating challenges for their financial \iability: 

... without government support ... we are not sustainable if 
governmenl doesn 'I cvme in. Government will nvt come in and il 
means Ihey will allow the schemes tv dv their own Ihings. Ihat is 
why .. .for now we are nvl financia/~l' sustainable if gv\-'ernment 
doesn 'I help ... (SMAfHO-l) 
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Crucially, these analyses were made against the background of certain limitations 

faced by these four mutual health organisations. The analyses show that the mutual 

health organisations are facing financial challenges posed by the provision of free 

health care to the social group members who are in the majority. They are operating 

within the parameters of uncontrollable utilisation of health services by their 

members. The management teams need to improve their technical capabi lity to be 

able to deal with the health insurance risk factors: adverse selection, moral hazards 

and abuse of health services (refer to 3.3 and 10.2). 

Thus, the observation is that their expenditure patterns are essentially influenced by 

excessive health care utilisation rate (refer to 10.2), as the four mutual health 

organisations are paying huge sums of monies against expenditures, especially on 

claims to their contracted health care providers. In 2005, the Aduana MHO paid 

claims to health care providers which amounted to ¢592m. This increased to ¢661 m 

in 2006. The NHIF contribution used to pay these otT constituted I 16 percent and 196 

percent in 2005 and 2006 respectively. The Asakyiri MHO also paid claims to health 

care providers to the tune of ¢295m in 2005 and ¢722m in 2006. The NHIF released 

towards health care claims represented 254 percent in 2005 and 30 percent in 2006. 

The Asona MHO received and paid health care claims of ¢ 1,620m in 2005, which 

increased to ¢ 17,206m in 2006. These were paid off with the NIlIF released towards 

health care claims, which represented 92 percent in 2005 and 77 percent in 2006. The 

Biretuo MHO also received and paid its contracted health care providers claims, 

which totalled ¢ I, 736m in 2005 and ¢5,869m in 2006. It was able to offset these bills 

by using NHIF income towards health care claims, which represented 112 percent in 

2005 and 93 percent in 2006. The mutual health organisations were able to payoff 

these claims using funds released under the NHIF, which constituted between them 30 

percent and 254 percent (see appendix K). 

Some policy makers perceive that the management teams seem to ha\'e been turned 

into: .... cashiers and dispensers ... · (PMS-J 7) of funds from the mutual health 

organisations to the healthcare institutions: 

... the current schemes are enjoying the release offunds by the 
government ... (PAJS-J2) 
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The two actors (mutual health organisations and health care providers) are seen as 

government institutions dependent on central funding. Therefore, the mutual health 

organisations find it difficult to negotiate with the healthcare providers about quality 

of care issues (refer to chapter 3). The view is that although the amount of money 

paid in healthcare claims depends on the size or membership of the mutual health 

organisation, the payment of claims or expenditures increases with concomitant 

increases In Income: 

... we have about 10,000 average monthly health facility 
attendance and we pay close to about eight hundred mil/ion old 
cedis (¢800m), a month in claims ... (SMMHO-2) 

The perception of respondents is that the management teams of the mutual health 

organisations (DMMHIS) are complacent in the management of their funds since they 

could rely on huge subsidy inflows from the National Health Insurance Fund (NI I1F). 

They appear to lack the ability to plan any meaningful budget based on the revenue 

from their paying informal sector (PIS) membership as well as deal with the health 

insurance risk factors mentioned. The increasing healthcare bills far outweigh the 

money generated and available from their own paying informal sector (PIS) domains. 

While it is difficult to determine and regulate the number of times members might fall 

sick and utilise health services, it is important for the Ghana health sector 

(MOH/GHS) to intensify its public. health educational campaigns. This will reduce 

preventable diseases in the population. Some of the reasons why the mutual health 

organisations are not able to raise enough revenue from their paying informal sector 

memberships to meet increasing health care claims are discussed below. 

II.I.I.S. The Effect of NUl Act 650 Tariff Structure on PIS Income 

It must be noted that 'tariffs' cannot be discussed on its own unless its impact IS 

measured against the Paying Informal Sector (PIS) Income of the MHOs. The tarin' 

structure under the NHI Act 650 (MOH. 2003d. 2004b). as discussed in this study is 

just a price list ranging from C72,000.00 to c480,OOO.00 (refer to 9.2.2). Based on this 

list. the four MHOs dccided to charge their PIS members the minimum premium of 

c72.000.00 per annum (dues. premiums and subscriptions or even the tarilT can bc 

used interchangeably). The tariff structure has both positivc effects (in respect of how 
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PIS members' access to health care has been improved by enrolling) and negathe 

effects (in respect of how other people in the paying informal sector cannot raise the 

minimum premium to enrol) on the operations of the MHOs. The discussions on the 

above sub-title in this study are focused on the negative effects of the tariff structure 

on the PIS Income (refer to chapters 9,10 and see 12). 

It was important to explore whether the four mutual health organisations could pay 

claims to their health care providers from their own internally generated funds. From 

the analyses in chapter 9, it is evident that some of the mutual health organisations are 

mobilising more revenue from their paying informal sector (premiums) than others. 

In 2005, the Aduana MHO's paying informal sector contribution to its total income 

was ¢652m (35 percent) and ¢294m (14 percent) in 2006. The Asakyiri MHO in 

2005 accrued income of ¢439m (30 percent) from its paying informal sector and 

¢274m (17 percent) in 2006. The Asona MHO received an amount of c842m (31 

percent) in 2005 and ¢ 1, 769m (21 percent) in 2006. The Biretuo MHO also accrued 

income from its paying informal sector which amounted to ¢1,993m (41 percent) in 

2005 and ¢3,472m (38 percent) in 2006 (see appendix L). 

In the second consecutive fiscal periods, the Asona MHO and Biretuo MHO were 

more active in mobilising substantial revenue from their paying informal sector than 

their counterparts - the Aduana MHO and Asakyiri MHO. The reason is that the 

Asona MHO and Biretuo MHO are located in regions richly endowed with natural 

resources, and where agricultural activities are booming. However, the Aduana MHO 

is located in a region where the major natural resources and activities are fishing and 

some fruit and vegetable farming. This region has a large formal sector employee 

pool because it is the headquarters of many central government departments and 

industries. The Asakyiri MHO is also located in a region where the majority of 

people are in the civil service, public sector, mining companies, and self-employed 

trading with few agricultural activities. As can be seen from appendices Band D 1-

D4, all the mutual health organisations in this study han~ different membership based 

on their respective regional, district and municipal populations (see GSS, 2005). 
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Significantly, in any particular year and for the two years (2005 and 2006) put 

together, contributions from informal sector members of all the mutual health 

organisations did not equal 50 percent of their entire revenues generated. When this 

was set against expenditure patterns, it emerged that they were finding it di fficult to 

meet health care claims through the premiums from paying informal sector members. 

This could be attributed to the reason that there are few people in the population who 

are paying direct cash and form only about: 

... 20 percent of the population paying cash ... what happens to the 
80 percent not paying cash? .. we should also look at the 
economic activities and wealth of the communities to target 
premiums ... No society is static and we think production will 
improve which will lead to national economic growth. .. (PMS-l J) 

The Asona MHO and Biretuo MHO are able to raise substantial premiums from their 

paying informal sector (PIS) members in comparison with Aduana MHO and 

Asakyiri MHO. To sustain the schemes on the basis of their informal sector 

premiums, respondents suggest: 

... the need for additional sources of revenue especial~v. by 
encouraging those who can pay more to pay more. We should 
also encourage the Churches and Mosques to be involved in the 
fund-raising activities ... (HMP-4) 

There is the need to raise additional funds through community fund-raising activities. 

The above notwithstanding, it is evident that many people in the paying informal 

sector cannot raise the minimum premium of e72,000.00 set under the NHI Act 650 

tariff structure (MOH, 2003d, 2004b), to be able to enrol together with their large 

family sizes (refer to 9.1.3.4 and 9.4). The NHI Act 650 tariff structure is set between 

¢72,000.00 and ¢480,000.00 (refer to 9.2.2). At the same time, the mutual health 

organisations do not have the power and authority to set premiums below the 

minimum e72,000.00 to meet the financial capabilities of the poor people in their 

communities since the tariff structure was set by the Parliament of the Republic of 

Ghana. Any review of the tariff structure under the NIH Act 650. must have recours~ 

to Parliament rather than to the Board of Directors or General Assemblies of the 
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respective mutual health organisations (see 11.3.3 and 11.3.4). A critical review of 

the NHI Act 650 to reflect the economic circumstances of the people in the informal 

sector of the economy will help address this imbalance (see MOH, 2003d. 2004b: 

ass, 2005). 

11.1.1.9. Reserve Funds of the MHOs 

While it could be argued that the MHOs might have reserves because their third 

source of income: the 'Other Income' (01) constitutes financial contributions from 

donor organisations and philanthropists or accrued interests on fixed deposits (refer to 

9.2.1, 9.2.4.1; and see appendix I), there were no balance sheets available to firm up 

this assumption. In view of this, it would be recalled from chapter 8 that 'surplus' is 

used as a proxy for 'reserves' in this study to show the surplus (es) accrued by the 

four MHOs at the end of the financial year (refer to p.150; 9.2.4.5; and see appendix 

M). This was the approach used to measure their financial performance and viability 

in chapter 9. Despite the fact that the mutual health organisations are paying huge 

sums of monies against expenditures, their reserve funds (refer to 9.2.4.5) show a 

contrasting picture indicating that they are in good financial position because they 

recorded surpluses: none of them posted deficits (see appendix M). Therefore, the 

analyses in chapter 9 show that the Aduana MHO's reserves were ¢97m in 2005 and 

¢985m in 2006. The Asakyiri MHO recorded reserves of ¢609m and ¢261 m in 2005 

and 2006 respectively. On its part, the Asona MHO's reserve fund figures were 

¢418m in 2005 and ¢530m in 2006. Equally, the Biretuo MHO posted reserves of 

¢2,220m in 2005 and ¢ 1 ,284m in 2006 financial periods. 

In the light of the above, the question is whether these reserve funds could help them 

survive and operate up to at least three or six (6) months without recourse to 

borrowing, despite using the approach where the surplus at the end of the financial 

year is used as a proxy for reserves (refer to p.150; 9.2.4.5; and see appendix M). The 

point of view is that it is difficult to establish the financial \'iability of the mutual 

health organisations in this study on the basis of their actual reserves (see 1 LO. 2005). 

due to limitations in the financial data provided (refer to chapter 8). This must also be 

seen in respect of statistical difficulties with regards to detennination of prospective 
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members and suitable premiums as well as risk management inadequacies on the part 

of management. These are affecting the financial issues in this study. 

Generally, the main limitation in the analysis of the income and expenditure patterns 

of the four mutual health organisations is that their incomes are 'underyalued' since 

they could only account for what was accrued from the 'PIS' and 'or sources (see 

appendix I). Obviously, the formal sector members' contributions do not go directly 

into the schemes' coffers but into a government chest-NHIF. Additionally. the social 

group members do not pay for their premiums since they are exempted under the NHI 

Act 650 (see MOH, 2003d, 2004b). This greatly affected the application of the 

financial viability model used in this study (refer to chapters 8 and 9). Invariably. the 

apparent lack of data or inadequate financial information seems to be a recurring 

feature in the study of mutual health organisations, a point hinted by earlier 

researchers (see Atim, 1998, 1999, 200 I; Atim et al., 1998, 200 I a; Musau, 1999). 

11.1.1.10. Uses of the Financial Information by the MHOs 

The discrepancies in the financial performance of the four mutual health organisations 

could be explained by the accounting system in place and how the management teams 

understand and use the financial information generated. The income and expenditure 

information generated are used as a means of financial reporting to their respective 

Board of Directors and the General Assemblies during Annual General Meetings 

(AGMs) rather than using the financial ratios to give a vivid picture of the growth or 

decline in the accumulated funds like any other profit making organisation (sec 

Tsamenyi et al., 2008). 

Since they have been incorporated into the Ghana Civil SCJ"\I'ice as ciyil servIce 

institutions, the mutual health organisations have to comply with the public sector 

accounting principles (sce Rahaman and Lawrence. 2002; Mensah t!1 £II.. 2003; ECA. 

2004; IC AGH. 20 I 0), Even as the management of the four mutual health 

organisations are able to use their accounting systems as a form of internal control 

measures, their efforts are also thwarted by inadequate staff with requisitc accounting 

skills. It must be emphasiscd that most of the current statT of the four mutual health 
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organisations who have professional qualifications than their predecessors who 

operated during the pre-NHI 2003 MHO era, were appointed in 2005 (see appendix 

F). Each of the four mutual health organisations has only one accountant, who is 

supported by the claims manager (eM). The overwhelming nature of the tasks to be 

performed by these personnel coupled with other factors, which are external to their 

environment, are making the realisation of effective internal control objecti\'es rather 

difficult: 

... with the accounting system, the provider provides the service 
and the bill is submitted ... we go there to check the background 
and we pay ... it is possible certain documents will slip through 
but... if you work in league, sometimes some of these things are 
possible, they go to minimum level and that will not go to affect 
the source of the business ... you need to have the expertise to do 
all these things ... (SMMHO-l) 

Moreover, the financial information generated is not used for planning purposes or in­

depth budgeting of their operations. As they are operating as civi I service 

organisations under the supervision of their respective district and municipal 

Assemblies, the four mutual health organisations are required to prepare budget 

estimates for submission to the National Health Insurance Council and Authority 

(NHIC and NHIA) on the basis of the number of social group members they would 

provide healthcare to within any given period: 

... we depend on national subsidy, which is also based on certain 
formula in terms of the number of registered indigents. under 18 
years and 70 years and over members ... if at the beginning of the 
year we give the impression that we have about on(v 30 percent 
of the people but in course of the year we register about 60 
percent... whatever problem we have... we have to wait ... 
(SMMHO-4) 

This is done on quarterly basis according to the public sector financial regulations and 

the procedures sd for the release of the financial encumbrance (FE) by the ~1inistl!' of 

financ~ and Economic Planning (MFEP) through the Controlkr and Accountant 

General's Department (CAGD) [(see Mensah et 01.. 2003)]. The aim of th~ budget 

311 



estimates is to ensure that the social responsibility of the government is fulfilled. 

Furthermore, this accounting practice is characteristic of public sector organisations in 

sub-Saharan Africa in general and in Ghana in particular (see ECA. 200~). This 

bureaucratic protocol together with other factors results in inefficient perfonnance in 

most public sector organisations in these countries. There is the need to review this 

system to enhance performance. Some researchers have made a similar observation 

that when organisations in less-developed countries like Ghana are under the 

administrative control of central government, they tend to perform poorly in financial 

tenns (see Tsamenyi et al., 2008). Therefore, this finding is consistent with the 

positions of other researchers who argue for a balance of economic and social 

measures of performance since the financial indicators may not reflect all facets of 

performance of an organisation (see Prizzia, 200 I; Tsamenyi et aI., 2008). 

Despite this, the study argues that the intervention of the governmcnt of Ghana 

through the introduction of NHI Act 650 has contributed to strcamlining thc financial 

managemcnt system of the mutual health organisations as they can now acccss 

extcrnal funding in addition to the premiums they accrue from thcir paying infonnal 

sector (PIS) memberships (refer to chapters 7 and 9). They also have the regulatory 

responsibility to audit their accounts, despite the delay (MOH, 2003d, 2004b). This 

has enhanced their financial viability objectives (see Tsamenyi et al., 2008). This 

perspective is consistent with the observation made by othcr researchcrs that when 

regulations arc introduced into the operations of 'not-for-profit' organisations like 

charities or the mutual health organisations, they tend to have cnonnous influence on 

their accounting practices and standards of financial management (see Palmcr et a/., 

200 I; Palmer and Randall, 2002; Morgan, 2009). Further, this supports Morgan's 

observation that changes introduced under the Charities Act, 1993 and Statemcnt of 

Recommended Practice on Accounting and Reporting by the Charity Commission in 

the United Kingdom had led to an improved professionalism in thc financc and 

financial management of such organisations since the treasurers or accountants 

endeavour to make substantial efforts to meet the new rules (see Central Board of 

Finance, 1997; Charity Commission, 2005; Morgan, 1999. 2003, 2009). 

Due to the paucity in the financial data coupled with the need to consider other non­

financial factors to detemline the viability of mutual health organisations. the stud~ 
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argues that there is the need to examme the performance of the mutual health 

organisations on the basis of their contribution to social, economic and political 

dimensions of the economy. This somehow supports the observation by Wipf and 

Garand (2008), that although most micro-insurers do not collect sufficient or the right 

kind of data, there are some that collect too much data. For that reason, there is a 

trade-off between the cost of collecting additional data and the incremental gains from 

the added information. These analysts observe that whereas too much data collection 

can be costly, it is also true that inadequate information will impair management 

capability and the development of the business, in this case, the mutual health 

organisations (see Wipf and Garand, 2008). 

However, this study argues that the management of the mutual health organisations do 

not measure their performance and financial viability solely on financial performance 

(financial viability indicators). Respondents including the scheme managers have 

different perspectives on the issue of financial viability and the overall sustainability 

of the mutual health organisations: 

.. . sustainability depends on education and then numbers , .. 1 will 
not go for the highest level of the premium ... 1 believe that }"'ith 
the numbers, ifwe have more people on board, the sustainability 
will be assured ... (SMMHO-I) 

Other respondents also perceive financial viability as well as overall sustainability of 

the mutual health organisations to be dependent upon: 

.. . financial viability depends on a number of factors, important 
among which is that they [MHOs] will need to have more 
members because few people will lead to less viability. We need 
to also intensify education ... at the moment we have not even 
managed to cover 50 percent of the population. We need to do 
the following: cover 95 percent of all health conditions, 5 percent 
of HI VIA IDS, cancer, increase revenue mobilisation, the Act 650 
should be amended to close the gap in age.,.the current law 
implies that people betlveen the ages of J 8 and 69 years are 
paying the premiums ... ho't\!ever, those between / and /7 years,' 
and 70 years and over are not paying premiums ... meanwhile, 
they are the majority in the population ... we might require 
gol't.'rnment subsidy for sometime ... all schemes "'ill not be 
sustainable ~r the gOl'ernment does not subsidise or gi"e 
subvention ... (Si\J.\1HO-3) 
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It is against the background of this fmding that the study recommends the need to 

extend financial performance measures of the mutual health organisations beyond the 

traditional financial indicators, which is similar to what has been suggested (see 

Bri gnall , 1993; Brignall and Ballantine, 1996; Cochrane, 1993; Johnson and Kaplan. 

1987; Johnson, 200 l: Tsamenyi et aI., 2008). This finding further confirms similar 

recommendations that there is the need to identify and re-focus performance measures 

from the extant short-term financial orientation to that of a long-term qualitative 

analysis, highlighting the human, social and environmentally sustainable development 

aspects (see World Bank, 2000; Tsamenyi et at., 2008). 

The finding is similar to and has a relationship with the approach adopted by some 

researchers who evaluated the performance of some organisations in Ghana using a 

range of financial and non-financial measures (see Tsamenyi et at., 2008). Tsamenyi 

et al. (2008), argue that the community perspective is an additional dimension, which 

is crucial for measuring the outcome of organisations. Thus, there is the urgent need 

to examine the success or failure of mutual health organisations in terms of services 

provided to the community. They suggest that the main measures of the community 

dimension of the performance of organisations encompass employment creation, 

contribution to government revenue, public image and contribution to community or 

society projects. This perspective is principally important because state-owned 

organisations such as the district and municipal mutual health organisations were 

established with the sole aim to serve the interest of the community or society in 

which they are located (see Leith and Soderling, 2000; Tsamenyi el al., 2008). 

A Ministry of Health document confirms this and notes that the design of the National 

Health Insurance Scheme (NHIS) takes cognisance of the fact that about 70 percent of 

Ghanaians are in the non-formal sector of the economy (MOH, 2004d): 

The health insurance scheme has been designed with the aim to 
offer healthcare access to the poor and vulnerable in society 
taking into consideration principles [such as]: equity, risk 
equalisation, cross-subsidisation, solidarity. quality care, 
efficiency in premium collection and claims administration. 
community or subscriber ownership, partnership, reinsurance and 
sustainability (MOH. 2004d: 7-8) 
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Some of the areas where government's intervention is demonstrated in meeting the 

interests and expectations of the community or society through the mutual health 

organisations have been discussed below. 

11.1.2. Financing and Improved Financial Access 

The government of Ghana has the poor at the heart of decision-making process 

because majority of the people are economically disadvantaged and are in the 

informal sector (refer to chapter 5 and table 6.6). The pre-NHI 2003 MHOs were 

providing health care financial access to their members as evidenced in earlier studies 

(see Atim, 1999; Dablu, 2001; Aikins, 2003; Arhinful. 2000, 2005). The study 

reveals that since the government has intervened and is providing subsidy through the 

NHIF to the post-NHI 2003 MHOs, it is serving as a strong incentive for people to 

join them (Marcadent, 1999; Ron, 1999; Desmet et al., 1999; Eisenblaetter et aI., 

2001). 

The evidence further shows that without the involvement of the government of Ghana 

in the identification and institution of a viable health financing mechanism. through 

the implementation of the National Health Insurance Act 650, there might not have 

been the institution of an additional health financing strategy to meet the costs of 

clinical care. The members of the mutual health organisations are not paying for 

public health services: immunisation, health education, and family planning. All 

these remain free services and paid for by the central government because they are 

essential components of the health of the population. The government anticipates that 

improvement in public health services could also ensure the sustainability of the 

National Health Insurance Scheme itself: 

... the health insurance is the dedicated source for funding 
clinical care ... it refinances the recurrent cost component of 
clinical care ... to provide the subsidy to the health insurance 
schemes to ensure that they are sustainable .. . there are so many 
.fixed costs that are provided for through the budget ... what is 
emerging under the financing reform is for us to look close~\' at 
thefew public health senJices ... (PMS-l) 
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The strategic decision adopted by the government to ensure sustainable funding of the 

mutual health organisations in Ghana through the National Health Insurance Fund 

(NHIF) is two-fold. The first is the deduction of the 2.5 per cent of the 17.5 per cent 

of formal workers' contribution to the social security pension fund (MOH. 2003d. 

2004b; Osei, 2003, 2006). The evidence of this study shows that until the government 

became involved in the mutual health organisations through the NHI Act 650. not 

many people in the formal sector employment were participating in the activities of 

the pre-NHI 2003 MHOs (Apoya, 2003). 

It would be recalled from table 9.2 that the number of formal sector employees 

registered by the Aduana MHO represented 5.8 per cent of total membership in 2005: 

and 8.1 per cent of total membership in 2006. The number of formal sector 

employees registered by the Asakyiri MHO represented 18.4 per cent of total 

membership in 2005; and 6.1 per cent of total membership in 2006. The number of 

formal sector employees registered by the Asona MHO represented 17.4 per cent of 

total membership in 2005; and 13.8 per cent of total membership in 2006. The 

number of formal sector employees registered by the Biretuo MHO represented 2.8 

per cent of total membership in 2005; and 3.7 per cent of total membership in 2006 

(refer to 9.3.2.3). 

Thus, the universal role of government has been demonstrated by coaxing formal 

sector employees into joining and also making it possible for the district-wide and 

municipal-wide mutual health insurance schemes, including those in this study to 

access the 2.5 per cent from each SSNIT contributor in the country. Without such an 

intervention, it would have been difficult for some of the mutual health organisations 

to be sustained financially, by depending solely, on the contributions from the few 

formal sector employees in their respective districts and municipalities: if they were to 

register them separately. Meanwhile. there are few decentralised departments in some 

of the districts and they are understaffed. 

The second strategy is the institution of the National Health Insurance levy of 2.5 per 

cent on selected goods and services (MOH, 2003d. 2004b). This has made it possible 

for the National Health Insurance Council and Authority (1\:HIC and NIIlA) to 
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disburse the funds to all the district-wide and municipal-wide mutual health insurance 

schemes, including those in this study for the common good of all the people. It is 

evident from appendix I, that government subsidy released under the ;\iational Health 

Insurance Fund (NHIF) component of the total income of the mutual health 

organisations was substantial. Thus, the NHIF as a percentage of total income 

constituted 62 per cent of the income generated by the Aduana MHO in 2005~ and 84 

per cent in 2006. This constituted 59 per cent of total income generated by the 

Asakyiri MHO in 2005; and 78 per cent in 2006. The Asona MHO's share 

constituted 69 per cent of total income in 2005; and 78 per cent in 2006. This formed 

57 per cent of the total income generated by the Siretuo MHO in 2005; and 62 per 

cent in 2006 (refer to 9.2.4.4). 

It was only the government that could marshal the needed courage against the protest 

from workers groups in the country to have deducted the 2.5 per cent of the 17.5 per 

cent of the formal sector employees' salaries and impose a 2.5 per cent National 

Health Insurance Levy on selected goods and services (Abbey, 2003; PANA. 2003). 

This is the best objective thing for all African countries to emulate. The contribution 

of mutual health organisations to raising additional revenue for the health sector is 

encouragmg: 

... 1 believe it is growing ... like the previous year 2005. we raised 
about ¢ 1 trillion old cedis. the second year 2006. it came to 
about ¢l.l trillion old cedis ... For next year, 2007, we are 
expecting around ¢ 1.7 trillion old cedis, so 1 think it is 
mounting ... (PMS-8) 

Recent evidence shows that the total per capita health expenditure grew in 2005 and 

2006 by 40 per cent in nominal and 26 per cent in real terms. The annual per capita 

expenditure was over $25, using existing accounts which reflects some of the 

National Health Insurance Scheme (NHIS) expenditure. This includes revenues from 

public and donor sources as well as user fees paid through public facilities. The 

proportion of total government expenditure on health increased from 12 per cent in 

2002 to 14 pcr cent in 2005 and 2006. The biggest growth came from the government 

of Ghana (GoG) funding. Govcrnment's share increased by 10 per cent compared 

with 2005: it grew by 54 per cent in real ternlS (MOH. 2007a. 2007d). Even though. 
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the government of Ghana (GoG) funding for health as a proportion of overall 

government of Ghana expenditure was predicted to diminish from 13 per cent of the 

budget for 2006 to 12 per cent in 2007, the medium term expenditure framework 

(MTEF) was projected to be around 10 per cent for 2008 and 2009 (\tOH. 2007a. 

2007d). 

11.1.3. Social Health Insurance 

The bold steps taken by the government of Ghana has helped to provide the 

springboard for the formation of contemporary social health insurance scheme as 

additional method for mobilising financial resource for the health sector in the 

country. Theoretically, the above strategies justify the definition of a social health 

insurance in our study. For instance, the deduction of the 2.5 per cent of workers' 

social security contributions relates to Zschock's (1982), conventional definition of a 

social health insurance as a system of financing health care and invalidity and old age 

support for employed workers by imposing mandatory insurance payments as a 

percentage of their wages and imposing on their employers a similar or somewhat 

higher payroll tax (Zschock, 1982; Hoare, 1987). The imposition of the 2.5 per cent 

National Health Insurance Levy also agrees with Carrin and James' (2005), definition 

of a social health insurance as a mechanism which helps to pool health risks of 

members on the one hand and the financial contributions of enterprises, households 

and the government on the other (Carrin and James, 2005). 

This has partially fulfilled the avowed aim of the government of Ghana towards 

finding a health financing strategy that would assure universal health financial 

protection for the popUlation. This is being achieved by the arrangement where the 

informal sector members' premiums collected by the mutual health organisations 

(DMMHIS) are to be supplemented with funds from the National Health Insurance 

Fund (NHIF) as reinsurance; to enable them to reimburse healthcare pro\·iders. This 

has been enshrined under section 33 (2) of the NHI Act 650, which is crucial for 

financial viability (MOH, 2003d, 2004b). 

The evidence in this study confirms the earlier proposition that the mutual health 

organisations are emerging private sector initiatives that aim to make health care 
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accessible to wider sections of the population by contributing to resource mobilisation 

(Musau, 1999; Atim, 2000; Jakab and Krishnan, 2001; WHO, 2001: GHS, 2004b: 

World Bank, 2004a, 2004b, 2008; Preker, 2004b; Poletti et aI., 2007). A \tinistry of 

Health document confirms that the contribution of mutual health organisations to 

resource mobilisation has been positive: 

The NHIS is contributing 5 per cent of total sectoral resources, 
according to the MOH financial statement, but in real terms this 
figure is higher, as the financial statement only covers IGF 
payments and national level transfers at present. The NHIF 
income and expenditure figures reveal that its main income 
source is the VAT-levy [National Health Insurance Levy] (MOH, 
2007d) 

This approach has been described as extremely innovative in the African context and 

has many similarities to the insurance reforms introduced in Thailand. It has also 

highlighted the magnitude of learning from experience in low-income and middle­

income countries and across continents (Mcintyre and Gilson, 2005). 

11.1.4. Regulation of Mutual Health Organisations 

Divergent views have been expressed about the kind of regulatory framework to be 

provided by the state in the operations of mutual health organisations (sec Liu el al., 

1995; Desmet et al., 1999; Huber et al., 2002; Atim, 2003; Carrin and James, 2004). 

The government of Ghana became involved in regulating the mutual health 

organisations for several reasons. It is the duty of the government of Ghana through 

the Ministry of Health (MOH) to set its public health objectives and to decide what 

kind of organisation would be able to drive people towards achieving them (see 

MOH, 2005, 2009). As the mutual health organisations were providing health service 

benefits packages for some Ghanaians, the government felt it was necessary that a 

rmmmum level of organisation was also designed to ensure that there was some 

nllmmum level of protection provided for the people to make their contributions. 

This would make them sustainable, importantly as the model suits the socio-economic 

milieu of Ghana: 
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... prominently, it suited the socio-economic composition of the 
Ghanaian society; there is low functional literacy rate in the 
country,' the administrative infrastructure development is not the 
best in the world; and the income levels of people are pretty low. 
In the light of al/ these the government was the only entity that 
could playa central role in bringing all the proposed objectives 
for introducing the health insurance into fruition ... (P MS- J 3) 

The government's involvement in the mutual health organisations using the National 

Health Insurance Act 650 (MOH, 2003d, 2004b), has ensured the institution of 

regulatory bodies: National Health Insurance Council and Authority to oversee the 

operations of the mutual health organisations from the national through regional to 

district levels (refer to 6.5.4.4). This confirms the findings of other researchers that 

governments' involvement would encourage people to join these risk pooling schemes 

as well as protect the poor people against impoverishing effects of unpredicted health 

care expenditures (Ranson, 2002; Poletti et al., 2007). 

Thus, the study identifies that the NHI Act 650 has provided a legal framework 

through which the mutual health organisations in Ghana are being considered as 

legitimate organisations with the mandate from the government to operate. This has 

given them a new sense of dimension (compare this with 7.2 and 10.3). This has also 

encouraged the government to do more than just being initiator and enabl~r as 

suggested by Carrin and James (2004). Policy pronouncements are bcing made to the 

effect that the government is managing the district-wide and municipal-\vide mutual 

health insurance schemes on behalf of the people. A Ministry of Health document 

reiterates this point: 

... the National Health Insurance Scheme (NHIS), which is 
established [is] to provide access to health services for all 
citizens, especially, the poor and vulnerable ... (MOH, 2006) 

The government of Ghana anticipated that without setting the required institutional 

and administrative mechanisms, the change process under this phase of the health 

sector reform could never have been initiated and implemented (MOH, 2003d. 

2004b). This attests to the suggestion that the government could set up a national 

agency with th~ responsibility of providing assistance in the design. leadership and 

co-ordination for mutual health organisations (Ron. 1999~ Prck~r et al.. 20(2). 
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Specifically, it confinns Atim's suggestion that there was the need for government 

legislation in Ghana to enable the mutual health organisations to acquire legal and 

corporate status through registration (Atim, 1998; Atim et al., 2001a, 2001b). 

11.1.5. Setting up and Subsidy for Mutual Health Organisations 

The study reveals that the government's intervention in the initial stages of the 

development of the mutual health organisations on a larger scale in Ghana could not 

be overlooked. A political will has been shown in how the government is providing 

initial start-up capital fund of ¢ 150m to the respective district and municipal 

Assemblies for the establishment of the district-wide and municipal-wide mutual 

health insurance schemes (DMMHIS) throughout the country including the four in 

this study; to enable them operate as business entities. Furthennore. at the district and 

municipal levels of administration, the district and municipal Assemblies are also 

directed to supervise their respective district-wide and municipal-wide mutual health 

organisations (MOH, 2003d). The mutual health organisations are being used as a 

criterion for boosting and measuring the perfonnances of the District and Municipal 

Chief Executives: 

... the District Chief Executive is actively involved because his 
performance will be measured on the success or otherwise of the 
mutual health organisation in the district ... (PMS-21) 

Although, it is recognised that the actual incentive to establishing the NHI Act 650 is 

the need for the political will and not much about the development component of the 

mutual health organisations phenomenon in the country, the study shows that there 

are equally resource limitations in some parts of the country: 

... yes, the government came in because of the initial operational 
difficulties ... Some of the schemes did not have adequate or 
requisite resources to establish the stnlclllres, the government 
started it ... it is envisaged Ihat when they are able to get enough 
premium holders and they han! been able to increase their seed 
capital. government will relinquish its grip lj\'er the scheme and 
just pla:v its monitoring role ... (PMS- J 4) 
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Whilst it is the aspiration of the government of Ghana to ensure that the communities 

take total control over their own health financing and related affairs in the long run, it 

also recognises that it has to play the umpire by encouraging a sense of responsible 

behaviour, which would also empower the people. The thrust of government's action 

is that when the communities are confident in undertaking and managing local 

projects, it could also enable it to transfer national resources equitably to the people. 

Looking at the logistics requirements that they need to operate with, there is no 

argument to the contrary that it was the government alone, which could support them 

financially: 

... if they rely on the district Assemblies to come and give them 
the money, or the materials to produce the I D cards, for ever and 
ever, you will not be able to do it .. .(PMS-/6) 

Evidently, it would be unwise to leave all the operational expenditures to the 

management and Board of Directors of the mutual health organisations in the country. 

There are few district and municipal Assemblies, especially those that are 

economically deprived, which but for the intervention of the government, could not 

have provided the needed funding to establish their district-wide mutual health 

insurance schemes. It would be recalled from chapter 7 that the number of pre-NIII 

2003 MHOs in Ghana had increased from 47 in 200 I to between 160 and 170 in 2003 

(Atim et al., 2001 a, 2001 b; Kankye et al., 2001; Apoya, 2003: Bennett, 2004). The 

intervention of government of Ghana through the implementation of NIlI Act 650 had 

enabled the mutual health organisations to operate as 'District-wide' or 'Municipal­

wide' institutions in the country. The post-NHI 2003 MHOs are enrolling more 

people than their counterparts who operated under the pre-NIH 2003 MHOs. 

Statistically, there were one hundred and thirty~four (13-l) district-widc and 

municipal-wide mutual health insurance schemes established in 2006, two years sincc 

the Act 650 was implemented in Ghana. This was out of the onc hundred and thirty­

eight (138) district and municipal Assemblies in the entire country. Thc expanded 

covcrage was more than eight million (8m) people in the cstimated population of 

twenty-two million (22m). This represented 34 per cent coycrage as at Scptember, 

2006 (MOil, 2006, 2007a, 2007d). Between 2006 and 2007, this had increascd to 145 

district-wide and municipal-wide mutual health insurance schcmcs out of thc 

322 



estimated 165 district and municipal Assemblies. The membership was 1 1.279.678. 

which represented 55 per cent of the population (MOH, 2007a, 2007d, 2008; Joint DP 

Mission, 2007). The number of district and municipal Assemblies had increased to 

170 in 20 I 0 (Ghana Districts, 2010). 

11.1.6. Social Group Members 

It would be recalled from chapters 2 and 6 that some researchers argue that the 

implementation of the cost recovery or 'Cash and Carry' system in public health 

facilities has deprived many people in the informal sector of the economy access to 

basic health services due to their inability to pay (Waddington & Enyimayew. 1989. 

1990; Asenso-Okyere, 1995; Asenso-Okyere et aI., 1998: Van den Boom et al.. 

2004). The effect of this policy on utilisation rate at public health care facilities in 

Ghana has equally been negative: 

... utilisation rate had reduced to less than 50 per cent and has 
yet to pick up even after the introduction of the National Health 
Insurance Scheme ... (PMS-8) 

Aryeetey and Goldstein (1999), argue that due to lack of social policy and welfare 

framework in Ghana, programmes are geared towards alleviating poverty. This is 

why the government of Ghana is involved in the financing of the mutual health 

organisations. The Ghana Poverty Reduction Strategy I (Fayemi et al., 2004), was 

incorporated into the National Health Insurance Scheme (NHIS) to facilitate this 

objective: 

... there was this poverty alleviation programme: if you wanted to 
go for a loan, it ~'vas hooked to the health insurance so that you 
pay your premium as a qualification to securing the loan 
facility ... It compelled people to also pay. ahaa! .. .{SMAIHO-4) 

Exempting vulnerable citizens from paying the premiums is enabling those who could 

raise the administration fees required; to register with the mutual health organisations 

(refer to 9.2.2). As the evidence in table 9.4 shows. the number of social group 

members registered by the Aduana MHO represented 58.2 per cent of total 

membership in 2005; and 48.6 per cent in 2006. The Asakyiri MHO's social group 
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membership represented 64.7 per cent in 2005; and 79.4 per cent in 2006. The 

number of social group members registered by the Asona MHO represented 39.8 per 

cent in 2005; and 55.9 per cent in 2006. The number of social group members 

registered by the Biretuo MHO also represented 59.2 per cent in 2005 and 55.9 per 

cent in 2006 (refer to 9.3.2.5). This is helping to improve financial access for 

majority of the deprived citizens, who otherwise would have been denied access to 

orthodox health care at the point of service use as discussed by some researchers 

(Criel, 2001; Medici Con L' Africa, 2001; MOH, 2004d, 2008). 

By this exemption by the government, the mutual health organisations are helping to 

accommodate more members for the various Local Government administratin~ 

boundaries in Ghana. Already the National Health Insurance (NHIS) programme has 

been described as the single most important poverty alleviation strategy ever 

introduced (Botwe, 2008; 'The Ghanaian Chronicle', 17 November, 2008). This 

agrees with Besley's (1989), argument that when insurance is paid as task of health 

expenditures it ties together the demand for health insurance and health care (Besley, 

1989). 

The study observes that the government could be seen as having a framework to 

implement some of its policies in other sectors of the economy as it is using the 

mutual health organisations as preparatory grounds to develop its social services 

framework and a welfare-state-oriented health care (see Esping-Anderson, 1990; 

Giaimo and Manow, 1999), which are lacking. The mutual health organisations in 

Ghana are seen as effective social organisations which are contributing to saving 

people's lives, and offering comparative monetary value. Hence, the ability of the 

mutual health organisations (MHOs) to be sustained after all the high costs of 

investment would help provide a procedure by which the government could provide 

exemptions for any group of people in the country. They could effectively target 

those with social needs: all these are adding up to the cost effectiveness equation. 

Culyer (1989a), argues that if marginal social costs are incurred m a<.immistenng 

insurance, a price for insurance which ignored such costs would imply a state in 

which social welfare could be increased, assuming that there was a negative sloped 

demand curve for risk avoidance. That would mean that too many peopk would be 



insured (see Culyer, 1989a, 1989b). Moreover, as argued by Hauck and other 

researchers, the extra-welfarists' position, which uses the priority-setting criterion to 

maximise health such that health care resources need to be directed toward the 

programmes and individuals for which health gains are highest has been satisfied 

(Hauck et al., 2004). 

The current health care delivery with pro-poor focus is indicative of the health 

financing mechanism, which existed under the first Republican President of Ghana, 

Dr Kwame Nkrumah and his Convention People's Party (CPP). This was based on 

'Afro-socialism ': the Africanised version of socialism due to the prevailing political 

ideology at the time (FCO, 2004). The finding confirms the argument that 

governments' involvement in health financing and delivery is one aspect of enhancing 

equity and eradicating inequities from the society (Arrow, 1963, Pauly, 1986, Culyer, 

1989a, 1989b, McGuire et al., 1989). 

11.1.6.1. Inadequate Public Administration System and Oversight 

However, Preker (2004a), expresses the opinion that many people In developing 

countries, including Ghana, are being excluded from accessing even the under-funded 

public health care. The study reveals that some of the people who are enjoying the 

exemption could have paid the premium and administration fees themselves or by 

other means. The result is that there are some people in the informal sector of the 

economy who could neither be considered as they are outside the eligibility criteria 

nor having the financial resources to pay the administration fees. There are issues 

with the identification of the very poor: indigents in the population. The National 

Health Insurance Act 650 and the Legislative Instrument L.l. 1809 (MOH, 2003d, 

2004b; GHS, 2004b), do suggest two main criteria to be used in identifying the 

indigents. These are: assessment by a social welfare official and the community's 

own assessment of who is an indigent in their midst. The di fficulties for the 

management of the mutual health organisations in this respect are many: 

.. . the management of the schemes lack the instrument to 
determine v.'ho the indigents are ... (P.'vIS-1~) 

325 



A policy maker confirmed the difficulties In identifying the long standing poor 

population in Ghana: 

... there are people who cannot contribute, it is just the size and 
the efforts to try and target them that still remain a 
challenge ... The net for health insurance is so broad and the 
pause to allow people to fall through the cracks is in my opinion, 
quite small ... we need a bit more evidence to understand who is 
being missed and that is where we are investing our efforts at the 
moment ... (P MS-2) 

Due to lack of national database on the vast majority of the Ghanaian population. 

identifying and targeting this group of people has become a difficult task for the 

management of the mutual health organisations in their dealings with people who arc 

unable to register. Apart from few organisations such as the Civil Service (CS). 

Controller and Accountant General's Department (CAGD), Electoral Commission 

(EC) and Social Security and National Insurance Trust (SSNIT), which have data on a 

cross section of the population, there is no other way to gain access to a national 

database covering all the population. Even the birth and death registry could not 

provide up-to-date information on the national population due to lack of information 

and technological difficulties. This shows that the public administration system is 

underdeveloped. This explains why many sub-Saharan Africa countries had yet to 

implement comprehensive social health insurance (Carrin, 1986, 2003; Arhinful, 

2000; Carrin et aI., 2005; GSS, 2005; NDPC, 2005a, 2005b). 

In some districts and communities. there are no social welfare officials posted to 

assess the situation. Moreover, the community's own assessment of who is an 

indigent is difficult to implement. Thus, unless there are committees constituted 

which could nominate these people for consideration, the task is left to be performed 

by the management or Board of Directors of the mutual health organisations. They 

are already overstretched by administrative functions and other commitments: 

... no, we have not been able to achieve set targets just because 
sometimes we han! difficulties int1J'ing to sustain the programmt! 
itse(t .. We hal'e the programme all year round going to [he 
('(}fmnunilies talking to the people to change their mincbit!/ ... 
(SMA/flO-I) 
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There is also a problem with respect to cultural perspectives of indigents: '" ,no one 

voluntarily wants to show their status as such ... · (P MS-ll). On the negati n~ side. this 

criterion is open to favouritism, which could be described as a health insurance moral 

hazards as genuine indigents are deprived of the opportunity to access health care: 

.. . you know we register people as indigents. so if the}' are 
classified as indigents it means the person is going to be under 
the NHlS free of charge '" what is happening in this district is; il 
is a rural area. ok. if you are not careful, you are going to 
register almost a quarter of the population as indigents ... So we 
need to really go down and find out who is an 
indigent ... (SMMHO-l) 

This finding contravenes the argument by some researchers that the availability of 

subsidy would encourage self-righteousness in the beneficiaries (Ron. 1999), 

Additionally, the 'aged' population (over 70 years) is entitled to automatic enrolment 

with the mutual health organisations (MOH. 2003d). However, the study shows that 

they are required to pay the administration fees to their respective mutual health 

organisations. The population has been grouped under rich members, relatively rich, 

relatively poor and the core poor (GHS, 2004b, MOH, 2004d). The 'rich and aged' 

people are able to afford the administration fees: 

.. . my mother is over 70 years but she is very' rich and can pay Ihe 
premium ... (PMS-16) 

However, those who are 'poor and aged' find it extremely difficult to mobilise the 

administration fees to be able to join the mutual health organisations. Although the 

aged population is covered, it could still be challenged that this has not been totall y 

extended to the 'poor and aged' in the communities. At their age, they could not 

engage in any active farming or trading to raise money to pay for the administration 

fees. When people are very poor, even free commodities become essential and 

inaccessible. It is for such people that the intervention of the government of Ghana in 

providing subsidy would have had the most expected impact: 

... the government has done \'e':r u'ell ... lhe on~\' thing I want i.\· 
that he [go\'ernmenl} should also see how he can help liS pay Ih<.' 
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fees (administration fees) because as 1 am nol \\iorking. it IS 

difficult for me to mobilise il ... (ASKMHO-M-2) 

The NHI Act 650 (MOH, 2003d, 2004b, 2004d), has also failed to make an\' 

provision for the 'silent minority': people with disability, especially those who have 

no means of livelihood: the blind, deaf, lame and cripple in the Ghanaian population. 

They are supposed to register and pay the premiums and the administration fees just 

as their 'able-bodied' counterparts. They do not in most cases enjoy any exemptions 

in their use of public resources. This evidence has direct and indirect relationship 

with the observation by Sulzbach and other researchers that older adults (50 years and 

over) are significantly more likely to enrol whilst adults between the ages of 25 and 

40 are significantly less likely to enrol, especially, if they are rclati\'cly young. 

between the ages of 20 and 25 years (Sulzbach el al., 2005). However. in this study, 

it is obvious that all the age groups are eager to enrol, but are only constrained 

economically. The evidence also provides for the need to look at the suggestion that 

the design of mutual health insurance schemes have had to take into account the issue 

of afford ability of the premium (Lund and 8ygbjerg, 2003: Arhinful, 2005). 

11.1.7. Health Benefits and Utilisation 

As the evidences in chapters 2 and 4 show, the failures of the market economy in the 

health sector are many. This is the reason why the health system in Ghana operates 

with the government providing financing and regulation to ensure efficiency (Olsen et 

al., 1999; Carrin and James, 2005). Comparatively, if the mutual health organisations 

were to provide benefits packages with high costs, it would increase their premiums. 

This would have had repercussions on enrolment and re-enrolment of the people in 

the community, particularly those in the informal sector as the evidence in this study 

shows. Whilst only a few people who could afford the premiums would be able to 

participate in them, there would be others who might lack the financial enablement to 

enrol. The enthusiasm of the people in joining such financing schemes with high 

premium rates could be killed by the economic deprivation and the irregular incomes 

from their occupations (refer to chapter 9). 
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The health care providers contracted with the mutual health organisations arc 

somehow motivated to deliver services to the insured members since the mutual 

health organisations are able to reimburse them, albeit with delay. This is gradually 

improving members' satisfaction of health care services as discussed by other 

researchers (Ensor, 1995; Leighton, 1995; Offei et aI., 1995; Atim, 2000; Atim and 

Sock, 2000; Akua-Agyepong et al., 2001; Carrin et aI., 2005; Ndiaye el al., 2007). 

That is, even as they are understaffed, health care providers are giving their utmost 

best. The sacrifices of the few health personnel delivering health care to the poor 

populations in Africa is recognised by President Barrack Obama of the United States 

of America thus: 

Yet because of incentives - often provided by donor nations -
many African doctors and nurses understandably go overseas, or 
work for programmes that focus on a single disease. This creates 
gaps in primary care and basic prevention (Obama, 2009a; 
'GNA', Saturday, 11 July 2oo9a) 

The study shows that as the government of Ghana is providing comprehensive health 

benefits packages for members of the mutual health organisations including those in 

this study, it is helping to absolve them from the imminent catastrophic health care 

expenditures they might have faced. The aims of the minimum healthcare benefits are 

inter alia: 'to ensure that every citizen has access to a level of health care that provides 

adequate security against disease and injury, and promotes and maintains good health; 

and to secure the financial sustainability of the schemes through protection from 

excess cost burden' (MOH, 2004d: 15). It is evident that insured members could 

access out patient (OPO) care without paying consultation fees and could also receivc 

free medicines at the phannacy or dispensary of the health institutions, if available 

(refer to table 10.2). Members who go on admission (in-patient care) do not have to 

pay any deposit before or pay for any costs on their discharge. 

The evidence in table 10.1 shows that through government's intervention. thc mutual 

health organisations are improving financial access to healthcare for members in the 

communities studied (compare this with 11.1.1.7 for its financial implications). That 

is. out of the total membership of the Aduana MHO. 93 per cent were eligible to 
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receive healthcare in 2005; and 95 per cent were eligible to receive health care in 

2006. Similarly, in the case of the Asakyiri MHO, 39 per cent were eligible to receive 

free healthcare at the point of service use in 2005; and 76 per cent had improved 

financial access to healthcare in 2006. On its part, 53 per cent of the Asona MHO's 

registered members were eligible in 2005; and 88 per cent had improved access to 

healthcare in 2006. Of the total members registered by the Biretuo MHO, 99 per cent 

were eligible to access healthcare in 2005; and 60 per cent were eligible to access 

health care free of charge at the point of service use in 2006. Thus, the members could 

report to the health facilities without contemplating how to pay for the costs of health 

care. There is some kind of financial relief for the people in the informal sector 

population: 

... 1 am not really rich but have managed 10 join the health 
insurance scheme. There are people who could not come 10 the 
hospital because of direct payment of hospilal cos Is. By the 
grace of God, the insured do nol have 10 pay upfront ... you come 
today and you are treated the same day, so l'OU can return ... 
(BRMHO-M-J) 

This is encouraging people to report early for diagnosis and treatment of their 

sickness, instead of waiting for it to degenerate into a critical stage, which used to 

happen a lot under the cost recovery policy (Tsey, 1997). This evidence grants 

validity to the claim that the role of government in providing the enabling 

environment and stewardship for mutual health organisations has the predisposition to 

encouraging orthodox health care access, particularly, where taxes could be raised to 

support them (see Musgrove, 1996; Huber et al., 2002; Skinner and Staiger, 2007; 

Skinner et at., 2008). 

11.1.8. Developing Local Initiatives 

As discussed in chapter 7, some international financial institutions hdped in 

highlighting the potentials embedded in the mutual health organisations phenomenon 

in Ghana. However, it would be recalled from chapter 3 that some researchers are 

pessimistic that health system and health financing refomls in sub-Saharan Afnca 

promoted by international donors since the 1970s had not resoh'ed the problem of 

reduced access to care (Huber et al., 2002). Perhaps, this is the reason wh\ the 
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intention of the government of Ghana was not to rely on these donor and non­

governmental organisations to provide funding and direction for the mutual health 

organisations during the current phase of the health sector refonn. which is risk 

sharing. This qualifies as the 'big R' reform. The experiences of the cost reco\\?ry 

policy, which is the 'little R' refonn are still fresh in the minds of the policy makers. 

especially, the politicians (Hsiao, 2000; Berman and Bossert. 2000). 

The intervention of the government of Ghana in health sector refonn and the mutual 

health organisations has offered a better example for other sectors of the economy to 

emulate. For instance, most sectors of the Ghanaian economy have relied and are still 

relying heavily on external donor assistance in carrying out basic development 

activities: 

.. .for instance, if you take the water sector, nearly every single 
borehole you see is provided by outsiders-international aid 
organisations ... 95 per cent of all support that goes into the water 
sector is provided by outsiders to the communities ... it is the same 
for the agricultural sector ... but for the health insurance scheme. 
one positive thing ... was the fact that government did say that no. 
this is not something that 1 can depend on donors to do ... (PMS-
17) 

This is why Ghana has been described as aid-dependent by other researchers 

(Whitfield, 2005; Chisala, 2006; Whitfield and Jones, 2007; Gutman, 2009; 

Sundewall et al., 2009). Of course, the government of Ghana is aware of the glaring 

experience that being dependent on donor funding tips the balance of power in favour 

of donors and the institution of their policies (Okorafor, 2008). The evidence is that 

the health sector demonstrates that there was the need for a sharp focus on how the 

country could generate its own resources through viable local initiatives, with strong 

government intervention. This line of argument is supported by President Barrack 

Obama of the United States of America thus: 

Here in Ghana, you show us a face of Africa that is too otten 
overlooked by a world that sees only tragedy or the need for 
charity (sec Obama, 2009b; 'Ghanaweb', Saturday, II July. 
2009a) 
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This sets an example of how the government of Ghana could begin to look internally. 

to mobilise its own resources to solve developmental problems. This has 

demonstrated how the intervention of governments in the health sector refonn could 

revolve to evolve. 

However, some policy and economic analysts like Abbey (2009), anticipates that 

there would be 'sharp increase in donor-dependence and the dominance of donor 

preferences in public capital expenditure in 2009 and beyond'. This is due to the 

'stubbornly high and widening fiscal deficits'. The concern is whether the 

accompanying conditionalities would allow the government of Ghana to use these 

borrowed resources according to its 'own priorities as envisaged by the International 

Monetary Fund' (Abbey, 2009; 'GNA', Thursday, 3 September, 2009c; 'Ghanaweb', 

Thursday,3 September, 200ge). It is against this background that Mills (2009), urges 

the International Monetary Fund (lMF) to put in place a new facility with relaxed 

conditions to support African economies during the current economic crisis period. 

These notwithstanding, the evidence supports the argument in chapters 4, 5 and 6 that 

the government of Ghana did not have to relinquish its responsibility in regulating the 

health insurance schemes as a new health financing mechanism. The bold assertion 

that could be made based on pragmatic evidence from this study is that Ghana would 

one day meet the demands of universal health financial protection and coverage as 

discussed by other researchers (Barnighausen and Sauerborn, 2002; Carrin and James. 

2005; Jacobs el at., 2008). 

11.2. Community Field Theory 

This section explains the findings of the study with the conceptual framework of the 

community field theory. The community field theory explains how the community is 

involved in the health sector refonns. The community members are utilising available 

social and human capital as well as material resources to shape their own destiny. 

The community members are setting up their own social organisations and 

establishing linkages within the communities with identifiable groups and outside the 

communities with external stakeholders in Ghana. They are playing vital roles In 

supporting each other. This is helping to enhance the polkies designed hv the 
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government (Wilkinson, 1972, 1991). The role of the community and its members in 

the health sector reform has been touted by many researchers and even the framers of 

the reform as very crucial to the sustainability of health financing schemes like mutual 

health organisations in particular, and the health sector in general (Frenk, 1994; 

Berman, 1995; Collins et al., 1999; Bennet et al., 2004). This confirms the view often 

expressed by the promoters of health sector reforms that it (HSR) will benefit the 

society. As explained by other researchers, the community perspective is considered 

essential to analyse how the services of the mutual health organisations to thc 

community have helped to advance health sector reforms. This viewpoint seeks to 

assess how the mutual health organisations have performed in respect of the 

community or society, which is often ignored as a performance indicator in health 

sector reforms (see Prizzia, 2001; Shaoul, 1997; Tsamenyi el al., 2008). 

11.2.1. Community Wealth 

The usefulness of social and human capital is enhancing the understanding of how the 

communities are mobilised. There are invaluable human and material wealth within 

the communities, which the community members have been able to mobilise to tum 

them into cash or otherwise. This is assisting them to maintain thc momentum needed 

for the running of their respective mutual health organisations. This confirms the 

argument that mutual health organisations help their communities to plan, finance, 

organise and operate their health care services and financing schemes (WHO, 1978; 

Coleman, 1990; McPake el al., 1992; Fukuyama, 1995: Garson, 2006). 

The empirical evidence from the Aduana MHO, the Asakyiri MHO and the Biretuo 

MHO shows that among some Ghanaians, especially, in the rural areas, the idea of 

community ownership motivate them to see certain resources as belonging to the 

entire community members for their common use (refer to 10.1.6.3). Organisations in 

the community are creating the shared demand for utilising existing community 

resources like health care through the mutual health organisations (Wilkinson, 1991; 

Martin. 2003). This is why the mutual health organisations in Ghana are being 

developed as viable social institutions. This confirms Oevcltcrc 's, explanation that 

social movements or organisations are spontancous collectin: attempts to further 

common intercsts or to sccure common goals through specific organisations and 
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collective practices, which are used as vehicles for the realisation of a more or less 

articulate vision (Develtere, 1993; Atim, 1999). 

The common economic argument is that the mutual health organisations in the well­

endowed communities have chances to operate and are operating effectively. While 

some districts are endowed with rich natural resources like gold, diamond, bauxite, 

manganese and other agricultural-led income generating ventures, others are faced 

with abject poverty. The economic environments in the Eastern and Brong Ahafo 

regions are relatively better. The evidence shows that the paying informal sector 

members of the Asona MHO and Biretuo MHO are able to generate enough funds to 

pay their subscriptions because of their ecological constituents. As shown on 

appendix L, the percentage contribution of the paying informal sector members of the 

Asona MHO constituted 31 per cent of total income in 2005; and 21 per cent in 2006. 

Similarly, the paying informal sector members of the Biretuo MHO contributed 41 

per cent to the total income generated in 2005 and 38 per cent in 2006 (refer to 

9.2.4.4). These are incomes generated beside the government subsidy: 

... Brong Ahafo had the largest number, and if you look at the 
statistic, Brong Ahafo is far ahead of any of the regions. Eastern 
region also had a few examples like Kwahu and the rest, so they 
too had actually taken off faster. So these two regions are the 
best regions in terms of membership and performance .. .(PMS-16) 

The evidence also shows that in Ghana some districts in some regions are 

disadvantaged when it comes to using wealth creation to support their mutual health 

organisations. The informal sector members of the Aduana MHO are relatively less 

able than the members of the Asakyiri MHO. From appendix L, it is obvious that the 

percentage contribution of the paying informal sector members of the Aduana MHO 

consisted of 35 per cent of total income in 2005, and 14 per cent in 2006. In the same 

way, the paying informal sector members of the Asakyiri MHO contributed 30 per 

cent to the total income generated in 2005, and 17 per cent in 2006 (refer to 9.2.4.4). 

These people would need assistance from other members of the community. Thus, in 

the country as a whole, the situation in the Northern, Upper East and Upper \\'est 

regions, does not favour people in their informal sector population to generate enough 

funds to support their mutual health organisations: 
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... wealth is an index of well being ... There is a clear divide 
between the north and south of the country. In the north, it is 
estimated that about 80 per cent of the people cannot pay 
whereas in the south, it is only 20 per cent who cannot pay ... 
(PMS-I2) 

Their wealth is embedded III the few farm produce and animal husbandry they 

possess. The mutual health organisations in these regions might have the need to 

decide whether to accept the farm produce and products 'in kind' as method of 

payment for their health insurance policy, instead of direct cash. Accepting these 

products would also bring additional burden on the management of the mutual health 

organisations as they would encounter problems with storage and marketing. In 

fairness, the mutual health organisations in these areas might not be able to support 

themselves in the near future because of the nature of their agricultural sector and the 

natural resource deposits. The evidence indicates that the sustainability of the mutual 

health organisations in Ghana depends upon the socio-economic configuration of the 

communities involved. Similar observations have been documented in the literature 

(Musau, 1999; Schneider et al., 2001a, 2001b; Ranson, 2002; Mariam, 2003). 

11.2.2. Members and Non-Members of the MHOs 

The sense of social and human capital elements, which are used to develop 

community cohesion, could be seen in many acts performed by the members in the 

communities. As discussed in chapters 3 and 4, the community cannot exist in 

isolation of the people who occupy its frontiers. Hence, the critical group is thc 

members of the community, who are commencing the formation of the mutual hcalth 

organisations. Both members and non-members are translating their desire to see 

their community programmes succeed by making attempts to mobilise funds to pay 

their premiums and lor administration fees to the mutual health organisations. 

The study postulates that it is the socio-economic indicators, health status and 

people's desire for an efficient and effective health system. which are the propellcrs of 

a workahle health reform policy. The people in the communities ha\'c health risk 

factors and old age associated conditions (refer to 10.2). The evidence is shown in the 
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way members are utilising health care services (refer to table 10.2). It would be 

recalled that the OPD attendances recorded by the Aduana MHO represented 136 per 

cent in 2005; and 95 per cent in 2006. The Asakyiri MHO recorded 406 per cent 

OPO attendance in 2005; and 183 per cent in 2006. The Asona MHO recorded loll 

per cent OPD attendance in 2005; and 80 per cent in 2006. The Biretuo MHO also 

tabulated 57 per cent OPD attendance in 2005; and 178 per cent in 2006 (compare this 

with 11.1.1.7 for its financial implications). The common adage used by many people 

in Ghana when discussing community development issues is: 'a healthy people make 

a wealthy nation'. Some analysts and researchers argue that health has correlation 

with the poor and poverty (Wagstaff, 2002), and the link between health and income 

also seems uncontroversial; after all, healthy people can work longer and harder than 

sick people (,The Economist', November 22, 2008). 

The study reveals that the people are showing commitment against the backdrop that 

in Ghana, the growth of the community sector is not evenly distributed. Most of the 

people in the communities are peasant farmers, artisans or fishermen, whose financial 

availability is seasonally directed. Despite their poor socio-economic circumstances, 

the evidence in table 9.5 indicates that the Aduana MHO increased its paying informal 

sector membership between 2005 and 2006, showing a rate of penetration of 80 per 

cent. The Asakyiri MHO also increased its paying informal sector membership 

between 2005 and 2006, showing a rate of penetration of 100 per cent. The Asona 

MHO added to its paying informal sector membership between 2005 and 2006, 

indicating a rate of penetration of 13.6 per cent. The Biretuo MHO increased its 

paying informal sector membership between 2005 and 2006, showing a rah: of 

penetration of 3.8 per cent. This shows that the people are aware that health has a 

relationship with how wealth is generated. Therefore, if they are healthy, they would 

equally be wealthy. When people are wealthy, it is expected that they would follow 

healthy eating regimes and do the right things to keep the right healthy standards and 

promote public health. This study confirms the truth in the policy of the \1inislry of 

Health: creating wealth through health- a new paradigm for Ghana' s development 

(MOIL 2005). 

As discussed in chapters 2, 5 and 6, Ghana's economy is impacted by both mtemal 

and external influences. The International Monetary Fund (lMF) and \\'orld Bank 
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(W8) coaxed the government to introduce economic reforms in the 1980s. The 

Structural Adjustment Programmes (SAPS) which were implemented led to as high as 

90,000 redundancies in the labour markets between 1985 and 1990 (Jonah, 1989: 

Asante et al. 1993; Soafo-Arthur, 1999; Musa, 200 I). The health sector was also 

affected (Dovlo, 1998). However, the private sector was not well developed to absorb 

this human capital component of the economy. This explains \vhy poverty. which 

may be defined as the deprivation as regards a long, healthy life, knowledge. an 

appropriate standard of living and participation is prevalent in most of the 

communities (Palma-Solis et al., 2008). Poverty is widespread in the district where 

the Aduana MHO is located (Agyepong, 1999). There is a strong relationship 

between poverty and health (UNDP, 2000; Wagstaff, 2002; Palma-Solis et al.. 2008). 

As the above factors are affecting the people in the communities. it is helping to 

enlighten community members on how their involvement in health sector reform 

could not be ignored as they seek practical solutions to their economic predicaments. 

Thus, they have recognised the imbalances in these conditions and are craving for the 

necessary changes to occur in their environs. In finding antidote to their health 

problems, they are therefore encouraged to join the mutual health organisations. This 

justifies why the mutual health organisations are making in-roads with regards to 

enrolment in their catchment population. 

The evidence in appendix 0 I to 04 illustrates this optimism. The Aduana MHO 

registered 14.2 per cent of people (members) in its catchment population in 2005; and 

l7.3 per cent of people (members) in its catchment population in 2006. The 

Asakyiri MHO registered 14.2 per cent of people (members) In its catchment 

population in 2005; and 28.7 per cent of people (members) In its catchment 

population in 2006. Equally, the Asona MHO registered 63 per cent of people 

(members) in its catchment population in 2005; and 59.8 per cent of people 

(members) in its catchment population in 2006. The Biretuo MHO registered 49.6 per 

cent of people (members) in its catchment population in 2005; and 43.3 per cent of 

people (members) in its catchment population in 2006. Nonetheless. the o\'\:rall 

performance of the people in supporting their mutual health organisatIOns is 

incredible. They believe that by joining the mutual health organisations. th~~ would 

be able to solve the common ailments that amict them so that they could work to ~am 
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a living or better their lives in an environment full of economic uncertainties (Acquah. 

2008). 

In Ghana, the sense of community feeling is motivating people to contribute to the 

development programmes such as health financing in their neighbourhoods. This is 

also encouraging them to participate in communal activities. Family heads are 

mobilising funds from their members and paying the same to the 'Communitv 

Development Fund' and the mutual health organisations. Wealthy parents pay on 

behalf of their children who could not mobilise the funds or children who are abroad. 

Community members who are abroad are also remitting funds to their families and 

relatives for such purposes. This shows that the extended family system provides the 

route for people to interact with immediate siblings within the nucleus of their 

families as well as in the larger community: 

... one of my children lives and works at 'Jeyi town', which cost 
more than fifty thousand old cedis (¢50,OOO.OO) but I register/or 
him in this district instead of there ... (BRMHO-M-l) 

In spite of this commitment, MacLean (2004), argues that the 'divergent local 

experiences of agrarian capitalism in Ghana and Cote d' Ivoire' has altered the ways in 

which the 'boundaries of family and community are imagined in th~ two countries', 

noting that 'solidarity between the young and old has been weakened in Ghana, but 

reinforced in Cote d'ivoire' (p.470). As discussed in chapter 7, the stimulus for the 

introduction of the mutual health organisations in Ghana is firmly rooted on inter­

family and inter-tribal relationships (Arhinful, 2000). Even Wilkinson (1991), 

contends that the contact that people have with the society transpires tirst in lh~ 

family and then, more meticulously, in the community. As argued by the African 

Union (AU), despite the presence of ignorance, poverty and disease (AU,2005b). one 

thing that cannot be taken away from the people of Ghana in particular and sub­

Saharan Africa in general is the presence of traditional values of solidarity lS~~ ~lillcr. 

1987; Titmuss. 1987:7). 

338 



The mutual health organisations in Ghana are successful because of the enthusiasm of 

the members and their appreciation of their health care needs. This confirms the 

assertion by some researchers that when the willingness of the people is high their 

support for the sustenance of a national policy will be high (Liu et al., 1995. 1996: 

Carrin et al., 1999). Furthermore, this attests to the argument by some economists 

that an important feature of any modem macroeconomic theory is an explicit 

aggregation of the microeconomic behaviour of all agents in the economy (Rossi­

Hansberg, 2009). Therefore, the micro-level interest is aggregating to form the 

macro-level interest in the search for equitable health financing mechanism in Ghana: 

... in addressing the issue of equity in health; we have the poor 
forming the basis of what we are doing in the health sector ... The 
institutional arrangement is to mobilise the community to ensure 
community ownership. We have to express our interest through 
the financing and care by providing the poor people with access 
against catastrophic health cost and therefore make it cheap for 
them to afford ... (PMS-2) 

People are contributing to the success of their mutual health organisations by 

encouraging others to be part of it. They are doing this by undertaking personal 

promotional campaigns within the communities (refer to 9.3.4). A simple point of 

reasoning is that even at the current premium level, if all the number of people in the 

informal sector in the respective districts and municipalities \"ere to register and pay 

their premiums, then the chances of the mutual health organisations' sustainability 

would improve beyond comprehension (Boateng, 2008; Essel, 2008). This confirms 

the suggestion that the mutual health organisations need to develop some workable 

strategy to ensure the promotion of these non-financial elements, which arc equally, 

invaluable wealth located within the communities (Atim, 1999; Musau, 1999; 

Schneider et ai, 2001 a, 200 I b; Cripps et al., 2003). 

11.2.3. Traditional Leadership 

The evidence of the study shows that in Ghana, the active im'olvement of all the 

stakeholders in the communities in the activities of the mutual health organisatIons 

could not be overlooked. Traditional and other opinion leaders arc \ery important 
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actors as they command considerable influence over the behaviour of their members 

(refer to 10.1.5). This is why the management of the mutual health organisations haye 

found it necessary to establish closer relationship with all the traditional social 

institutions, which represent the voices of their communities. Since the opinion 

leaders had been given due recognition in the framework of the operations of their 

respective mutual health organisations, especially, at the rural level, they are 

reciprocating this gesture by showing their philanthropic instincts by registering other 

willing but needy members of the communities: 

... 1 could tell you for a fact that there was one Chief who paid 
about one million old cedis (¢ 1 m) for himself alone and also paid 
for other poor members ... (SMMHO-4) 

Traditional leaders like the Chiefs are also demonstrating that they have air of 

importance, influence and wield enormous power over the modem government 

system in their respective domains. They serve as the pivot around which social and 

human capital of the communities revolve in the developmental process of the 

country. Their acceptance or rejection of central government policy could have 

negative consequences. There is the acute need to involve them in the formulation 

and implementation of national policies (Soafo-Arthur, 2001). There is an adage that: 

'if a Chief fails to lead his army to war, his subjects do not go either'. This means 

that exemplary traditional leadership serves as motivation for the people to follow a 

particular line of action and direction. 

As the evidence of this study shows, the unique traditional ecology of the Ghanaian 

society is that most of the communities are set up and administered under traditional 

administrative systems, where every local area is headed by a sub-chief of the 

Traditional Council (refer to 10.1.5). Their roles on the Council are significant in the 

administration of the entire Chiefdom in \'iew of their respective abilities to mobilise 

their people for development, peace, stability, law and order. From a historical 

perspective, the traditional role of the sub-chiefs during wartime was that they had to 

pitch their positions side by side with the Omanhene (Paramount Chief) in his tight 

for conquest and territorial supremacy over the land. 
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The sub-chiefs owe allegiance to the Paramountcy and they sit in state with the 

Paramount Chief anytime there was a grand durbar. They also assist to organise their 

people for community development projects. This signifies the bond of unity existing 

amongst the people coming under the Paramountcy, which is being translated into 

their support for the respective mutual health organisations. This arrangement negates 

Ubink's (2007), argument that: 

... customary land management in peri-urban Ghana poses some 
serious questions regarding the merits of customary systems and 
the presumption that customary law offers security to members 
of a customary community and that Chiefs represent 
developmental, sustainable and somewhat equitable and inclusive 
governance ... (Ubink, 2007:3) 

Ubink (2007), failed to understand the dynamism of the traditional system because 

talking to any aggrieved person over land issue was likely to result in a negative 

concordance. Even under modem democracy and in the developed economics, 

governments' decision and attempt to take over people's land for development 

purposes have been met with some form of resistance (see 'Free Metro', Friday, 

January 16, 2009:5). Under Ghana's land title administration, certain lands arc 

demarcated as Stool lands and the Chiefs have jurisdiction regarding allocation. As 

tradition and custom demand, visitors to any town or village are required to report and 

make their missions known to the Chiefs who are custodians of the land. The 

violation of this customary norm could lead to a team being denied the permission to 

speak to the people concerned. This could be a recipe for likely conflict with the 

traditional authority if acts of gross disrespect were deemed to have occurred (80afo­

Arthur, 200 I). This is confirmed in a newspaper report: 

... Nana Kwadwo Fordjour, head of the Peteh Royal family told 
newsmen in Kumasi, yesterday, that the fact that there is a 
protracted chieftaincy dispute in the area over the last 30 years, 
docs not allow government to invite, deal or enter into any 
negotiations over payment of compensation without referring to 
the original owners of the land ... (Freiku, 2009: 'Ghanawcb', 
Thursday, July 30, 2009b) 
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For example, Ashanti region has a great tradition, which suggests that all lands in the 

Kingdom belong to the Asantehene (King) as the head of the Asante Cont~deracy, 

while the various Paramount Chiefs act as caretakers on his behalf (Brempong. 200 I: 

Larbi et al., 1998; Ubink, 2007). This position accords the Asantehene (King) the 

authority under customary law to demand performance from all Chiefs in all areas of 

development including, embracing policies such as the National Health Insurance 

Scheme (NHIS). This confirms the reason why at the regional level, a call was made 

by the Asante King, Otumfour Opoku Ware II, to all the Paramount Chiefs in the 

Ashanti region, during the formative stages of the mutual health organisations in the 

country (Apoya, 2002). The study observes that the people have confidence in the 

authenticity of any project which is led by the community leaders. This is why the 

National Health Insurance Act 650 has included representatives of the traditional 

council and district and municipal Assemblies on the Board of Directors of the district 

and municipal mutual health insurance schemes (refer to 9.1.2.2). 

The mutual health organisations in this study are located within distinct socio-cultural 

milieu where the customs and traditions of each particular community have effect on 

the vigour of their membership. These also have effect on how members understood 

their community leadership in helping them accept government policies. It is 

observed that people's access to information from the traditional leadership depend on 

which lineage they belonged. The management of the mutual health organisations 

need to understand the different cultural traditions of these Chiefs and their people to 

be able to interact with them. This awareness ensures that they do not hurt the 

feelings of any particular group or be seen as taking sides when there was a traditional 

misunderstanding between different Chiefs and lineages. Their people have reposed 

their trust in them and expect them to be involved in the mobilisation programmes: 

... we need direction from the leaders because if there is no 
direction. there is no fii/ure ... 1 han: had discussions with a lot oj" 
people who had not yet registered and they have listened tu my 
advice and have joined aCc.'ording(v. because it can help us to 
realise many important things as a community ... (AD.\ff/O-.\f-9) 
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In the remotest localities, they have always been the instrument for disseminating 

information on official policies. In the district where the Aduana \IHO is locat~d. 

there are inadequate formalised administrative structures with few decentralis~d 

personnel. This glaring fact encourages the management of the mutual health 

organisations to liaise with traditional leaders in their activities: 

... we need to sensitise them and bring our programmes to the 
Chiefs; that this is it, Nene (King), we need you ... we need to do 
much to bring them in ... (SMMHO-l) 

The involvement of community leadership in the initial set up of the Asakyiri MHO 

motivated as well as compelled the people to enrol. This enhanced the change process 

that was needed to take place. They persuaded their people to clasp this laudable 

health insurance initiative as they understood it as a kind of cross subsidisation 

(MOH, 2004d). Members of the various groups and associations have admiration for 

their leadership and they understand them better because they speak a common 

language and have a special way of eliciting their support. Through the use of local 

means of communication, messages on community and national development issues 

are transmitted from the Chiefs and opinion leaders to their people: 

... sc nananom ka a, na asi pi, emaa me hunuu Sl; insurance yi yl: 

adec bi a cho hia Qman yi, translated as messages are validated 
when the Chiefs speak about it ... their involvement convinced me 
that the health insurance scheme was not a joke but a serio liS 

issue o/national importance ... (ASKMHO-M-J) 

There are other Paramount Chiefs in the region where the Asona MHO is located who 

are demonstrating their enthusiasm in the activities of the mutual health organisation 

by physically being present at functions and delivering speeches. This is encouraging 

management and the people to continue the good work of attempting a solution to the 

health financing problem in the communities. This had contributed to a rejuvenated 

trust, which is for the betterment of the people and the mutual health organisation's 

sustainability. Likewise. the inter-agency and stakeholders' rolc in the promotion of 

the Asona MilO is helping to whip up ~nthusiasm as well as encourage participatIon 

from all members of the communities. Durbars an: occasionally jointl) orgalllsed 

where all the leaders educate their people: 
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... there was solidarity for the pre-NHI 2003 MHOs (P.\fHIS) 
than the post-NHI 2003 MHOs (DMHIS) ... there were no 
government subsidy and they were able to sustain themselves for 
5 years ... Currently, there is dis-equilibrium in the social 
dynamics ... (PMS-9) 

The traditional leadership had accepted the challenge to lead their people for 

accelerated development. The adage: obi nnom aduro mma oyarefoQ translated as 

'no one can take medication on behalf of the sick person' is put into good use as the 

communities through their leadership are always attempting to identify their own 

problems and suggesting permanent solutions to them. The people in the 

communities where the Biretuo MHO is located try to bestow their support for 

uplifting the virtues of their leadership when undertaking projects. Their conviction is 

deep-rooted in the hope that while there was strength, they had to accumulate wealth 

as well as provide for health care cover ahead of old age and in times of chronic 

illness. The reason why this strategy was working perfectly was that people 

understood a message better depending on who was giving it, the type of language 

used and the respect they accord the messenger. 

A policy may be said to be viable when the appropriate mode of communication had 

been used to achieve the expected impact. It is observed that in some remotest 

communities where traditional literacy (one's ability to communicate efTectively in 

the local dialect) superimposes itself on formal literacy (one's ability to communicate 

in exotic dialect), it would be appropriate to adopt the traditional communication 

channel to deliver the message to the audience. Modem education and the study of 

different languages, for example, English language by the youth of Ghana today. had 

affected their ability to communicate effectively in the local dialects (see Kuyini. 

2010; Khalid, 2010; 'GNA', Monday, 5 April, 2010). Even as the management teams 

of the mutual health organisations are doing their best to explain the concept of health 

insurance to their community members, their lack of appropriate choice of the local 

vernacular is somehow betraying them. In the process, the substance of the messages 

is being lost: 

... they [posI-,VHI 2003 .\lUOs/ lack tht! ability 10 build ,capad~\ 
and markel the schemt!s ... Tht! prt!\'iolls schemes f pre-.\ III ~()(J3 
MHOs / adopted the traditional t!ducalional ml,thOtl,· ... (P.\/S- , , ) 
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However, the impact was far greater when a traditional leader conversant and Huent in 

the local dialect delivered it. When the Chiefs and opinion leaders want to transmit a 

message, they could use the 'town-criers' who beat the 'gong-gong' (metallic 

instrument) to arrange a meeting or summon the people where they encourage them to 

support community development projects. When people accept 'truth' from a 

traditional leader, no amount of words could convince them to renege on a pledge of 

support they had made: 

... Nananom and other opinIOn leaders want the scheme to 
progress. They know that if you are an Omanhene (Paramollnt 
Chief) and your people are always sick, that would not augur 
well for the success and development of their commllni~)' and 
kingship. It is also their desire that their people would show 
humility and work hard to make the scheme very' successful. This 
can help the whole community and the entire nation ... (BRMHO­
M4) 

Again, the Chiefs in general have the power to initiate a move for the transfer of 

decentralised workers or impeachment of District or Municipal Chief Executives 

appointed by the government if there are justifiable grounds for any action resulting 

from misunderstanding (Boafo-Arthur, 200 I; Adjei-Darko, 2007; Baffour Awuah. 

2007). They would not allow any action from any individual or group of individuals 

that had the potential to thwart their efforts at unifying their people. This presumption 

is what is encouraging the management of the mutual health organisations to 

hannonise relations with the traditional leadership: 

... we have a very good relationship with the Traditional COllncil. 
The Omanhene himself places high premium on the health 
insurance scheme ... We cannot do anything without their consent 
and involvement. We need to give them their due respect ... 
(SMMHO-3) 

Thus, the Chiefs and opinion leaders are strengthening the bond of national unity 

against the background of a country that has di\'erse tribal and linguistic groups. 

They are encouraging their people to tolerate and co-exist peacefully with one 

another. They encourage their people to understand that among the tundamental 

components of any peaceful country arc unity and trust: 
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· .. praye wQhQ yi, woyi baako a na ebu, se ""'oka bo mu a emmu sc 
etua wo yonko a, na wose etua dua, meaning, It i; easy to bre;k a 
stick of broom but it is difficult to break a bunch, nobody should 
be complacent when their neighbour was suffering ... rBRMHO­
M-4) 

The perception of the Chiefs and opinion leaders is that it was only a peaceful country 

that could attract foreign investments. They also believe that through the mutual 

health organisations, health care could be extended to all residents in thc country. 

including foreigners: 

.. ·If we look around us, we can find that there are a lot of 
foreigners in the country. If the nalion was full of only sick 
people, I do not think that it could attract a lot of foreigners 10 

come and live or do their respective businesses. In that case, they 
would have come only as medical volunteers to offer their 
support. We all know that it is good and it is for us, but it is the 
unemployment which is making it difficult for people to 
demonstrate their passion and commitment towards the stabili~l' 
of the scheme (PMS-19) 

The performance of the Chiefs and opinion leaders in Ghana is very effectivc and 

efficient. They know very well that often times, the promises of the modem 

government machinery had never been fulfilled (Boafo-Arthur, 2001). This confirms 

the findings that for many people in developing countries, not excluding Ghana, 

customary norms form the reality, whereas state law and state courts are seen as 

remote, strange, expensive and difficult to access. Thercfore, it is recommcnded that 

policy and law should start from existing realities and systems because the modem 

government's top-down imposition rather marginalises the people and exacerbates 

poverty (DFID, 1999; Platteau, 2000; Toulmin and Quan 2000; Ubink, 2007). This is 

also thc reason why the Chieftaincy institution is being strengthened. A framcwork 

was being developed where customary law was being accepted and put forward as a 

solution to the limited reach of government in the localities (van Rouvcroy \'an 

Nicuwaal, 1995; Palmer, 2000; Brempong, 2001; World Bank, 2003a; Lutz and 

Linder. 2004; Ubink. 2007). In the absence of modem govcrnment resources and 

prO\'isions reaching them, rural folks rely and rally behind the traditional I~adership to 

providc basic development projects. 
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11.3. Complementarity between Social Policy and Community Field Theories 

As discussed in chapter 4, social policy and community field theories are used to 

interpret the findings of this study for several reasons, particularly. complementarity: 

each theory cannot do without the other. Whilst social policy theory on its own could 

explain the findings relating to the intervention of government in health sector reform. 

it could not deal with all the issues which relate to the communities' perspective as far 

as the analysis of the community involvement in health sector reform was concerned. 

There are handicaps for using community field theory unilaterally. which had to be 

rectified by using social policy theory. In order to create the necessary sense of 

balance, there is the urgent need to triangulate the social policy theory with the 

community field theory. In the nutshell. the evidence of this study shows that a 

combination of the social policy and community field theories is appropriate for the 

interpretation of the findings of this research. Thence, harmonisation is the common 

thread needed to tone down the uncertainties created from either side of the 

theoretical divide (refer to 4.4). 

The lack of complementarity could lead to possible conflict in the use of the two 

theories to explain the findings of this study or between the actions of government and 

the community due to the socio-cultural composition of Ghana. Despite the 

interaction between the government and community actors in the management of the 

mutual health organisations, it must be observed that some respondents perceive that 

there is less complementarity between the government and the community. This is 

affecting the role that the actors had to perform in order to enhance the harmonisation 

needed. Whereas there is active community involvement in the activities of the 

mutual health organisations at the rural and district levels, this tends to be passive at 

the regional and national levels. 

Social policy theory explains how the government organise and encourage social 

movements and mutual fund schemes in the country to form the basis of a social 

security or social health insurance by providing the enabling environment (Titmuss, 

1974. 1987; Develtere, 1993: Atim, 1999). The evolutionar;. process could take a 

considerable period of time as evidenced by countries like Belgium and Italy, among 

others (Camn and James, 2005). Germany spent about 100 years to finally institute 

its social health insurance or attain uni\'ersal health financial protection. The 
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Bismarck health refonn policy of 1880s built on the mutual funds in the countrv 

rather than collapsing them (Barnighausen and Sauerborn, 2002; Jacobs et al.. 2008). 

Carrin et al. (2008), emphasise that developing prepayment mechanisms may take 

time, depending on countries' economic, social and political contexts. Importantly. 

they argue that specific rules for health financing policy will need to be developed and 

implementing organisations will need to be tailored to the level that countries can 

support and sustain (Carrin et al., 2008). 

There are vanous areas where the perceived less-complementarity between the 

government and the community actors are being manifested in the operations of the 

mutual health organisations in Ghana, which must be resolved in order to enhance the 

complementarity required. The discussions below explain the complementarity 

between the government and the community as well as emphasise on the perceived 

less complementarity, concurrently. 

11.3.1. Inter-Organisational Consensus 

The study observes that there are some inter-organisational relationships between all 

the stakeholder organisations in the environment of the mutual health organisations 

particularly, at the rural and district levels in the country. However, some respondents 

perceive that there was apparent lack of inter-organisational consensus at the national 

level during the development of the National Health Insurance policy (Act 650). The 

process was politicised, as it was characterised by political euphoria, instead of 

building a national consensus. Key policy makers were discriminated against as the 

then opposition Parliamentarians led by the National Democratic Congress (NDC) 

refused to endorse the National Health Insurance Bill. They argued that there should 

have been prior extensive consultation, education and debate (Abbey, 2003). These 

were ignored by the then ruling New Patriotic Party (NPP) members of Parliament. 

who were in the majority: 

... because of the political upheaval that came up with the set up 
processes, they felt the administration of the NHI Council had to 
be replaced with entire~l' a new compliment of stafl .. who are 
very' clueless about the working of the concept of communi~\' 
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insurance, that bit of it, will make it difficult for them to imagine 
other's roles... (P MS-I7) 

The initial acceptance of the concept of health insurance was rather slow as people 

were reluctant to demonstrate their passion for the mutual health organisations and the 

National Health Insurance Scheme as a whole: 

... the people have taken a lukewarm attitude: wait and see... The 
transition was slow and difficult and people thought it was going 
to be free ... Initially, some people didn't want to participate in the 
scheme ... Churches were a bit quiet and they transferred their 
schemes to the government agencies ... (P MS-I 0) 

Additionally, the major flaw caused by the National Health Insurance Task Force, 

which constituted mostly, Ministry of Health staff, was that they failed to consult 

widely with the promoters, institutions and stakeholders who were providing technical 

and other support for the pre-NHI 2003 MHOs (refer to chapter 7 and 10.3). The top 

hierarchy of the Ghana Health Service (GHS) was somehow ignored in the process. 

Initially, this created a problem for the health sector itself as a community of people 

with diverse health professional expertise: 

... 1 don't know who you have spoken to ... let 's say when the 
previous Minister of Health came in, he indicated that he had a 
mandate (from the President) to set up the National Health 
Insurance Scheme ... His strategy was not a very popular one, 
some of us did openly comment to him but it didn't change. His 
view was that the Ghana Health Service [should} act as a 
provider and not a purchaser so we shouldn't be interested in the 
processes, when it is getting started. we should wait till, yes, then 
we would provide for them (Ministry of Health) as a 
payer ... (PMS-3) 

As discussed in chapter 6, the implementation of the Ghana Health Service and 

Teaching Hospitals Act 525 (Republic of Ghana, 1996; MOH, 1996a), as part of the 

institutional reform, has created a sharp division in power and role confluence at the 

headquarters of the health sector (refer to 6.3.2). This had also created problems of 

role sharing even in the area of the National Health Insurance Scheme (NHIS). The 

difficulties in the implementation of the Ghana Health Sen'ice and Teaching 
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Hospitals Act 525 are also creating problems when dealing with exigencies in the 

health sector. This perception is confirmed in a newspaper report: 

... Dr Elias Sory, Director-General of the Ghana Health Service 
(GHS) ... called for an amendment of the legislative instrument 
[L.I] that established the Ministry of Health [MOH] and the 
Ghana Health Service to facilitate swift response to 
contemporary issues ... ('GNA', Thursday, July 23, 2009b) 

As a result, it is pertinent to understand the concept of participatory approach as 

suggested by Musau (1999). This will ensure that this new health financing 

mechanism in the country achieved its expected sustainability goals. 

11.3.2. Traditional and Modern Management Systems 

The study argues that there is interaction between the two main governance systems 

in the country as these are mixed together in the running of the mutual health 

organisations (refer to chapters 5 and 10). However, other respondents also perceive 

that there is less harmonisation between the traditional and modem management 

systems, which is caused by the complex governance environment within which 

organisations operate in Ghana. The line between the modem state (Government) and 

the traditional state (Chieftaincy) institutions has always been blurred (refer to 5.2.1 

and 5.2.2). Although people may see themselves as one people belonging to a 

country, they sometimes feel aligned to their local communities and feel rather 

'unconnected' to the communities in which they reside as a result of peculiar 

linguistic and cultural differences (Freudenburg, 1986; Krannich et al., 1989; Allen, 

1998). The study observes that most of the communities have identified leaders of the 

various tribes and cultures. These leaders are recognised in the administration of th~ 

local affairs just so cohesion may be enhanced. The only way to bring about national 

cohesion is how the community and group leaders could mobilise people to sec 

themselves as one, projecting a common front. 

Although the National Health Insurance Act 650 (MOH, 2003d). empow~rs the 

communities to establish and implement their own mutual health organisations. the 

active participation of the government through the district and municipal Assemblies 
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has caused uncertainties In the management of some of the mutual health 

organisations in this study. While the traditional leadership could identify themselves 

with the traditional management style of the Aduana MHO and Biretuo MHO, which 

were pre-NHI 2003 MHOs, the traditional leadership in Asakyiri MHO and Asona 

MHO, which are post-NHI 2003 MHOs are feeling somehow 'unconnected'. The 

modem style of management seems complex to some of the representatives of the 

traditional council and identifiable organisations serving on the Boards of Directors 

who are not formally educated (illiterates) due to the technical language associated 

with health insurance usually applied by the decentralised staff and local elites at the 

Board meetings: 

.. . se yen hyia mu a, akrakyefoQ no kasa no bi nti, emmma me nte 
nsem no bebree ase yie, translated to mean, I don't usual~v 
understand most of the issues discussed at the board meeting due 
to the language used by the educated people ... (BRMHO-M-4) 

This is the result of the fusion of the social health insurance and the community health 

insurance schemes into the National Health Insurance Scheme (NHIS). The mutual 

health organisations are currently operating like the Social Security and National 

Insurance Trust (SSNIT) or a state enterprise (MOH, 2003d). The management teams 

have also assumed the civil service style of management. They have been engulfed 

by the existing civil service bureaucratic system, which has been described as red­

tapism (Bozeman, 2000). In theory, they could be classified as social health insurance 

schemes (refer to chapters 2, 3 and 7). Additionally, this is more evident since the 

mutual health organisations are operating under the title: 'District or Municipal 

Mutual Health Insurance Schemes' (DMMHIS). 

Although there is interaction between the management of the mutual health 

organisations and the district and municipal Assemblies, some respondents raised 

some questions about the full autonomy of the management staff of the mutual health 

organisations (DMMHIS) because they do not appear to be free from the claws of the 

political machinery in order to operate effectively (refer to chapters 7 and 10). 

Moreover. since the District and Municipal Chief Executives are given charge by the 

government to ensure the survival of their respective district and municipal mutual 

health insurance schemes. it has created a perceived tension between the key actors in 
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some of the communities: district and municipal Assemblies; traditional leadership; 

and the management of the mutual health organisations where the actors di tTer on 

political lines (see GNeMHO, 2004): 

.. , there is issue with the schemes operating as economic entities 
and as autonomous companies without undue influence from the 
government. There is the need for proper collaboration between 
the providers, schemes and all stakeholders ... It appears they are 
on competitive sides - blaming each other for the poor 
performance, they need to agree mutually on how to do 
business ... (P MS- I I) 

A similar interference and associated disagreement was reported in Guatemala by Ron 

(1999). There is a school of thought that if the mutual health organisations are seen as 

community-based and community-owned, they should be accountable to the members 

in the communities without undue interference from the political administrativc set 

up. This perception is accentuated thus: 

.. . the DeE should allow us to operate freely ... (SMMHO-4) 

This will encourage massive community involvement as suggested by Musau (\999). 

In addition, some respondents see the NHI Act 650 as an impediment to the zing 

required for operating the mutual health organisations: 

... the government is supposed to enable the schemes think about 
being self-financing ... (HMP-5) 

It is to prevent the occurrence of such 'unconnectedness' that the study recommends 

that attention would have to be paid so that the rural elite do not undcmline the 

participative approach to community-based health care management (Desmet et aI., 

1999; Atim, 2000, 2001; Huber et al., 2002; Franco el al., 2004, 2006). 
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11.3.3. Community Sense of Initiative in Health Financing Schemes 

While chapter 3 has evaluated the pros and cons of the provision of subsidy for 

mutual health organisations, chapter 10 has also appraised the effect of the re{!Ulatorv o . 

changes in the environment of the mutual health organisations in Ghana. These have 

shown that the intervention of government had helped a lot in changing the direction 

of mutual health organisations by enabling the district and municipal Assemblies to 

take the lead in the formation of mutual health organisations in Ghana. However, the 

study observes again that the lack of subsidy for the private mutual health insurance 

schemes (PMHIS) or the pre-NHI 2003 MHOs is seen as the major cause of the 

reduction in enrolment of the informal sector membership: 

... 1 think that the other argument has been: why don 'I YOli 

provide subsidy to private health insurance schemes; the private 
mutuals for them to be able to insure the poor people as well? ... 
So far, they have not been able to develop business principles 
that should allow that to happen. I mean, indeed for us 10 even 
change the law to respond to that ... (PMS-2) 

This has led to perceived less complementarity, which is also manifesting itself in the 

diminished sense of community initiative in the area of health financing strategies 

(refer to 10.3.5). The study reveals that until the government initiated the move, no 

mutual health organisation could be established in any community with the type of 

zeal which saw their spread in the 1990s as discussed by Apoya (2002, 2003). 

Some respondents perceive that in the wider community, while the current approach 

is seen as an effective means of demonstrating the government's commitment to 

realising that the mutual health organisations are established, there has been excessive 

government interference in their activities and people have a different perception of 

the mutual health organisations' phenomenon. They tend to relate the district and 

municipal mutual health insurance schemes (post-NHI 2003 MHOs) to the political 

orientation of the government rather than seeing them as initiatives to be undertaken 

by the communities. The current vision of the communities is rather encapsulated in 

the belief that it was the central government that had the responsibility to establish the 

mutual health organisations as the performance of its civic responsibility in the area of 

health care provision to the citizenry; free of charge. A similar observation has been 

made by other researchers (Baku el al.. 2006). 
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There is the issue of how to draw the line between the actual role and involvement of 

the state on one hand and the role of the community in establishing the mutual health 

organisations, especially, the private mutual health insurance schemes (PMHIS): 

... you know, some of us thought in the beginning that the existing 
mutuals (community-based, Youth Association based) should be 
allowed to go ahead ... people who have meagre funds could join 
them... but they were discouraged, now some of the people who 
do other things and cannot raise the premium cannot join. so 
there are some difficulties ... (PMS-3) 

As discussed in chapter 3, some researchers show peSSImIsm that excess\\'c 

government involvement could cripple the initiative of mutual health organisations 

(Ron, 1999; Huber et al., 2002; Atim, 2003; Derriennic et al.. 2005). By 

government's intervention in Ghana, the approach has ignored the earlier suggestion 

that governments should not create and manage mutuals. Of particular relevance is 

the advice by Huber et al. (2002), that it would be unwise to subsidise the premium 

level because mutual health organisations could not count on significant budgetary 

support by governments of the Africa sub-region. 

Economist Musgrove, observes that the appropriate role of the state in health is 

complex both in economic theory and in practice. He contends that in the event where 

there was a rise in income, it would be relevant for governments to tinance an 

increasing share of health care, which could lead to the displacement of out-of-pocket 

expenditure by using tax-financed care or social security contributions (Musgrove. 

1996). Increasingly, the role of the government of Ghana has become more complex 

because of lack of economic growth. It is becoming impossible for the government of 

Ghana to provide enough budgets for the health sector to be able to displace out-of­

pocket expenditure for the citizenry. The study observes that the cost recovcry (Cash 

and Carry) is still operating side by side with the risk sharing scheme (health 

insurance ). 

Respondents perceIve that continuous prOVIsIon of subsidy to the mutual health 

organisations by the government is relatively uncertain sincc the country' s economic 

growth rate stood at 6.3 per cent in 2007. Inflation ended at 18.1 per ccnt with an 

overall budget deficit to GDP standing at 13.42 per cent by the end of December 2008 
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(see Acquah, 2009; 'GNA', 23 September, 200ge). Despite recent increase in 

resources, the health sector ran a small: 0.2 per cent of overall revenue deficit in 2006 

for the first time in the 5 year programme of work (5YPO\\') [(~lOH, 2007a)]. The 

question relates to whether the government of Ghana would be able to generate 

enough revenue from taxation to be able to continue with its subsidy for the mutual 

health organisations. This point is argued by some researchers (Liu et aI., 1995: Ron, 

1999; Huber et al., 2002). 

11.3.4. Membership Involvement in the Management of MHOs 

The study found that the system of appointing community members to serve on their 

respective Board of Directors has been streamlined where some identifiable 

organisations and civil society groups are represented. However, the perception of 

some respondents is that there are still problems with how people sometimes 

understand and identify who is an indigenous member of a particular community in a 

heterogeneous country like Ghana (compare this with 11.3.2). The study observes 

that there is the perceived less complementarity or reduced sense of community 

representation related to the appointment of the Board of Directors and management 

staff of the mutual health organisations (refer to 9.1.2.2). The question arising from 

the process is that it is not perceived to be granting indigenous community members 

enough opportunity to elect their own people: 

... The key success factors [in the case of pre-NHI 2003 MHOs} 
included high sense of ownership, great community involvement: 
interest in the survival of the schemes was high. Currently, the 
government's involvement is seen in the appointment of staff of 
the schemes [post-NHI 2003 MHOs} and they are not under the 
MHOs ... (PMS-Il) 

The perception is that apart from the traditional councils' representatives who are seen 

as representing the indigenous people, the rest are appointed by virtue of their 

positions as employees of the decentralised departments in the districts and 

municipalities. The representatives of the district and municipal Assemblies and the 

district and municipal Directorate of Health Services, are the people who have made 

an impact on their communities. Their level of understanding and commitment to 
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local issues are not sufficient to fully appreciate the needs of the people. especially. 

the relatively poor people: 

... let us say you have the District Co-ordinating Director as part 
of the Board. The Co-ordinating Director may not come from the 
District. So he or she is not somebody they actually picked like a 
native, that person 's commitment ... (PMS-16) 

This is contrasted with the pre-NHI 2003 MHOs period, where the entire members in 

the communities used to meet during their General Assembly Meetings (AGMs) to 

democratically choose who they wanted to serve on their Board or the management 

that should be in charge of the day-to-day running of their mutual health 

organisations. The appointees were said to have possessed commitment and were 

dedicated to the cause of their mutual health organisations (refer to chapters 3 and 7). 

Another area of concern is the perceived reduced communities' sense of voluntarism. 

Due to lack of adequate number of personnel working with some of the mutual health 

organisations in this study, they have to request for the services of National Service 

Personnel, who offer one year allowance-based service to the nation upon the 

completion of their tertiary education. They are paid by the National Service Scheme 

(NSS). These personnel assist the insured members to go through the administrative 

procedures by cross-checking with the list of registered members and certi fy them to 

enable the health facilities to provide health services. A Ministry of Health policy 

document notes: 

... district mutual health insurance schemes are being resourced to 
enable them keep pace with registration and 10 card 
issuance ... 300 National Service Personnel have been engaged to 
help process identification cards (10) for insured members ... 
(MOH,2006) 

These National Service Personnel do not work during the weekends and the (ore 

management teams do not work on the weekends either when the shortage is much 

felt (refer to 9.4.1). This is also contrasted with the management staff of the pre-;\lll 
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2003 MHOs who made a calculated attempt to ensure that members had access to 

health care irrespective of the time of visit. Whenever the health institutions were 

unsure about the veracity of a member's claim, they could provide the health care 

services and later seek verification. Members in the communities could volunteer to 

serve as verification personnel during the weekends. Community voluntarism was at 

its apex as observed in other studies (Musau, 1999; Atim, 2001; Ndiaye et al., 2007). 

However, this is gradually diminishing in the current dispensation: 

... the concept was that the providers realised that the 
communities could not afford the costs of inpatient care due to 
poverty and resource constraints ... It was part of the providers' 
responsibility to come together to contribute resources ... The 
community also provided support for their members. This is whv 
the Mutual Health Organisations {pre-NHI 2003 MHOs} 
received tremendous support ... (PMS-I2) 

Some respondents perceive the challenge to be that the current operational procedures 

under the post-NHI 2003 MHOs era had encouraged an attitude where people are no 

longer willing to work for the mutual health organisations on voluntary basis. The 

community members have different deportment towards programmes that are 

government-led. The widely held notion is that any project funded by the central 

government must have financial provision for hiring its human resources component. 

Additionally, the perception is that the implementation of the National Health 

Insurance Act 650 (MOH, 2003d, 2004b), has changed the scope within, which 

community participation is interpreted. Members' participation in the running of thc 

mutual health organisations is somewhat limited leading to low participation. This is 

the cause of problems such as the health insurance moral hazards, adverse selection. 

fraud and abuse of rights that are being perpetrated (refer to 10.2). Howcver. other 

researchers argue that if members' participation was high, it would encourage the 

exercise of social controls as well as ensure responsible behaviour (Griffin, 1989; 

Upton, 1991: Atim, 1998, 1999; Musau, 1999; Ranson, 2002; Eyre & Gauld, 2003). 

As the National Health Insurance Act 650 was passed by the Legislature of th~ 

Republic of Ghana which is the people's representative Assembly, it is ditlicult for 

the ordinary members to call for amendments if they are not happy with any asp~ch 
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of the provisions (MOH, 2003d, 2004b). Even when people are finding it ditlicult to 

pay their part of the bargain or literally crying that they are finding it di fficult to 

mobilise funds to pay for the costs of their health insurance policies. they could not 

take any action to review the NHI Act 650: 

... 1 have been following the performance of the schemes verv 
closely and there is no basis for overall simple judgment ofbett~r 
or worse. But if you want to take them issue by issue, then you 
can say, it was better here, it was better there. For instance, the 
first issue we talked about is in terms of the community 
involvement in the management; that one, definite(l', it is worse 
off now than before ... (P MS-17) 

Another point of view is that the members' sense of ownership has greatly reduced to 

the level where they do not owe much allegiance. Once a member is able to pay up 

the premium to register, it is assumed to be enough. Anything that happened from 

there should be the responsibility of the management of the mutual health 

organisations. Thus, some respondents perceive that despite the regulatory 

demonstration of the people's participation, getting members actively involved in 

their running is doubtful, even though some of the mutual health organisations are 

making the effort to get some few people on board: 

... communities had a wide spectrum of choices to model their 
schemes (pre-NHI 2003 MHOs). So they led, they made key 
decisions, they managed their funds and they led the process of 
recruitment of members and where they encountered difficulties 
in terms of resources to bring people together for meetings 
during the initial stages, the donors and the development 
partners supported ... (P MS-ll) 

It is further perceived that even though the NHI Act 650 (MOH, 2003d). requires the 

management teams with the support of their Board of Directors to revise the 

premiums, in practice, any revision of the administration fees is done without the full 

involvement of the entire members. It was not demonstrable as yet to see any Annual 

General Meeting (AGM) decision, which had resulted in the modification of how they 

are run or packaged: 
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.. . the Annual General Meetings (AGMs) were being organised 
and held to fulfil a requirement and governance of the mutual 
health organisations as codified under the Act 650 ... People 's 
involvement had been reduced and oversimplified to the Board of 
Directors and once the Boards were involved, the people were 
involved ... (PMS-J 7) 

The evidences confirm the observation that 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 et al., 200 I). However. it could also be 

argued that while the community's role has been re-organised on the basis of modem 

governance model, this appears unsuitable to the remotest communities in Ghana 

(refer to 5.2.1). Given that the above issues are resolved, then the need for 

triangulating the social policy theory with community field theory can be enhanced. 

Similarly, the actions of the government on one hand and the community actors can 

also be enhanced (see sub-title below). 

11.3.5. Enhancing Complementarity between Social Policy and Community Field 

Theories 

It would be recalled from chapters 3 and 4 that whilst it is viewed that governments' 

role in providing tax funded health system as well as regulatory mechanism is not 

commensurate with efficiency, reviews of rural risk-sharing schemes try to project the 

idea that governments and other social actors would have to playa major role if 

mutual health organisations are to be scaled up as part of a national strategy (Vogel. 

1990b; Creese and Bennett, 1997; Atim, 1998, 2001; Tabor. 2005; Poletti et al.. 

2007). This is true in the case of the mutual health organisations in Ghana. Again. as 

the role of government in sustaining the mutual health organisations cannot be 

overemphasised, the challenge remains as to how to balance the need for government 

support with how to guarantee the freedom of the mutual health organisations from 

excessive government control (Huber et al., 2002). There is the need to balance 

political interest with the spirit of the operations of the mutual health organisation~ 

such that they might not be placed in any awkward situation. 
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Hence, to interpret the findings of this study, it is imperative to resol\'e the issue of 

perceived less complementarity arising from the roles supposed to be performed by 

the government and community. This is aided by a combination of the social policy 

and community field theories. It is important to ask whether the community can co­

exist with the government. The social policy and community field theories need to be 

propelled to achieve maximum effect in the mutual health organisations en\'ironment. 

This would hannonise the activities of government and the community so that they 

could achieve uniform objectives rather than working in parallel to each other. The 

government and the community have to work in unison. Anything to the contrary 

would spell the collapse of the mutual health organisations. This is because of the 

delicate governance system operating in Ghana, where people owe allegiance to their 

Chiefs first and foremost before anything else (Baffour-Arthur, 2001). Geelhoed 

(2003), observes that the specific context of living of the Akan peopk in Ghana 

implicated the existence of alternative understandings of disease aetiology and its 

influence on health care seeking behaviour. There are socio-cultural circumferences. 

which must be recognised (Geelhoed, 2003; Stekelenburg et at., 2005). 

11.4. Summary of the Chapter 

This chapter has explained the findings of the empirical study from the public sector's 

perspective using the social policy theory. Additionally, it has explained the findings 

from the point of view of community sector using the community field theory. Thus, 

these two theories have been triangulated due to the empirical findings. This is the 

result of the interaction between the government and the community. Howe\'er, the 

findings indicate that in the context of Ghana, there could be percein:d less 

complementarity when using two theories to explain health sector reforms from both 

the public and community perspectives. This must be resolved before the necessary 

complementarity can be enhanced. The next chapter presents the conclusion of the 

study. 
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12.0. Introduction 

CHAPTER 12 

CONCLUSIO~ OF THE STUDY 

This chapter presents the conclusions from the entire study. It is divided into five (5) 

sections. Section one (l) is the summary of the study, which takes cognisance of all 

the findings of the empirical study and their relationship to the key research objecti\'cs 

and questions. Section two (2) postulates the contributions that this study makes to 

knowledge. Section three (3) presents a brief limitation to the study. Section four (of) 

presents possible areas for future research. Section five (5) is the concluding 

statement where the major ideas are summed up. 

12.1. Summary of the Study 

The study aimed to investigate the health sector refonn in the context of developing 

countries. To meet this aim, it has analysed the problems of financial access to health 

and evaluated the financial, institutional and social dynamics of mutual health 

organisations as innovative and newly emerging mechanisms seeking to help resolve 

these problems in Ghana. This was also realised by relying on empirical study 

conducted in Ghana which assessed the current financial viability of the four mutual 

health organisations in this study. Additionally, other external agencies whose 

activities have influence on the perfonnance of the mutual health organisations have 

been examined. Thus, apart from using the financial perfonnance indicators to 

establish the current status of the organisations as well as project into their future 

financial viability, other equally important non-financial indicators were also used to 

detennine sustainability. Social policy and community field theories were combined 

to explain the empirical findings. 

12.1.1. Financial Viability of the Mutual Health Organisations 

The government of Ghana was expected to step in to ensure that thc mutual health 

organisations operate effectively and remain financially viable. The study condudes 

that the mutual health organisations in this study are financially viable as long as there 

will be government subsidy through the National Health Insurance Fund (:'\1111-') 

Howevcr. they would not be financially viable without subsidy-funding duc to the 
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perceived uncontrollable high utilisation rate, occurrence of health insurance fraud. 

moral hazard and associated exorbitant claims made on them by their contracted 

health care providers. That is, even though their reserve funds (refer to p.150; 9.1.4.5: 

and see appendix M) show that they are able to generate revenue. their expenditures 

and other overheads indicate that in the foreseeable future they would require regular 

government subsidy through the National Health Insurance Fund (NHIF). which is 

serving as reinsurance (Dror and Preker, 2002; MOH, 2003d). Otherwise, they would 

encounter financial difficulties in meeting unabated debts to health care pro\'iders 

(Osei et al., 2007). 

The study argues that the financial viability of the mutual health organisations is not 

dependent only on informal sector premiums, as they could not pay ofT their claims to 

health care institutions without supplementing it with the government subsidy 

(NHIF). Therefore, if they do not make any conscious attempt to recruit more people 

from the informal sector, they would be unable to pay necessary bills when they 

achieve autonomy in the long run (MOH, 2003d). This confirms the findings of 

Fairbank and Diop (2003), among other researchers, in that while community-based 

health insurance schemes (CBHI) may offer the benefits of risk-spreading (health­

risk) they themselves may be at risk of insolvency (Fairbank and Diop. 2003; 

Derriennic et al., 2005). Prudent financial measures arc also needed to ensure that thc 

subsidy from the government is judiciously utilised. 

The reasons for the above conclusions have been expatiated. That is, applicable 

indicators have been examined to put the above conclusions in a certain perspecti\'c. 

as explained below. 

12.1.1.1. Reserve Funds of the MHOs 

The study argues that whilst the MHOs might have reserves because their third source 

of income: the 40ther Income' (01) constitutes financial contributions from donor 

organisations and philanthropists or accrued interests on fixed deposits (refcr to 9.2.1. 

9.2.4.1: and see appendix I), there were no balance sheets to strengthen this point. 

Thus, it is essential to recall from chapter 8 that 'surplus' is used as a pnlxy for 

'reserves' in this study to indicate the surplus (es) accrued by the four MilOs at the 

cnd of the financial year (refer to p.150; 9.2.4.5; and see appendix ~l). This \\ as the 
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basis upon which their financial perfonnance and viability was measured in this 

study. Even though their reserve funds (refer to p.150; and see appendix \1) show 

that they are perfonning well, their expenditures and other overheads (operating costs) 

indicate that in the foreseeable future they would require regular government subsidy 

through the National Health Insurance Fund (NHIF), which is serving as reinsurance 

(Dror and Preker, 2002). The reserve funds (refer to p.150; and see appendix M) \\ ill 

not be able to help them meet increasing expenditures caused by excessive utilisation 

of health care by their members within a period of at least three or six months (refer to 

chapters 9 and 11). This must also be viewed in relation to the approach adopted to 

define 'reserve fund' in this study, which is appropriate under the circumstance since 

other researchers have applied it in their studies. Therefore, there are limitations in 

using the actual reserves (see ILO, 2005), to establish the financial viability of the 

mutual health organisations in this study, which is similar to earlier findings (see 

Atim, 1998, 2001; Atim et al., 1998, 2001 a; Musau, 1999). 

12.1.1.2. Ratio of Coverage of Expenses of the MHOs 

In as much as the study argues that the MHOs might have reserves because their third 

source of income: the 'Other Income' (01) constitutes financial contributions from 

donor organisations and philanthropists or accrued interests on fixed deposits (refer to 

9.2.1, 9.2.4.1; and see appendix I), there were no balance sheets available to establish 

this fact. Therefore, it is imperative to recall from chapter 8 that 'surplus' is used as a 

proxy for 'reserves' in this study to signify the surplus (es) accrued by the four MHOs 

at the end of the financial year (refer to p.150; 9.2.4.5; and see appendix M). This 

was the approach used to measure their financial perfonnance and viability (refer to 

chapters 9 and 11). In view of this, on the basis of the ratio of coverage of expenscs. 

the study observes that there are variations with regards to how the mutual health 

organisations are perfonning to ensure their own financial viability. The ovcrall 

conclusion is that it is not certain whether their accumulated reserve funds (refer to 

p.150) could help them pay average expenses for at least a period of three or six 

months without resorting to borrowing (refer to chapters 9 and II). A similar 

observation has been documented by other researchers (see Atim. 1998. 2001: :\tim el 

01., 1998, 200 I a; Musau, 1999). 
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12.1.1.3. Ratio of Operating Costs to Income of the MHOs 

Using the ratio of operating costs to income to measure the financial performanc~ and 

viability of the mutual health organisations, the study concludes that their 

performance is not very good because the management teams are not doing yery well 

in restraining subsidiary costs to running their schemes. All the mutual health 

organisations are perfonning differently in respect of how they are spending on 

administration and management-related costs. Almost all the mutual health 

organisations recorded ratio of operating costs to income of more than the stipulated :' 

percent (refer to chapters 9 and 11). The mutual health organisations depend heavily 

on FM radio stations and mobile van to educate and sensitise the peopk in their 

respective communities during registration periods. Meanwhile using these channels 

of communication have high cost implications. These costs have th~ propensity to 

rise as time goes on since the mutual health organisations are located in district and 

urban areas where there are sparse population settlements (see GSS, 2005). As 

management teams have to travel to these communities, they will continue to incur 

huge vehicle running costs. Hence, traditional modes of communication have to be 

integrated into their social marketing strategies to bring these costs under control. 

This observation is common with studies conducted on similar schemes in Ghana and 

other parts of Western and Central Africa region (see Atim, 1998; Atim el aI., 1998, 

200 I a; Musau, 1999). 

12.1.1.4. The Effect of Excessive Healthcare Utilisation Rate on the :\IHOs' 

Finances 

The study concludes that the mutual health organisations would not be financialh 

viable without subsidy-funding due to the perceived uncontrollable high utilisation 

rate. Importantly, the increase in the expenditure of the mutual health organisations is 

orchestrated by certain factors which are beyond their control as their members arc 

utilising high rates of health services. The intensity of this problem can be understood 

when measured in financial terms with respect to how much they are paying for health 

care claims from their contracted health care providers (refer to chapters 9, 10 and 

II). The study concludes that the management teams seem to lack the capacity in risk 

management techniques to deal with these health insurance risk factors: adverse 

sc\cction, moral hazards and abuse of health sen ices (refer to 3.3, 10.2 and chapt~r 
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11). This is the root cause of the doubt usually expressed about the financial 

sustainability of such schemes (see Musau, 1999). 

12.1.1.5. The Effect of NUl Act 650 Tariff Structure on PIS Income of the :\IHOs 

The study argues that the financial viability of the mutual health organisations is not 

dependent only on informal sector premiums as they could not payoff their claims to 

health care institutions without supplementing it with the government subsidy 

(NHIF). The study concludes that the inability of the mutual health organisations to 

raise enough revenue from their paying informal sector members is caused by the 

rigidity in the tariff structure set under the NHI Act 650 (see MOH, 2003d. 2004b). 

While there is the urgent need for government to review the tariffs under the NHI Act 

650 (MOH, 2003d, 2004b), the management teams also need to make conscious 

attempt to recruit more people from the informal sector. Otherwise. they would be 

unable to pay necessary bills when they achieve autonomy in the long run (see MOH, 

2003d; Fairbank and Diop, 2003; Derriennic et al., 2005). However. prudent 

financial measures are also needed to ensure that the subsidy from the government is 

astutely utilised. 

Due to lack of, or inadequate financial data obtained from the mutual health 

organisations, some of the ratios in the financial viability model (refer to table 8.3) 

were analysed but found to be insignificant in drawing conclusions about their 

financial performance and viability in this study. These are: ratio of subscriptions to 

expenditure and ratio of efficiency in collecting dues. However, liquidity ratio and 

solvability ratio could not be computed due to lack of financial data like balance 

sheets (refer to chapters 8, 9 and 11). As a result, 'surplus' was used as a proxy for 

'reserves' in this study to indicate the surplus (es) accrued by the four MHOs at the 

end ofth'e financial year. Nonetheless, when the financial performance on the basis of 

the ratio of coverage of expenses of the MHOs; and ratio of operating costs to income 

of the MI-IOs were evaluated, these were found to be less encouraging. The results 

were constrained by both internal and external intluences. Therefore. the stud~ 

concludes that the financial issues in this study are intluenced by complicated 

statistical or health insurance risk management problems in the operations of the 

mutual health organisations (refer to chapters 2. 3, 8, 9 and II). 
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12.1.2. Influence of Government Regulation on the MHOs 

The study also concludes that the intervention of the government of Ghana in the 

operations of the mutual health organisations through the implementation of the 

National Health Insurance Act 650 (MOH, 2003d), increased and expanded the 

number of mutual health organisations in Ghana: from small group-based schemes to 

district-wide schemes (refer to 10.3 and chapter 11). The recruitment of the people in 

the country has been encouraging, which is in common with the findings of Apoya 

(2003), and other researchers (see Atim et al., 2001a, 2001b; Kankye et al.. 2001: 

Apoya, 2003; Bennett, 2004; MOH, 2006, 2007a, 2007b, 2007d, 2007e. 2008: 

Boateng, 2008). 

The study findings demonstrate that the implementation of the National Health 

Insurance Act 650 and the Legislative Instrument L.1. 1809 had institutionalised the 

mutual health organisations as a health financing mechanism in Ghana (MOIL 2003J. 

2004b). This has provided a well defined management structure and regularised staff 

within the civil service human resources codifications. Hence. the focus of the mutual 

health organisations in Ghana has changed due to the strong political will and 

commitment being demonstrated by the government. There is a gradual acceptance of 

the concept of mutual health organisations as defined by the government of Ghana. 

The conclusion is similar to other studies which argue that the intervention of 

government in the mutual health organisations environment has the propensity to 

increase their membership as well as ensure fair financing in a country (Atim. 1998. 

200 I; Carrin et al .. 2003; Devadasan et aI., 2004; Poletti et al .. 2007). 

The study also argues that the effect of government's regulation of the mutual health 

organisations in Ghana has been a difficult process. Despite observed positi\ c efTects. 

the implementation of National Health Insurance Act 650 (MOll, 2003d). has equally 

led to diminished community initiatives in the area of health financing strateglcs and 

has contributed to the complete collapse of the original small group-based schemes. 

This conclusion confirms similar observations that excessive government invohement 

could lead to interference and collapse of mutual health organisations (Rllfl. 1999: 

Atim, 2003). 
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12.1.3. Influence of Government Participation on Health Financing 

The International Monetary Fund (IMF) and World Bank (W8) ~conomlc 

development agenda within which Ghana is operating supports the neo-classical 

economic theorists' position that economic development is closely linked to the 

private sector. Hence, the thrust for operating this health financing strategy is that 

health insurance will grow if the economy grows but if the economy does not grow. 

health insurance may collapse (Arrow, 1963; Lees, 1963; Henry, 1990; 8emlan. 

1995; Culyer, 1989a, 1989b; McGuire et aI., 1989; Preker and Harding, 2000~ \\'8. 

2008). The study argues that government's participation has influenced health 

financing by instituting a social health insurance scheme in Ghana. This is why the 

mutual health organisations strategy was fused with the social health insuranc~ under 

the National Health Insurance Scheme (NHIS). 

Ultimately, the expectation of government of Ghana is that as the National 1 kalth 

Insurance Scheme (NHIS) is linked to access through the National Health Insurance 

Levy, therefore the assumption is that if the economy grows and consumption 

improves, more money would be pumped into the National Health Insurance Fund 

(NHIF) [(MOH, 2003d, 2004b)]. This would enable the government to contain any 

social costs of adjustments. Thus, this would encourage more people, l:specially. the 

poor to enrol and utilise health care through the mutual health organisations (MOil 

2003d). On the other hand, the government realised that since the informal economy 

is not growing rapidly, more people could not manage to enrol into the social health 

insurance scheme because they could not afford the premiums or are not SS\lIT 

contributors. 

The study reveals that in communities where infrastructurl: and resourc~s arc 

available, the number of economically aetive members of the population had 

increased, and with such increases people had become financially more sdf-sufficicnt. 

Therefore, the numbers with social health insurance (refer to 9.3.2.3) show that thc 

mutual health organisations are more successful in the urban areas than rural arca~. 

which could be attributed to disparity in economic rcsources. Howl:\·cr. in tcmlS of 

their community health insurance (refer to 9.3.2.4) approach the mutual h~'alth 

organisations are more successful in rural areas than in urban areas. This confirms the 

findings of other researchers that mutual health organisations have the potentIal to 
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attract more people in the infonnal sector economy (Atim, 1998. 200 I ~ Camn er al.. 

2003; Devadasan et al., 2004; Poletti et al., 2007; Jacobs et at.. 2008). 

12.1.4. Influence of Community Wealth (Social and Human Capital) on the 

MHOs 

The study concludes that the sustainability of the mutual health organisation strategy 

based on the community 'self-health-financing' initiative depends upon the acti\~ 

involvement of traditional leadership, socio-cultural dynamics and a \'ibrant informal 

sector of Ghanaian economy. The findings demonstrate that the cost required by a 

viable mutual health organisation is dependent upon the vibrant informal sector of the 

community, district and region in which it is situated. The informal sector depends on 

community resources: both human and social capital to generate income (refer to 

chapter 4). Thus, the wealth of the community is one of the yardsticks for measuring 

the sustainability of mutual health organisations. This is similar to the findings of 

researchers like Schneider et al. (200 I a, 200 I b). However, there is the n~~d to 

resolve the problems of transport and communication between the urban and rural 

health facilities, which is having a negative impact upon members' finances and 

health care access. This agrees with findings of Stekelenburg and other researchers 

(Tsey, 1997; Stekelenburg et al., 2005). 

12.1.5. Problems facing the Mutual Health Organisations 

An irregular flow of funding has been the main reason why health financing strategies 

had failed to achieve universal financial protection for Ghana (Mwabu, 1990. Hoare. 

1987). The mutual health organisations are facing some critical problems, which are 

likely to affect their financial and sustainability overtime. There are obscrvcd 

problems with late release of reimbursement funds from central govcrnmcnt for 

discharging claims to contracted health care providers (MOH, 2003d. 2004b). Thus. 

despite the institution of management structures to streamline their opcrations. thc 

mutual health organisations are experiencing problems due to govcmmcnt 

bureaucracy (refer to 10.2). 
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This is impacting heavily on the financial and strategic management and decision 

making processes of the health institutions located in the operating districts of the 

mutual health organisations in this study. Health managers are unable to fulfil their 

contractual obligations to suppliers as their capital funds are locked up with the 

mutual health organisations. Thus, the study argues that the delay in the release of 

government subsidy is a critical factor leading to delay of- insured clients to health 

care institutions. The health institutions therefore, prefer to treat patients who come 

under the 'Cash and Carry' group since they provide prompt payment; to the 

detriment of insured clients whose reimbursement is delayed with the overall effect of 

causing the institutions to be cash-trapped. This is affecting members' perception of 

quality of care (refer to 10.2). This is similar to the findings of Anie and other 

researchers (Anie et al., 2001; De Allegri et al., 2006). Therefore, there is a perceived 

tension between the mutual health organisations and health care institutions, which it 

is recommended requires urgent attention. 

12.1.6. Improving Financial Viability of the Mutual Health Organisations 

This part presents a number of recommendations for policy makers and mutual health 

organisations regarding how to improve financial viability and overall sustainability 

in the long term. In sub-Saharan Africa, mutual health organisations have contributed 

immensely to the general goals of the health sector. With respect to national health 

financing policy reforms, they are contributing to Primary Health Care goals (WHO, 

1978). This study argues that the mutual health organisations might be used as test 

beds for embarking on nationwide social health insurance schemes. This contirms the 

findings of researchers such as Atim (1998, 1999, 2000, 200 I, 2003). 

Specifically, in Ghana, from 2004, the mutual health organisations had been able to 

assist the government in identifying the main areas of health financial risks they could 

share. They had provided the grounds for the next phase of the health se~tor reform. 

which saw the introduction of the National Health Insurance Scheme (MOH, 2003d. 

2004b). This confirms the recommendations of Carrin and other researchers C~OO I ). 

that there is the need for a certain degree of government regulation if mutual health 

organisations arc to be scaled up and considered as intennediate stage towards 
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universal risk protection (Xu et al., 2003; Camn et al.. 200 I; Poletti et al.. 2007: 

Chankova et al., 2008). 

To assuage the few problems, there is the need for a mechanism that would ensure 

that the system becomes efficient. In the light of this, the following recommendations 

are made for policy consideration as discussed below. 

12.1.6.1. Prudent Financial Management System for MHOs 

This part suggests the need for prudent financial management and monitoring systems 

to ensure the viability of the mutual health organisations. Although, the evidence 

from this study suggests that the overhead cost (operating cost) of running the mutual 

health organisations is an insignificant fraction of their cxpenditur~s. individual 

mutual health organisation analysis shows that this component is rising (refer to 

chapters 9 and II). Unquestionably, the community approach to health insuranc~ has 

a certain cost dimension and if the overhead cost is high, it will provide a sourc~ of 

concern. One important dimension of financial viability is the urgent need to ~xamine 

the overhead costs (operating costs). This also depends on other indicators invol\'~d 

but not· restricted to managerial competencies in managing limited financial and 

material resources. A more robust financial disbursement system should be fashioned 

out of the Ministry of Finance and Economic Planning (MOFEP) funding r~gime for 

the National Health Insurance Council and Authority (NHIS and NHIA). This will 

facilitate early release of NHIF to enable the mutual health organisations to reimburse 

health care claims to their contracted health care providers, promptly. The 

Monitoring and Evaluation units of both the National Health Insurance Council and 

Authority (NHIC and NHIA); the Ghana Health Servic~'Ministry of Health 

(GHS/MOH) and the Ghana Audit Service should be resourced to be able to carry out 

their expected functions. 

12.1.6.2. Flexible Tariff Structure for MHOs 

This part presents a recommendation on the need for flexible taritTs for all mutual 

health organisations in the country. There is the need for policy makers to look at the 

whole tariff structure. The tariff under the NHI Act 650 (MOIl. 2003d. 2004h). h 

designed in such a way that it covers vcry little of the lotal Cllst l)f proVIding hcalth 

services, and that is problematic. There had been recent re\ICW of some aspect-. of the 
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National Health Insurance Drugs List under the NHI Act 650 (see Akanzinge. ~OO-;. 

2008). However, the tariff structure remains problematic for many people in the rural 

communities whose sources of income depend on agriculture. This confinns the 

argument by Wagstaff and other researchers (2001), that poverty is widespread in 

most developing economies (Wagstaff et al., 2001; Camn, 2003; Camn and James, 

2005). A review of the tariffs under the NHI Act 650 (MOH. 2003d, 2004b), would 

encourage the people in the communities to enrol and maintain long tenn 

membership. That is, flexible and graduated premiums should be set. This should 

start from below the minimum ¢72,000.00 to meet the financial capacity of the people 

in the informal sector of the economy. At the same time, government must institute 

some mechanisms for co-payment for people who can afford the premiums. 

12.1.6.3. Government Subsidy to Enhance Financial Viability of MHOs 

This part also indicates the need for government subsidy to ensure financial viability 

of mutual health organisations, especially, in Ghana. The intention of the government 

of Ghana was to put measures in place to ensure that the poor people had access to 

health care (MOH, 2003d, 2004b). This might mean that the mutual health 

organisations might not be financially viable if they continue to register only people 

in poverty with acute social needs. The concern is that there might be less incentive to 

register poor people because it costs more money to register them. Therefore, in the 

short to medium term, the government would have to support the mutual health 

organisations with a subsidy to enable them to cover people living in poverty in the 

population (see GSS, 2005). This also means that there is still the need for the full 

integration of the private mutual health insurance schemes (PMHIS) which might be 

facilitated by providing them with some sort of government subsidy (refer to 10.3). 

This will ensure that they contribute to the attainment of the universal health care 

financing coverage by enrolling people in the informal sector who are not able to raise 

the minimum premium of ¢72,000.00 set under the NHI Act 650 tariffs structure 

(MOH, 2003d, 2004b). Hence, there is the need to create incentives for more people 

to enrol with the mutual health organisations. The absence of these would make the 

mutual health organisations less sustainable. A similar recommendation has been 

documented by some researchers (see Devadasan et al .. 2004). 
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12.1.6.4. Portability of MHOs' Services 

This part recommends the need for portability of mutual health organisations' services 

in the country. The lack of portability where insured members are unable to move 

from one mutual health organisation to another to access health care sen ices that are 

of the expected quality outside their localities means that the mutual health 

organisations are operating independently of each other. This is affecting .... 

membership enrolment because people see the mutual health organisations as national 

institutions which should therefore, have national standards (refer to chapters 9, 10 

and 11). The accepted understanding is that their success or failure is largely 

dependent on how they could link up with the agencies and groups that operate within 

and outside the communities. The mutual health organisations need to realise that the 

activities of external agencies and stakeholders, including, health care institutions 

would impact either positively or negatively on their performance as they strive for 

financial and overall sustainability. This agrees with the recommendations by 

prevIOus researchers (Scott, 1981; Forsyth, 1990; Atim, 1998; Carrino 2003; 

Sonnemans et al., 2006). 

12.1.6.5. Non-Politicisation of MHOs 

This part makes a recommendation regarding the need for non-politicisation of the 

mutual health organisations in Ghana, in particular and sub-Saharan Africa. in 

general. In a country where matters of national interest are sometimes politicised it is 

important for the management of the mutual health organisations to be cautious of 

their association with anyone particular political group. A clear message is needed to 

the effect that the National Health Insurance Scheme (NHIS) is for the whole nation 

and not for anyone particular group of political adherents (refer to chapters 9, 10 and 

II). If this is achieved it would increase enrolment because the Chiefs and the 

Churches would encourage their constituents; health providers would give the 

necessary health education to their clients; and the politicians would add their \ oices. 

Failure to do this would encourage members who do not share similar political ideals 

to stand up against the programme by dissuading other people. This is similar to the 

recommendations made by Ron (1999) and other researchers. that there should be less 

government interference in the management of mutual health organisations (Ron. 

1999; Atim, 2003; GNeMHO, 2003, 2004). 

372 



12.1.6.6. Replication of MHOs' Model of Health Financing 

Here, the need to identify a suitable development model for Ghana in particular and 

sub-Saharan Africa in general is recommended. There is the need to find common 

grounds to enhance development by reconciling the difficulties encountered in 

adopting reform models which do not appear suitable to the Ghanaian conte\t. The 

study concludes that development models need not be imposed on the community due 

to the nature of Ghanaian socio-cultural environment (refer to chapters 4. 5. 6 and I I ). 

The study argues that a purely community led programmes may not be financially 

viable as this could lead to implementation difficulties. Therefore. for developing 

countries including, Ghana, there is the need to bring together all development 

paradigms to ensure effective centralised initiatives and activities. However. this 

must not neglect the community's involvement (refer to chapters 9, 10 and II). 

Analysis of this area may help to develop suitable models needed for cffcctin: public 

health financing and administrative practices. 

As a result, there is the need to replicate mutual health organisations' cxperience in 

sub-Saharan Africa. The study identified some important outcomes or influences. It 

contributes towards emerging health financing policy. The study is relevant at a time 

that most developing countries are struggling to find suitable and lasting solutions to 

their health financing problems. There are suggestions in this study for policy 

considerations concerning the way forward, using Ghana as a benchmark (refer to 

chapter 11). There are practical outcomes for government policy-making with 

implications for the people of Ghana and the health care delivery efforts. The study 

highlights the implications of the involvement of Chiefs as well as the Clergy in 

supporting the mutual health organisations. The influence of customs and community 

leadership and how such factors influence policy implementation has been n:\'caled 

(refer to chapters 7,9,10 and 11). 

Even though the location and focus of the research is on Ghana, policy makers from 

other developing countries could draw implications from it to their countries. The 

study concludes that there is the need for governments and their communities to \\ ork 

hand in hand in managing the mutual health organisations. E.x(essive interference 

from the government can kill the community's sense of initiative in the area of health 

financing strategies. There is a clear need to enhance complementarity in the 
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operations of the mutual health organisations based on harmonisation of the actions of 

government and the activities of the community (refer to chapter II). This 

complements the suggestions of researchers and analysts including Titmuss (197.t 

1987) and Wilkinson (1970,1991). 

12.2. Potential Contributions to Knowledge 

The study makes some significant contribution to knowledge. This has been 

examined in three perspectives, as explained below. 

12.2.1. Contribution to Theory 

It is important to note that both social policy and community field theories have been 

applied separately with success in studies conducted in the western world due to the 

ideological undertones (refer to chapter 4). However, this study has established that 

in the developing economies like Ghana, it is not possible to apply these theories 

independent of each other due to the complex social, economic and political l:ontexts 

(refer to chapters 5, 9, 10 and 11). It shows some elements of perceived less 

complementarity in the application of social policy and community field theories in 

the Ghanaian context if used independent of each other. This was only resolved 

through amicable interplay between both social policy and community field theories 

(refer to chapters 4 and 11). 

Therefore, to be able to apply these theories to explain the findings of this study, there 

was the need for theory triangulation (see Denzin, 1970, 1978). Hence, the study 

contributes to knowledge in the sense that it has shown the need for complementarity 

between social policy and community field theories to explain the findings of this 

study since one theory may not be sufficient. It also shows that even though health 

sector reform is explained from public, private and community perspectives (refer to 

chapter 4), the researcher uses more than one theoretical approach to analyse the 

findings of the empirical study (see Titmuss, 1974, 1987: Wilkinson. 1970. 1991; 

Denzin. 1970, 1978; Bowling, 2000). Therefore. health sector reforms in thc (ontc\t 

of sub-Saharan Africa, especially, Ghana, will have to be interpreted with two 

theories since one theory may not be sufficient (refer to chapters .t and II ) 
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12.2.2. Contribution to Policy 

The study contributes to policy by showing the contributions that the emerging mutual 

health organisations are making towards health financing in developing countries 

particularly, Ghana under health sector reforms (refer to chapters 2.3.6.7.9, 10 and 

II). Under the World Bank and International Monetary Fund economic refonn policy 

which Ghana has been implementing since 1980s, health sector refonns \\'ere 

recommended (MOH, 1996a). This led to the implementation of cost recovery or 

cash and carry policy as a major source of raising revenue to finance the health sector 

(MOH, 1985). However, this has proved unsuccessful in Ghana's case because of 

how its economic environment is constituted. Majority of the people in Ghana are in 

the infonnal sector of the economy while the private sector is simply underdeveloped. 

This has contributed to reduced access to orthodox health care by the people. 

especially those in the informal sector (refer to chapters 5 and 6). 

The government realises this fact that: 'the implementation of the 'Cash and Carry' 

compounded the utilisation problem by creating a financial barrier to health care 

access, especially for the poor' (MOH, 2004d: 5). Majority of the people prefer to 

either stay at home until their health conditions become very critical or patronise the 

activities of herbalists and other unorthodox health care practitioners, whose methods 

of health care provision and delivery have been described by the medical 

professionals as unhygienic and unprofessional (refer to chapters 6, 9 and 10). 

Moreover, cost recovery or cash and carry's contribution to health sector funding is 

negligible (see Asenso-Okyere, 1995; Nyonator and Kutzin, 1999; Atim et al., 2001 a, 

200Ib). 

This is the reason why the government of Ghana considered another health financing 

policy option in 2004 (Abbey, 2003; MOH, 2003d). Thus,' ... health insurance is to 

replace the 'Cash and Carry' system of payment of health services consumed ... · 

(MOH, 2004d: 5). Undoubtedly, the implementation of the National Health Insurance 

Scheme (NHIS) as a source of raising additional revenue for the health sector would 

have faced serious problems if it had not been modelled on the basis of combined 

social health insurance and community-based health insurance schemes (s~'c \1011. 

2003d. 2004b). 
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Without a doubt, the social health insurance model alone would have been unsuitable 

to the socio-economic composition of Ghana (refer to chapter 5). \\ bile fonnal sector 

employees might have been covered under social health insurance (refer to chapter 2). 

it is evident that majority of the people who are in the infonnal sector of the economy 

would have struggled to be part of it (refer to chapters 3, 6, 7, 9 and 10). In essenc~. 

the poor people in the informal sector of the economy might not ha\~ s~~n much 

difference between the user fees policy and the health insurance policy because the 

reality is subsumed in the fact that: ' ... it is note worthy that health insurance does not 

abolish cost recovery but it does replace direct out-of-pocket payment at the point of 

service use ... ' (MOH, 2004d: 5). 

The study argues that even with the implementation of the current health tinancing 

model under the National Health Insurance Scheme (NHIS) the evidence is still clear 

that whilst poor people want to contribute their quota in the provision of funding for 

the health sector through their own subscriptions (refer to chapter 9), they are 

restricted by the provisions of the National Health Insurance Act 650 (MHO. 2003d, 

2004b). Despite the provision of free subsidy or subscription by the government of 

Ghana for people in the social group: indigents, children under 18 years and the aged 

(people over 70 years old), most of these beneficiaries are unable to raise the 

administration fees being charged by the district and municipal mutual health 

organisations to take full advantage of this facility (refer to 9.1 and 9.4). The study 

shows the viewpoint that while the government cannot universally provide health care 

for everyone in the country, it is also clear that the community may feel reluctant to 

initiate and support their own schemes when there is government intervention (r~fer to 

10.3). 

However, the study argues that the implementation of the NHIS as a combination of 

social health insurance and community-based health insurance schemes by the 

government of Ghana has shown tremendous benefits for majority of the people in the 

informal sector of the economy (refer to chapters 9, 10 and 11). The mutual health 

organisations gave the government of Ghana a strong basis for achieving its policies 

with regards to the implementation of the risk sharing (health insurance) polic! in the 

year 2004 (see Abbey. 2003; MOH. 2003d, 2004d) under the health financing refonns 

(refer to chapter 2). Since mutual health organisations are widd ~ a\ailable in the 
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country, it is pertinent to observe that funding health in Ghana can be developed from 

mutualisation. 

The study argues that there is some level of interaction between public sector funding 

and community sector revenue mobilisation under health sector reforms in Ghana. 

Consequently, the study contributes to policy by showing that there can be a 

successful interplay between public sector funding and community sector revenue 

mobilisation for financing the health sector in Ghana. This justifies the 

complementarity between the government funding and the community's resource 

mobilisation efforts in the health sector. This has proved very successful through 

social movements such as mutual health organisations in Ghana (see Develtere. 1993: 

Atim, 1999). There is therefore, the need for the government to work with the 

community to get support for its level of intervention in health sector reforms (refer to 

chapters 2, 3, 7,9, 10 and 11). 

12.2.3. Interplay between Financial, Institutional and Social Viability :\Iodels 

The study raises methodological issues about the right model to use to measure 

financial performance and viability of mutual health organisations in Ghana (refer to 

chapters 3, 8, 9, 10 and 11). Although the financial viability model is adapted for use 

by mutual health insurance schemes in western, central. eastern and southern Africa 

(Atim, 1999; Cripps et al., 2003), some of the indicators are not applicable in the 

current study. It is therefore, important to harmonise the financial viability with 

institutional and social viability models (refer to tables 8.3, 8.8 and 8.9). The reasons 

have been explained below. 

From the financial viability perspective, the study argues that while liquidity ratio and 

solvability ratio were difficult to apply in the current study, due to lack of data, some 

other ratios were calculated but found to be insignificant in the int~rpr~tation of 

financial performance and viability of mutual health organisations in Ghana. ThiS 

also shows the intricate statistical issues embedded in the tinancial analyses in thiS 

study (refer to chapters 9 and 11). Arguably, the measurement of the performanc~ of 

the mutual health organisations on the basis of ratio of coverage of expenses showed 

some inconsistencies. Their overall performance on this is seen as poor. Again. 

measuring their performance on the basis of ratio of subscriptions to cxpcnditur~: \\ a~ 
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difficult to measure since they could not raise enough dues from their informal sector 

membership to meet their recurring expenditures. Moreover, it was difticult to 

calculate this ratio as the subscriptions from all the members of the mutual health 

organisations could not be accounted for apart from the paying informal sector 

memberships. 

Using the ratio of operating costs to income to measure financial performance and 

viability of the mutual health organisations also indicate that they are not performing 

creditably. It was only Asona MHO which managed to control its operating costs 

within the 5 per cent limit. The Aduana MHO, Asakyiri MHO and Biretuo MHO 

exceeded the 5 per cent limit within the two financial periods of 2005 and 2006. This 

is due to the vastness and sparse nature of their population settlements and the kind of 

mobilisation efforts they have to put in to encourage paying informal sector members 

to enrol (refer to chapters 9, 10 and 11). 

Similarly, measuring their performance on the ratio of efficiency in collecting dues or 

rate of payment of dues was characterised by some difficulties as well. While the four 

mutual health organisations did not make any projections for the 2005 and 2006 

financial periods, the researcher had to use the 2005 accrued premiums from the 

paying informal sector memberships to project for the 2006 financial year. Even here, 

the performance of the four mutual health organisations was adjudged to be poor. 

Apart from the Asona MHO which was able to raise substantial revenue from its 

paying informal sector members because it is located in an urban town, the Aduana 

MHO, Asakyiri MHO and Biretuo MHO could not mobilise enough revenue from this 

category of membership during the 2006 fiscal period due to rigidity in the 

implementation of the NHI Act 650 tariff structure (see MOH, 2003d, 2004b). The 

general conclusion is that these ratios were found to show little impact on the 

assessment of financial performance and viability of the mutual health organisations 

in this study (refer to chapters 9, 10 and II). 

Therefore, the study argues that it is important to look beyond financial ratios as basis 

for measuring financial viability of mutual health organisations in dcn:loping 

countries especially, Ghana (see Brignall, 1993: Brignall and Ballantine, 1996. 

Cochrane, 1993; Johnson and Kaplan, 1987; Johnson, 200 I; Tsamcnyi c!1 a/., 211I1X). 
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Consequently, other perfonnance indicators which are suitable to the socio-economic 

circumstances of Ghana must be used in concert with the financial indicators to 

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

This explains the need to use institutional and social viability as other models to 

examine the viability of mutual health organisations, as evidenced in this study (refer 

to chapters 3, 9, 10 and 11). 

From the perspective of institutional viability, the study argues that the 

implementation of National Health Insurance Act 650 (MOH, 2003d, 2004b), since 

2004 had enabled mutual health organisations to be recognised as viable institutions 

in Ghana (refer to 9.1 and 10.3). Mutual health organisations are able to enrol more 

members in the population since they are operating on district-wide and municipal­

wide levels, according to the policy of decentralisation (refer to 9.3). The provision 

of subsidy to serve as reinsurance is making the viability objective of mutual health 

organisations very encouraging. This has also enabled mutual health organisations to 

address the problem of access to health financing confronting people classified as 

social group members in the population (refer to chapters 9, 10 and II). 

From the perspective of social viability, the study argues that Ghana is a dynamic 

country and there is the need to utilise existing social networks to ensure the viability 

of mutual health organisations. Through inter-family and inter-tribal relationships. 

people are able to support one another in times of economic and financial difficulties 

in accessing health care (refer to chapter 5). They are demonstrating the sense of 

mutuality, solidarity and community ownership to embrace and support the ideals of 

their respective mutual health organisations. Members of the communities are using 

the invaluable social and human capital instincts, enhanced by their respective 

community resources and wealth to sustain the various district and municipal mutual 

health organisations. These are invaluable instincts or ingredients needed to enhanl:e.: 

government policies. As a consequence, the study contributes to knowledge.: by 

arguing for interplay between financial, institutional and social \iability models when 

measuring the financial and overall sustainability of mutual health organisations. at 

least in Ghana (refer to chapters 3,7,9, 10 and 11). 
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12.3. Limitations of the Study 

There are some limitations to this study, which future researchers should note and 

seek to address. Use of qualitative research methodology means that it can be 

difficult to generalise from individual experiences in the case studies since th~v are 

not population based (Gummesson, 1991). Thus, out of the total 134 district-wide and 

municipal-wide mutual health organisations established at the time of the studv in 

2006 (MOH, 2006), only four (4) operating mutual health organisations were selected 

for this study. However, the criteria used assisted with the fair selection of these 

mutual health organisations based on regional and geographic levels (refer to chapter 

8). 

The financial viability model adopted could not be applied effectively in this study to 

establish the financial performance of the mutual health organisations due to 

limitations in the financial statements provided (refer to chapters 8. 9 and 1 I). Tht: 

study shows that the model is difficult to apply in Ghana' s case since the mutual 

health organisations in this study are modelled as a fused social health insurance and 

community-based health insurance schemes under the supervision of tht:ir respectiv~ 

district and municipal Assemblies. They are not operating as smaller and group-based 

schemes (compare with chapters 3 and 7). However. this problem was r~ctitied by 

successful interplay between financial, institutional and social viability models to 

explain the financial and overall sustainability of the mutual health organisations in 

this study (refer to chapters 3, 9, 10 and 11). 

There are arguments regarding validity and reliability of qualitative research when 

case studies and interviews have been used. Hence, the researcher was cautious in 

drawing general conclusions from the study. Criticising case studies, Gummesson 

(1991). surmises they lack statistical validity and can be used to generate hypoth~sis 

but not to test them. Due to this, generalisations cannot be made on the basis of case 

studies. However. the findings of this study are justified sinc~ all the district-wid~ 

and municipal-wide mutual health organisations in Ghana are confronted WIth the 

same problems, which they share at their peer review meetings under the auspices of 

the Network of Mutual Health Organisations-Ghana (see G!'\~'HfO, 2003. 2004). 
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Moreover, the process of triangulation was applied to validate what appeared to be 

valuable explanation (see Denzin, 1970; Silvennan, 2006). That is, data were 

collected at different times and places and from different people or tribes. Multiple 

methods were used to collect the data and multiple measurements were also applied 

within the same method. This agrees with methodological triangulation and is further 

augmented by the application of two theories: social policy and community field. 

There was the use of more than one theoretical approach to the analysis which 

satisfied theory triangulation. This way, the validity and reliability of the data are 

enhanced (Denzin, 1970, 1978; Bowling, 2000). 

12.4. Directions for Future Research 

The findings of the study highlight the problem of health financing facing the 

government of Ghana in particular and in sub-Saharan Africa countries in general. 

Certain areas are suggested for consideration for future research. 

1. Although the study brings to light the fact that the health care institutions are 

using client and price discrimination strategies to ensure their own financial 

sustenance, there is still the need to evaluate the effect this has on health 

efficiency goals. There is the need to investigate the implications of the 

complaints that health insurance card bearers are being discriminated against. 

2. Even though the study identifies that the mutual health organisations are 

charging the minimum premium set under the National Health Insurance Act 

650 (MOH, 2003d, 2004b), there are still immeasurable number of people in 

the infonnal sector who could not raise the premiums due to rigidity in the 

application of the NHI Act 650. There are problems with statistical 

detennination of suitable premiums for people in the infonnal sector coupled 

with the management teams' inability to manage health insuranc~ risks. 

Whilst means testing might not be the most suitable option, then: must b~ r~al 

actuarial studies of the costing of health care services; to explore a system for 

equity of payment in the infonnal sector of the economy. 
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3. Improved access to orthodox health care through the mutual health 

organisations is likely to prolong the life expectancy of the population. 

However, in Ghana at the moment, there is no scientific study to show 

whether the increased life span equates to health status. This must be 

investigated in future research endeavours. 

12.5. Concluding Statement 

The evidences through this study respond to the generally held view in the literatun: 

that while employers seek to contain their health care costs and politicians create 

coverage mechanisms to promote individual empowerment, there are still people with 

health problems forced to bear the brunt of their own medical costs (Crossley, 2005). 

The seeming presence of inequity amongst the very poor people in the population also 

agrees with similar studies, which conclude that although the mutual health 

organisations have the potential to extend coverage of health care to the informal 

sector population, they are not able to achieve comprehensive coverage of the poorest 

of the poor in all cases (see Ron, 1999; Atim, 1998, 2000; Carrin et aI., 200 I; Huber 

el al., 2002; Xu el aI., 2003; Devadasan el al., 2004; Poletti el al., 2007; Franco el aI., 

2008). In order to ensure their effective scaling up and maintain financial viability the 

study concludes that there is the need for some form of government regulation and 

subsidy. However, since government regulation cannot work without the acceptance 

of the community, there is the need to integrate these actors in policy formulation. 
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Appendices 

Appendix A: Administrative Structure of Pre-:\HI 2003 'tHOs 

Design Features 
The tools developed by these international donors and non-gov~mmental 

organisations (NGOs) provided a form of organised structure with the community 

context in mind. The main features have been explained by Kankye (2001) as below. 

Constitution 
The Mutual Health Organisations have their own constitutions, which spell out the 

legal provisions that define and regulate their business operations. The rights and 

obligations of officers and members, benefits package and established procedures and 

processes are coded in the constitution. It also establishes the kind of relationship that 

exists between the Mutual Health Organisations and their members and the health 

providers. 

Membership and Responsibilities 

Membership is via one or all of the following criteria: anyone who lives in a particular 

area or community and is able to pay their premium regularly; anyone who ~omes 

from the area or community but lives outside the community and is able to pay their 

premium regularly; and people may also join through groups and other associations 

extant in the locality. Duties of members may include: paying up contributions on 

regular basis and promptly; the need to attend meetings on regular basis; no attempt to 

cheat on the scheme because punishment is outright dismissal from the group; the 

need to observe agreed rules and regulations; and the right to have a say in the 

management of the scheme. 

Ownership 

The ownership is unique in the sense that all members who have paid up full) thl'lr 

premiums have ownership rights and they meet to elect those who will manage the 

scheme. They exercise their right of ownership at the Annual General :\s,,~~mbl) 

meetings as enshrined in their constitutions. The amount and level of premium to h~ 

paid is decided amongst the members who have to agree to it. This suhsists on the 

type and cost of health services members decide to proviJe for themsch C" Large 



membership is the aspiration of Mutual Health Organisations so they try to keep the 

premium low by going for inexpensive services so that the members can atTord. 

Organisational Structure 

A Mutual Health Organisation may be designed to suit the local human resource 

capacity of the community in which it is located. Typically, the organisational 

structure may be as shown in the figure below. The main anns of the organisation are 

as discussed here (Kankye, 2001). 

Organisational Structure of an MHO 

General Assembly 

~~ 

Board of Trustees 

~ 

Management Committee 

~ 

Manager 

~~ ~~ r t 

Accountant Coordinator Administrative Assistant Fieldworkers 

Source: Kankye, 200 I 

General Assembly 

This is the supreme body of the Mutual Health Organisation and (omprise-. all 

members who have paid up their dues up to date. This body ensurcs that dutl~" ar~' 

t' h h '" d m' 'ts once a \car hut rna\ ~JI'll delegated to all the other sub-arms 0 t c sc cm~ an ~~ . . 



meet under ordinary and extra-ordinary sessions. In large communities. there could 

be 'nominated delegates' who attend the Annual General Assembly and may be 

democratically, nominated on a quota or proportionate basis. For instance. one 

delegate nominated for every hundred members by the respective communities. The 

d~legates may usually include members of the insurance sub-committees. who arc 

selected on such qualities as: probity, competence and availability. Their duty may be 

to ensure that the information and decisions taken are communicated to the members 

and members' wishes also communicated to the General Assembly (Kankye. 200 I). 

Board of Trustees 

The Board of Trustees may consist of the Chairman, the V icc-Chairman. the Secretary 

General and six (6) other members appointed by the members. 

Management Team and Management Committee 

The Mutual Health Organisations have their own management teams who administer 

the day-to-day efficient and effective operations. The management team may usually 

compose of people like the vice-chairman of the Board, Secretary General. the 

Insurance Manager and two (2) Co-ordinators. The specific task of the management 

team consists of putting into action risk management measures. data management 

systems for monitoring costs, and internal control measures to prevent health 

insurance fraud. They also liaise with the community members, service providers and 

administrative staff. The management team members are supposed to be translucent 

and make sure that they give regular detailed reports to their members. 

Internal Audit Committee (lAC) 

For effective monitoring and supervision, an Internal Audit Committee (lAC) with 

three or more members is nominated by the General Assembly. The committee has 

the responsibility to supervise. monitor and control the activities of the management 

of the scheme so as to ensure its survival as well as protecting the interest of the 

members. This committee is empowered to call extra-ordinary General :\"sembly 

meetings if they discover any anomalies caused by managcment. It is also c\peded 

to redress grievances brought before it by members (Kankye. 2001). 



Appendix B: Characteristics of Case Study Mutual Health Organisations 

Description AduanaMHO Asakyiri MHO AsonaMHO Biretuo ~tHO 
Region Greater Accra Ashanti Eastern Brong Ahafo 

Status Ordinary Ordinary District Municipal Ordinary 

District District District 

District 121,000 146,000 147,000 150.000 

Population 

2006 
i 

Regional Male: 15.3 Male: 19.4 Male: 11.1 Male:9.7 

Population Female: 15.4 Female: 18.8 Female: 11.2 Female: 9.) 

Labour 

Force-200O ! 

Regional Urban:88.3 Urban:50.7 Urban:33.4 Urban:36.3 

Economically Rural: 11.7 Rural:49.3 Rural:66.6 Rural:63.7 I , 
! 

Active , 

! , 

Population- I 

2000 
I 
! 

Duration 7years 2years 2 years 15 years 

Membership 21,000 42,000 88,000 65,000 

2006 
I 

! 

Health Health Centres District Hospital, Regional District 

Facilities (No Hospital) Private Hospital, Hospital and Hospital and 

CHAG Hospital Private Health Centres 

Hospital 

Population figures were estimates as at 2006 



Appendix C: Research Participant's Consent Form 
Sheffield Hallam University - l' nited Kingdom 

Research Participant Information Sheet 

Project Title: Health Sector Reforms - A Study of :\Iutual Health Organisations 
in Ghana 

This Participant Infonnation Sheet explains the nature and purpose of the rescarch. It 
is important that you read and understand before you agree to take part. You arc 
invited to participate in the study voluntarily. 

The purpose of the research is to assess (find your views about) the \Iutual Hcalth 
Organisations as new health care financing mechanism(s) helping to resolve the 
problems of health care financing facing developing countries with refcrence to 
Ghana. It is a study which is in partial fulfilment of the award of Doctor of 
Philosophy (PhD) degree by the Sheffield Business School. Sheffield Hallam 
University in the United Kingdom. 

You have to understand that you may withdraw from the research at any stage and 
that this will not affect your status now or in the future. You need to understand that 
while information gained during the study may be published. you will not bc 
identified and your personal results will remain confidential. Howcvcr. when: therc 
would be the need to quote you, this will be mutually agreed upon with the rescarcher. 

Please understand that you will be digitally recorded during the intcrview. However. 
if you do not want to be digitally recorded, make this known to the researcher. 

Please understand that data will be saved on the laptop when it is downloaded from 
the digital recorder pen. The hard and electronic copies of the transcript will also be 
stored for a maximum period of 5years after the completion of the thesis by thc 
researcher. Also understand that access to this data will be granted to only people 
who will use it for academic purpose(s). 

There will not be any material benefits to you for taking part in this rescarch. 
However, the expected benefits will be derived when the outcome of thc stud} has 
made useful contribution to knowledge now or in the future. 

It is also useful for you to understand that you may contact thc researcher or 
supervisors if you require further information about the research. You may also 
contact the Research Ethical Review Committees of both Shcflic1d Hallam 
University, United Kingdom and the Ghana Health Sen' ice. if you wish to make a 
complaint relating to your involvement in the research. 

Contact details: 
Researcher: Mr Augustine Afari-Adomah, 

Sheffield Business School 
Sheffield Hallam University, City Campus. Howard Street. 
Shefficld, S I I WB, South Yorkshire. United Kingdom 

Supervisors: Prof. J .A. Chandler & Prof. G.A. Mountain (address as ahl)\ e I 



Sheffield Hallam University - United Kingdom 

Consent Form 

Title of Project ............................................................... . 

Name of Researcher ......................................................... . 

Please tick box 

I confirm that I have read and understand the information sheet for the above study. 
I have had the opportunity to consider the information, ask questions and han: had 

these answered satisfactorily. 

I understand that my participation is voluntary and that I am free to withdraw at any 

time, without giving any reason, without my rights being affected. 0 

I understand that relevant sections of any of my views or comments collected during 
the study may be looked at by responsible individuals from the academia, where it is 
relevant to my taking part in this research. 1 give permission for these individuals to 

have access to my data. 0 

1 agree to take part in the above study. 

Name of Participant Date 

...................... e •• 

Researcher Date 

Contact Person: 
Mr Augustine Afari-Adomah (PhD Student) 
Sheffield Business School 
Sheffield Hallam University 
City Campus 
Howard Street 
Sheffield. S I I WB 
Tel: (OO) 44-(0} 7950692944 

n 

Signature 

................... 0 ............ . 

Signature 
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Appendix Dl: Rate of Membership Coverage of the Catchment Population of 
the Aduana MHO: 2005-2006 

2005 2006 

Group Category Number Total 'umber 
--

Tolal 

Subsidised Indigent 2,319 1215 

Members SSNIT 32 81 

Pensioners I 
I 

SSNIT 816 171O i 
Contributors 

Aged (70+) 525 1045 

Children (under 5,308 9,000 7.949 12.000 

18 years) 

Paying 18-69 years 5,000 9,000 

Informal i 
I 
I 

Members 
i 

Grand Total 14,000 21,000 

Population 98,000 121.000 
---- - --- - ---- ~-- ---

% coverage of population 14.2 17.3 

-

---

---

Appendix D2: Rate of Membership Coverage of the Catchment Population of the 
A k" MHO 2005 2006 sa ~ylrl . -. 

2005 2006 

Group Category Number Tolal Number Total 

Subsidised Indigent 326 1,038 

Members SSNIT 39 80 

Pensioners 

SSNIT 3,315 2.562 

Contributors 

Aged (70+) 2,190 1. 7-t1 

Children (under 9,130 15,000 30,579 36,000 

18 years) 

Paying 18-69 years 3,000 6.UUO 

Informal 

Members I 

Grand Total 18,000 42,000 

Population 126,000 146,000 

% coverage of population 14.2 28.7 

-< 

-~ 

. 

----. 

, 



Appendix 03: Rate of Membership Coverage of the Catchment Population of the 
Asona MHO: 2005 - 2006 

2005 I 2006 

Group Category !'lumber Total 'umber Total 

Subsidised Indigent 4,140 1,315 

Members SSNIT 5,222 1,605 

Pensioners 

SSNIT 15,145 12,203 

Contributors 

Aged (70+) 7,756 8,938 

Children 22,737 55,000 38,939 63,000 

(under 18 

years) 
-- . 

Paying 18-69 years 22,000 25,000 

Informal 

Members 
--~-'-'" 

Grand Total 87,000 88,000 
---- - ._ .. -

Population 138,000 147,000 
---.--- - - - . 

% coverage of population 63.0 59.8 
-

Appendix 04: Rate of Membership Coverage of the Catchment Population of the 
Biretuo MHO' 2005 - 2006 . 

2005 2006 , 

Group Category Number Total :"iumber Total ! 
I 

--- ~-1 

Subsidised Indigent 444 4.521 

Members SSNIT 107 176 

Pensioners 

SSNIT 1,986 2,426 

Contributors I 

Aged (70+) 4,109 4.052 
~---- --------------0 

Below 18 years 36,354 43.000 27JQ5 , 
_,:-, ,I I1III 

! -- .- - - - --.- - .~-- ~-- -- .. 
Paying Informal (18-69 26.000 27.000 

Informal years) I 
I , 

Members __ 1 --_._--"---
Grand Total 69,000 65.000 

~ 

Population 139,000 150,000 

·1. coverage of population 49.6 43.3 I 



Appendix E: Health Care Benefits of Members - Post-~HI 2003 ~IHOs 

The benefits discussed under the Act 650 apply to both the District ~tutual lh:alth 
Insurance Schemes and the Private Mutual Health Insurance Schemes. How~\ er, the 
Private Commercial Health Insurance Schemes are also been required to pro\ ide 
acceptable level of health care benefits to their members. Members of the \tutual 
Health Insurance Schemes are to enjoy benefits spelt out under section 33 Suh~~dions 
I and 2 of the Act 650 as: 

1. A District Mutual Health Insurance Scheme is to be operated exc1usivdy for 
the benefit of the members. 

2. A District Mutual Health Insurance Scheme shall be provided with subsidy 
from the National Health Insurance Fund (MOH. 2003d: 19). 

The health care benefits prescribed by the Act 650 are summed up in s~ction 19 
subsections 1 to 4 of the Legislative Instrument LI 1809, which include: 

1. For the purposes of section 64 of the Act. the minimum health benefits set out 
in Part 1 of Schedule II to these Regulations shall be availabk to members 
registered with a scheme licensed under the Act, 

2. A Scheme may despite sub regulation (1) provide for its members health care 
services over and above the minimum benefits specified in Part I of Schcduk 
II subject to the payment of such additional premium as is agreed upon by the 
Scheme and the members; and for this purpose the scheme is not required to 
adhere to the National Insurance Drug List. 

3. A District Mutual Health Insurance Scheme shall not pro\' ide the healthcare 
services over and above the minimum specified in Part I of Schedule II unkss 
it has the prior approval of the Council. 

4. The public health care services specified in Part 3 of Schedule II shall be paid 
for by Government and shall be free (MOH, 2004b). 

Specifically, outpatient (OPD) and In-patient (Admissions) services have been 
summarised under the Legislative Instrument (LI 1809). which the District \lutual 
Health Insurance Schemes are to provide for their members. Th~' Ghana Ilcalth 
Service (GHS) has also summarised these seT\'ices for health care institutions a.., 

presented below (see GHS, 2004). 

Outpatient Services . 
The following out-patient services shall be provided for members h} the Slh~·me.., 
consultations, including. reviews by both general and sp~llalJsL requested 
investigations for general and specialist outpatient seT\·i.~·~s such as laborallll"Y· \-ra~. 
ultrasound scanning among others: medication. includmg pn:sc~lptlOn drugs llD th~ 
National Insurance Scheme Drug List (NISDL). traditional medICine..; appw\ ~d h~ the 
Food and Drugs Board (FOB) and prescribed hy accr~dited pra~·~ltJl)ner". out-pallent 
or day surgical operations such ~s hernia repaIr. l~cl"lon .an~t "' dr'lln.I~~·. 
haemorrhoidel'tomy and outpatient physlOth~rap~ (sel' \tOIl. _004h. (,liS. _UO~h). 



In-patient Services 
Included in the in-patient services for members and exempted members of the 
schemes are: general and specialist inpatient care; requested investigations for in­
patient care in the areas of laboratory, x-ray, ultra sound: medication covering 
prescription drugs on the NHI drug list, blood and blood products~ surgical 
operations; in-patient physiotherapy; accommodation on the general ward and 
feeding, where available (MOH, 2004b, 2004d; GHS, 2004b). 

Specific Services 
Among the specific services to be provided by the schemes include oral health: 

1. Pain relief for tooth extraction, temporary relief, incision and drainage: 

2. Eye care services: refraction, visual fields, a-scan, keratom~try. cataract 
removal and eye-lid surgery; 

3. Maternity care: antenatal care, deliveries both nonnal and assisted, caesarean 
section and postnatal care; and 

4. Emergencies: medical emergencies, surgical emergencies, paediatric 
emergencies, obstetric and gynaecological emergencies and road traffic 
accidents (MOH, 2004b, 2004d; GHS, 2004b). 

The NHI 2003, Act 650, also spells out the type of health service providers to deal 
with the health insurance schemes for purposes of accreditation as indicated below. 

Categories of Health Service Providers 
The following health service providers may be accredited by the National Health 
Insurance Council (NHIC) to provide health care to the members of the Mutual 
Health Insurance Schemes: 

I. Teaching, Regional and District Hospitals. 

2. Quasi public hospitals, including, the Police and Military. 

3. Public Health care centres. 

4. Private hospitals and clinics. 

5. Mission hospitals. 

6. Phannacy and chemical shops. 

7. Accredited traditional health practitioners. 

8. Other health care facilities as detennined by th~ National I kalth Insurancl' 
Council (MOH, 2004b, 2004d; GHS, 2004b). 

The health care providers are required to apply to the National Ilealth Insurance 
Council for accreditation before they can enter into contractual agreement \\ Ith the 
Mutual Health Insurance Schemes. 



dO F P Ii IB k d fS Appen IX ° ro esslona ac ~groun 0 taff of the four '1HOs ° 
Position AduanaMHO Asakyiri MHO Asona 1\IHO Biretuo ~fHO 

IQualification 
.,.,,-

Manager 151 Degree 151 
Tertiary Bachelor of Arts 

Degree/Diploma 

Ed, LLB 

Accountant HND HND (Alc), BSc. Tertiary 
---_-.0 

HND 

(Finance) 

Public 151 Degree HND Tertiary GCE O'Lc\cl 

Relations (Marketing) 

Officer 

Claims HND HND, BSc. (HR) Tertiary GCE O'Le\cl 

Manager 
I , 

Management I sl Degree HND, Diploma Tertiary \"acant at the 

Information 10 Computer time of study 

Systems Science 

Manager 

Date Entry Clerk SSS Graduates Diploma In Secretarial Sccretarial (NVQ) 

Computer Science (NVQ) 

Appendix G: Cost of Health Insurance Policy of the MHOs: 2005-2006 (old cedis, 
¢) 
Scheme Premium Admin Total Premium Admin Total 

2005 Fees 2006 Fees 

Aduana MHO 72,000.00 10,000.00 82,000.00 72,000.00 28,000.00 100,000.00 

Asakyiri MHO 72,000.00 28,000.00 100,000.00 72,000.00 28.000.00 100,00000 

Asona MHO 72,000.00 28,000.00 100,000.00 72,000.00 48,000.00 120.00000 

Biretuo MHO 72,000.00 28,000.00 100,000.00 72,000.00 28,000.UU 100,0{)0.00 

NB: Exchange rate: £ 1 = ¢ 18,000.00 old cedis In November, 2006. 



Appendix H: Summary of Financial Performance & Viabilit)' Ratios of the :\IHOs: 2005 - 2006 
(old cedis, t) 
Scbeme Indicator Year: 2005 
Aduana MHO Total Income 1,873,000,00000 

Total Expenditure 1.776,000.000.00 

Reserve Funds' 97,000,000.00 

LR -
SR -

RCE 0.65 

RSE 0,36 

ROCI 0.18 

RECD -

Asakyiri MHO Total Income 1,474,000,000.00 

Total Expenditure 864,742,000.00 

Reserve Funds' 609.258,00000 

LR -
SR -

RCE 8.45 

RSE 0.50 

ROCI 0.16 

RECD -

Asona MHO Total Income 2,758,000,000.00 

Total Expenditure 2,340,000,000.00 

Reserve Funds' 418,000,000.00 

LR -
SR -
RCE 2.14 

RSE 0.35 

ROCI 0.03 

RECD -

Blretuo MHO Total Income 4.876,000.000.00 

Total Expenditure 2,656,000,000.00 

Reserve Funds' 2,220,000,000.00 

LR -
SR -
RCE 10.03 

RSE 0.75 

ROCI 0.05 

RECD -
NB: Exchange rate: £ I = ~ 18,000.00 old cedis In November, 2006. 

• The surplus at the end of the financial year (see appendix \1) 
- Data not available. 

\'ear: 2006 
--0 

1.983.000.000 UU , 

997.746.00000 1 , 

985.154.000.00 

-
1 -
! 

11.85 ! 

0.29 

0.14 

0.45 

1.588.000.00000 

1.327.000,000.00 

261.000,000.00 

-
-

2.36 
~.'-

o 20 

011 

062 

M,404,000,OOO.00 

7,M74,OOO,000.00 

530,000,000.00 

-
-
0.80 

0.22 

0.01 

2.1 

9,256,000.00000 

7,912,000,00000 

1.284,000,000 00 

-
-

I 43 
.- ~--

OA) 
----- ~. 

u 23 
. 

I -.t 
.. ---- .----

1 

. 



Appendix I: Source of Income as a Percentage of Total Income of the 'IHOs: 
2005 - 2006 (old cedis, ¢) 
Deseription AduanaMHO Asakyiri MHO Ason8 MHO Biretuo ~lHO 

2005 

Total Income 1,873,000,000.00 1,4 74,000,000.00 2.758,000.000.00 4,876.000.000.00 ~ 
I 

NHIF Income 1,158,000,000.00 875,635,000.00 1,897,000,000.00 2,797,000.000.00 I 
I 

NHIF as % 62 59 69 ,-
PIS Income 652, 773,000.00 439,595,000.00 842,289.000.00 1.993.000,00000 

PIS as % 35 30 31 41 

Other Income'" 62,950,000.00 158,898,000.00 18,743,000.00 85,689.000.00 

Other Income as % 3 11 0.7 "') 

, 

2006 

Total Income 1,983,000,000.00 1,588,000,000.00 8,404.000.000.00 9.~56.000.0oo.00 

NHIF Income 1,656,000,000.00 1,245,000.000.00 6.544.000.000 00 5.7(1S.nOO.ooooo . 
j 

NHIF as % 84 78 78 62 

PIS Income 294,430,000.00 274,352,000.00 1,769,000,000.00 
-----1 

J.4 "7 ~. (lOU.! llll) PI) 
. __ . 

PIS as % 14 17 21 .1X 
.-.--

Other Income'" 32,758,000.00 68,645,000.00 90,765.000.00 15.4~<>,UUU.UU 

Other Income as % 8 4 1 O.~ 

NB: Exchange rate: £ 1 = ¢ 18,000.00 old cedis in November. 2006. 

• This might be part of the MHOs' reserves since it constitutes financial contributions from donor 
organisations and philanthropists or accrued interests on fixed deposits. However, there w~n: no 
balance sheets to prove it. 

Appendix J: Expenditure as a Percentage of Total Income of the MHOs: 2005 - 2006 
lold cedis, ¢) 
Description Aduana MHO Asakyiri MHO Asona MHO Biretuo MHO 

2005 

Total Income 1,873,000,000.00 1,474,000,000.00 2,758,000,000.00 -un 6,000 ,000.00 

Total c 1,776,000,000.00 864,742,000.00 2,340,000,000.00 2,656,000,000.00 

Expenditure 

Exp. as % 95 59 85 54 

2006 

Total Income 1,983,000,000.00 1,588,000,000.00 8,404,000,000.00 lj.~ 56.000.lH HI 1111 

.. 

, 
I 

I 

: 

I 
I 

I 

I 

I 
---1 

Total 997,746,000.00 1,327,000,000.00 7,874,000,000.00 7,972.000.0011 (III' 

Expenditure 

Exp. as % 50 ~4 94 Sh 

NB: Exchange rate: £ 1 = c 18,000.00 old cediS In November, 2006. 



Appendix K: NHIF Claims as a Percentage of Total Health Care Claims of the \lHOs: 
2005 - 2006 (old cedis, ¢) 
Description AduanaMHO Asakyiri MHO AsonaMHO Biretuo'IHO 

2005 

Total Claims 592,594,000.00 295,586,000.00 1,620,000,000.00 
-__ 4 

I, - "6,000.000.00 

NHIF Claims 689,865,000.00 750,435,000.00 1,483,000,000.00 1.9·r.ooo,OOO.00 

Difference'" 97,271,000.00 454,849,000.00 13 7 ,000,000.00 ~ II ,000,000.00 

NHIF Claims 116 254 92 II ~ 

as% 

2006 

Total Claims 661,647,000.00 722,205,000.00 17,206,000,000.00 5,869,000,000.00 

NHIF Claims 1,295,000,000.00 220,120,000.00 13,200,000,000.00 5.455,000,000.00 

Difference'" 633,353,000.00 502,085,000.00 4,006,000,000.00 .t 14,000,000.00 

NHIF Claims 196 30 77 93 

as% 

NB: Exchange rate: £1 = ¢ 18,000.00 old Ghana cedis in November, 2006. 

• Shows only: 1) the amount of money accrued to the MHOs as a surplus when the NHIF released 
towards Claims only, is in excess after paying off the Total Health Care Claims to their contracted 
health care providers (when the NHIF Claims is above 100%); and ~) the amount of nHlnl.'~ the \tH()" 
had to supplement with the NHIF released towards Claims only. to pay otT the Total Health Carl' 
Claims submitted by their contracted health care providers (when the NHIF Claims IS less than 100%). 

Appendix L: Paying Informal Sector (PIS) Income as a Percentage of Total Income of 
the MHO: 2005-2006 (old cedis, ¢) 

--- --

Description AduanaMHO Asakyiri MHO Asona MHO Biretuo MHO 

2005 
•... -

Total 1,873,000,000.00 1,474,000,000.00 2,758,000,000.00 4,876,OOO.Uuu.UO 

Income 

PIS Income 652,773,000,00 439,595,000.00 842,289,000.00 1,993,000,000.00 

PIS as 0/0 35 30 31 41 

Members 5,000 3,000 22,000 26,000 i 

2006 

Total 1,983,000,000.00 1,588,000,000.00 8,404,000,000.00 9,~56,OOO,O(lU (H) 

Income ._., 
PIS Income 294,4 30,000.00 274,352,000.00 1,769,000,000.00 3.4 ..,~,U()O,OOO ()O 

-. ""' 

PIS as 01, 14 17 21 , ~x , 
-. -~---------<--.-- -.-.-~ - --,. 

Members 9,000 6,000 25,000 ~-,OOO 
____ . ..L 

NB: Exchange rate: £] = ¢ 18,000.00 old cedIS In November, 2006. 

1 

! 



A d' M R F d f b MHO ~p~en IX 
. eserve un so t e s: 2005-2006 (old cedis. c) . 

Description AduanaMHO Asakyiri MHO Asona ~IHO Biretuo ~lHO , 

2005 

Total 1,873,000,000.00 1,474,000,000.00 2.758.000.000.00 I .l.S ';bJ)ul).lll)O UO 

Income I I 
I 
j 

Total 1,776,000,000.00 864,742,000.00 2.340.000.000.00 2.656.000.000.00 ! 
Expenditure 

Surplus* 97,000,000.00 609,258,000.00 418,000,000.00 2.220.000.000.00 

(+) or 

Deficit (-) 

2006 

Total 1,983,000,000.00 1,588,000,000.00 8,404,000,000.00 9.256,000,000.00 

Income 
~---. 

Total 997,746,000.00 1,327,000,000.00 7,874,000,000.00 7.972,000,000.00 

Expenditure 

Surplus* 985,254,000.00 261,000,000.00 530,000,000.00 1.284,000,000.00 

(+) or 

Deficit (-) 

NB: Exchange rate: £ 1 = ¢ 18,000.00 old cediS in November. 2006. 

NB: Reserve Fund is defined as total income minus total expenditure (refer to p.150). 

• Surplus at the end of the financial year is used as a proxy for reserves/reserve funds 
due to unavailability of balance sheets. However. it could be argued that the f-.1I10s 
might have reserves because their third source of income: the 'Other Income' (01) 
constitutes financial contributions from donor organisations and philanthropists or 
accrued interests on fixed deposits. 

i 
i 

I 
I 

I 

I 

I 



Appendix N: List of Research Participants 

[it _ . ..LI!~. ant's Institution Aeronym of Participant Date of Interview 
Policy Makers, PMS-I 15.12.2006 
Stakeholders etc PMS-2 04.01.2007 

~ 

PMS-3 19.12.2006 
.- . 

PMS-4 20.12.2006 
PMS-5 20.12.2006 I 
PMS-6 19.12.2006 
PMS-7 04.12.2007 i 
PMS-8 12.12.2006 i 
PMS-9 27.11.2006 

1 

PMS-IO 28.11.2006 , 

i 

PMS-l1 18.12.2006 I 
i 

PMS-12 14.12.2006 I 

PMS-13 03.01.2007 
PMS-14 13.12.2006 
PMS-15 20.12.2006 
PMS-16 12.12.2006 
PMS-17 12.12.2006 
PMS-18 07.12.2006 ~ 
PMS-19 20.11.2006 

-,~-

PMS-20 28.11.2006 
---

PMS-21 24.11.2006 
~ PMS-22 21.11.2006 

Health Managers and HMP-I 30.11.2006 
- -

Personnel HMP-2 16.11.2006 
HMP-3 16.11.2006 
HMP-4 23.11.2006 
HMP-5 04.12.2006 
HMP-6 21.11.2006 
HMP-7 17.11.2006 
HMP-8 24.11.2006 
HMP-9 16.11.2006 _. , 

HMP-IO 20.11.2006 

HMP-l1 30.11.2006 , 
'-f 

HMP-12 07.12.2006 
._--<1 

___ •. _ t 

_-.. c. 

Scheme Managers of the SMMHO-I 08.12.2006 · 
Mutual Health SMMHO-2 28.11.2006 · 
Organisations SMMHO-3 18.11.2006 · 

SMMHO-4 23.11.2006 
.---~. 



Appendix N: List of Research Participants 

fartiefpant's Institution Aeronym of Participant Date of Interview 
Aduana Mutual Health ADMHO-M-I 08.12.2006 , 
Organisation ADMHO-M-2 07.12. 2006 

• 

ADMHO-M-3 08.12.2006 
- -, 

-Members ADMHO-M-4 08 .12.2006 
ADMHO-M-5 07.12.2006 

---_ ..... 

ADMHO-M-6 08.12.2006 
- - . . 

ADMHO-M-7 08.12.2006 
ADMHO-M-8 08.12.2006 
ADMHO-M-9 08.12. 2006 
ADMHO-M-IO 07.12.2006 

-Non-Members ADMHO-NM-I 07.12.2006 
ADMHO-NM-2 08.12.2006 
ADMHO-NM-3 08.12.2006 
ADMHO-NM-4 07.12.2006 
ADMHO-NM-5 07.12.2006 

I 

Asakyiri Mutual Health ASKMHO-M-I 23.11.2006 
Organisation ASKMHO-M-2 24.11.2006 I 

ASKMHO-M-3 24.11.2006 
-Members ASKMHO-M-4 23.11.2006 

ASKMHO-M-5 23.11.2006 
ASKMHO-M-6 23.11.2006 
ASKMHO-M-7 23.11.2006 
ASKMHO-M-8 23.11.2006 
ASKMHO-M-9 23.11.2006 
ASKMHO-M-IO 23.11.2006 

1 

---~ 
, 

I 

-Non-Members ASKMHO-NM-I 23.11.2006 

ASKMHO-NM-2 24.11.2006 
-- --

ASKMHO-NM-3 23.11.2006 .. . -

ASKMHO-NM-4 24.11.2006 

ASKMHO-NM-5 24.11.2006 



Appendix N: List of Research Participants 

Participant's Institution Acronym of Participant Date of Inten'iew 
~ 

Asona Mutual Health ASNMHO-M-l --
03.12.2006 

Organisation ASNMHO-M-2 01.12.2006 
ASNMHO-M-3 05.12.2006 

-Members ASNMHO-M-4 30.11.2006 
ASNMHO-M-5 01.12.2006 
ASNMHO-M-6 01.12.2006 
ASNMHO-M-7 

~ 

03.12.2006 
ASNMHO-M-8 

.. 
27.11.2006 

ASNMHO-M-9 28.11.2006 
ASNMHO-M-IO 28.11.2006 

.. 
-Non-Members ASNMHO-NM-l 01.12.2006 

ASNMHO-NM-2 29.11.2006 
-1 

ASNMHO-NM-3 01.12.2006 
ASNMHO-NM-4 01.12.2006 

"-

ASNMHO-NM-5 04.12.2006 
: 

I 
I 

~ 
Biretuo Mutual Health BRMHO-M-l 18.11.2006 I 

--j 

Organisation BRMHO-M-2 17.11.2006 I 
------ 1 

BRMHO-M-3 17.11.2006 I 
-Members BRMHO-M-4 18.11.2006 I 

i 

BRMHO-M-5 18.11.2006 
--1 

BRMHO-M-6 20.11.2006 
BRMHO-M-7 18.11.2006 

1 
BRMHO-M-8 17.11.2006 : 
BRMHO-M-9 18.11.2006 
BRMHO-M-IO 21.11.2006 - -~----

-Non-Members BRMHO-NM-l 18.11.2006 

BRMHO-NM-2 17.11.2006 

BRMHO-NM-3 2U.11.2006 

BRMHO-NM-4 21.11.2006 

BRMHO-NM-5 17.11.2006 



Appendix 0: Interview Schedule for Policy 'lakers and Stakeholders 

Questions for Empirical Study: November, 2006-January 2007 . , 

SHEFFIELD HALLAM UNIVERSITY - L:\ITED K1NGDO:\l 

Interview Questions 
The aim of this interview is to assess your views about the Mutual Health 
Organisations, as a new health care financing mechanism in Ghana. It is part of a 
study which is in partial fulfilment of the award of a Doctor of Philosophy (PhD) 
degree by the Sheffield Business School, Sheffield Hallam Univcrsity. Cnited 
Kingdom. Please be assured that whatever discussed here will be taken in strict 
confidence. Where there will be the need to quote you, this will be mutually agreed 
upon. 

Question: Are the Mutual Health Organisations (:\IHOs) financially ,-iable? 

1. How did the idea of Mutual Health Organisations come about / what is the 
main phenomenon (underlying the formation) of Mutual Health 
Organisations? 

2. What accounting systems do you have in place for MHOs' reimburscments in 
the country? 

3. What accounting control mechanisms do you have in place to curtail heulth 
insurance risks? 

4. Would you say that the MHOs are financially viable to ensure their members' 
access to health care in the country? 

5. Would you say that the schemes are financially viable beyond donor funding 
or support? 

6. Would you describe the MHOs as cost effective enough to assure financial 
access to health care in the country? 

Question: How does the institutional framework influence the financial 'iabilit~­
and performance of the mutual health organisations ('1HOs)? 

I. Which framework did the MHOs operate with before the introduction of the 
new law (NHI 2003)? 

2. Could you explain the reasons for the introduction of the :'\ III 20()) and 
inclusion of MHOs? Thus. what do you see 3S the role of \tllOs under th~' 
NHI '003') 

3. Have-the MHOs satisfied the NIH 2003, NIlIR Lli X09 stalling requiremellh') 

4. What is the expected effect of the NIH 2003 on MHOs which t l
'
rc not 

operating under govemm~nt regul~tion? T~us. hav.c th~rc ~~en any ~ langes III 

the operations of MHOs SlOce the tntroductton of:'\III .. 00. 



5. Are there any strategies in place to expand membership ,co\'erag~ of th~ 
scheme(s) in the country? 

6. How would you assess the performance of the schem~ in terms of m~mb~rship 
coverage, before and after the introduction of the n~w law (' HI ~OO))? Thus. 
what is the impact of new policies Ilegislation on th~ financial viabilitv of 
MHOs in the country? . 

7. What are the benefit packages for members of the MHOs in the countr"'> 

8. What is the framework for international donors and NGOs under the 'I J I 
2003 in their dealings with the MHOs? 

9. Would you say that the current membership of the scheme(s) is a tru~ 
reflection of what they can achieve in meeting the targets of their catchm~nt 
population( s)? 

10. What is the framework for other supporting institutions (~.g. district 
institutions, social traditions, etc) in the national health car~ finanCing driv~') 

11. What is the relationship between National Health Insuranc~ S~cr~tariat 

(NHIS) and other institutions in the health insurance domain (~.g. \1110 sdf 
developed institutions and others nationwide),? 

12. What is the National Health Insurance Secretariat (NHIS) doing to assist 
MHOs scale up? 

Question: To what extent is the participation of government affecting health 
financing? 

1. Could you give an idea about the government's current funding of h~alth care 
services in the country? 

2. What is the proportion of private health care financing in the country? 

3. Could you give an idea about the impact of user fees on health service deliv~ry 
in the country? 

4. Could you explain the expected contribution of health insurance to universal 

health access and coverage? 

5. Could you describe the extent to which community financing sch~m~s 
(MHOs) can help alleviate the problem of health care financmg and acce ... s III 

the country? 

6. What do you see as the effect of government subsidy or th~ abs~m:~ of it llll 

the financial viability of the scheme(s)? 

7. Could you explain the reasons why som~ of th~ \1HOs arc not gcttlllg any 

subsidy from the government? 



8. Do the health institutions operate any essential drugs polin in th~ir d~allng~ 
with the health insurance schemes / MHOs? " 

9. Would you say that the new law (~HI 2003) provid~s the enabling 
environment for the scheme(s) to increase membership co\~rage'~ 

Question: How do the role of community leadership and social d\'namics 
improve the performance of the mutual health organisations as well as ~nhance 
the acceptance of government policy? 

I, What was, and is, the level of the communit\"s in\'olv~m~nt in th~ 
establishment and management of the schemes in the"country? 

2. How would you assess the community's sense of ownership of the sch~m~s'l 

3. Could you describe the role played and being played by th~ opinion leaders 
(Chiefs, Bishops, MPs, Assemblymen & Assemblywomen) in sustaining the 
schemes? 

4. How would you assess the influence of opinion leaders on th~ implem~ntation 
of the new law (NHI 2003)? 

5. Would you say that the wealth of the community gl\es credenc~ to the 
viability of the schemes in the country: 

6. What would you describe as the solidarity clements of the sch~m~s and how 
members feel socially accepted? 

7. Could you describe how people's knowledge of health insurance leducation. 
promotion and prevention has/have improved since th~ introduction llf ~ III 
2003 in the country? 

8, Could you describe how you are involved in th~ decision-making pron:ss~s of 
the scheme? 

9. Did you offer staff of the MOHiGHS any training in the prin(ipl~~ of h~ahh 
insurance to enable them deal with clients of MHOs/lnsuranc~ Sch~m~s·.) 

10. Could you explain how you influence the local community to ~mbra(~ the 
ideals of health insurance? 

II. Could you describe the framework / networks for bringing all stak~hoIJl'r" In 

the insurance domain together? 

12. What basically is your organisation's role in th~ ti~ld of hca~th !nsur~lrK~" 
Thus, how did you / your organisation get involved WIth 'UIOs In (Jhan~1 

13. How would you describe th~ k\c1 of th~ l:lmm1Umt~ 's rartl~'lr~ltwn In th~' 
sustainability of the schem~s in th~ country'.! 



14. What are the steps taken to manage conflict likely to arise from th~ 
implementation of the new regulation, and the ~IHOs ~df-de\ doped 
institutional structures? 

Question: What are the problems faced by the mutual health organisations'~ 

1. Would you say that the schemes have achieved membership targets') 

2. How long do you envisage continuing with your assistance to the ~tUO~·.) 

3. How do (es) the operation(s) of health insurance affect cost reco\cry policy in 
the health sector? 

4. Have there been any changes in attendance rate at the health facilitics sincc thc 
implementation of NHI 2003 in the country? 

5. Could you describe the kind of support and assistance th~ h~alth s~:dor 
receives from international donors or NGOs and thc effect of such support on 
health sector funding? 

6. Could the health sector have done, or can do, without support and assIstance 
from International donors and NGOs? 

Question: How can the financial viability of the mutual health organisations be 
improved? 

1. What do you think is the costs required by \'iable MHOs against the 
background that the new law (NHI 2003; NHJR 2004, LlI X09) r~quirL'" 
schemes to pay fees for their licenses c\ery two y~ars'.' 

2. What do you think can be done to ensure financial viability of the MHOs',' 

3. Would you say that citizen's financial access to orthodox h~alth car~ ha" 
improved since the introduction of NHJ 2003? 

4. Do you believe that the economic status of the members in the communitIes 
can ensure financial viability of the schemes'? 



Appendix P: Interview Schedule for Health Managers and Penonnel 

Questions for Empirical Study: November, 2006-January, 2007 

SHEFFIELD HALLAM UNIVERSITY - L'~ITED J(J:\GDOM 

Interview Questions 
The aim of this interview is to assess your views about the 'Iutual Health 
Organisations, as a new health care financing mechanism in Ghana. It is part of a 
study which is in partial fulfilment of the award of a Doctor of Philosophy (PhD) 
degree by the Sheffield Business School, Sheffield Hallam Universit\', United 
Kingdom. Please be assured that whatever discussed here will b~ take~ In strict 
confidence. Where there will be the need to quote you, this will be mutually agreed 
upon. 

Question: How can Mutual Health Organisations (MHOs) improve health care 
financial access in the population? 

I . Are you an accredited health institution to deal with health insurance schemes 
(MHOs)? 

2. Do you operate any essential drugs policy in your dealings with the Ilealth 
Insurance Schemes / MHOs? 

3. What are the current sources of revenue / income into your health facility 
(GOG, DPF, IGF)? 

4. Could you give an idea about the impact of user fees on your service delivery 
at the facility? 

5. How would you describe the effect of health insurance schemcs (MHOs) on 
financial access to health care? Thus, could you explain thc cxpcl:lcd 
contribution of health insurance (MHOs) to universal health access 
coverage? 

6. How would you assess the performance of the health facility .. hospital In 

terms of utilisation / attendance before and after the introduction of the \HI 
2003? - documents 

7. Could you describe the extent to which the MHOs can help alleViate the 
problem of health care financing and access in the country? 

8. What procedures and processes do you have in place to attend to membcrs and 
non members of the MHOs in the health facility? 

9. What accounting mechanism / systems do you ha\ e in place fOT YllUT 

reimbursements (claims) from the MHOs? 

10. Ilow do you resolve any financial disagreements with your contracted '1110~l 



11. Would you say that the new law (;-";HI 2003) provides the cnablin1;! 
environment for the schemes to increase membership coverage which will 
have effect on the performance of the health institutions? 

12. Would you say that the MHOs are financially viable to ensure access to health 
care in the country against the background of the utilisation of health can: h~ 
their members? 

13. How would you assess the influence of opinion leaders on the implementation 
of the NHI 2003 with consequential effect on health care access'? 

14. Would you say that the availability and proximity of health care facilities to 
the MHOs is encouraging their operations? 

15. What are the provider-client relationship mechanisms In place to ensurc 
satisfactory service provision to your clients? 

16. What is the quality of care systems in place towards improving paticnts' 
waiting time? 

17. Do you offer your staff any training in the principles of health insurance to 
enable them deal with clients of MHOs/Insurance Schemes'? 

18. How do (es) the operation(s) of health insurance affect your cost rccmcry 
abscondence problems? 

19. Could you explain how you influence the local communityclients to embrace 
the ideals of health insurance? 

20. How do members of health insurance schemes (MHOs) assess their 
satisfaction with services received at the health facility? 



Appendix Q: Interview Schedule for Scheme :\lanagers-:\IHOs 

Questions for Empirical Study: November, 2006-January. 2007 

SHEFFIELD HALLAM UNIVERSITY - t:~ITED KI~GDO:\I 

Interview Questions 
The aim of this interview is to assess your views about the \ 1 utual U~alth 
Organisations, as a new health care financing mechanism in Ghana. It is part of a 
study which is in partial fulfilment of the award of a Doctor of Philosoph\' (PhD) 
degree by the Sheffield Business School, Sheffield Hallam Vniv~rsity" United 
Kingdom. Please be assured that whatever discussed here will be take~ in stnd 
confidence. Where there will be the need to quote you, this will be mutually agreed 
upon. 

Question: Are the Mutual Health Organisations (MHOs) financially viable? 

1. What is / are your source (s) of income? 

2. How much is the due(s) / premium (s) for the members? 

3. How do you determine the premiums in relation to the b~nefits packages for 
members? 

4. What accounting system(s) do you have in place for your operations? Thus, 
how do you reimburse your contracted health care provid~rs? 

5. What internal control mechanisms do you have in place to curtail health 
insurance risks? 

6. Would you describe your MHOs as cost effective enough to assur~ financial 
access to health care for members in the community? 

7. Do you believe that the economic status of the members will help ~nsur~ 
financial viability of the scheme? 

8. Would you say that your MHO is financially viable? 

9. What do you think can be done to ensure financial viability of the sch~Jll~'? 

10. Could you describe the extent to which your MilO is helping to all~\'iat~ th~ 
problem of health care financial access for members'.' 

11. How do you assess your financial performanc~') Thus. how otkn do you audIt 

your accounts or who are your auditors? 

12. Have you measured the scheme's annual income and e:xp~nditur~ ll\ er the la ... ' 
I yr. 2yrs or 3yrs (depending on years in c:xist~ncc)'? --Jo~um~nh 



Question: What is the impact of government policy or regulation on financial 
viability of Mutual Health Organisations (~1HOs)? 

1. What is the current membership of your MHO (compare since introduction of 
NHI 2003, Act 650)? -before and after NHI- documents 

5. Are there any strategies in place to expand membership CO\ erage of the 
scheme? 

6. How would you assess the performance of the scheme in terms of membership 
coverage, before and after the introduction of the new law (NHI 2003)'! 

7. Would you say that the current membership of the scheme is a true reflection 
of what you can achieve in meeting the targets of the catchment populationb)? 

8. What is the impact of new policies Ilegislation on the financial viability of 
your scheme? 

9. Would you say that the scheme is financially viable beyond donor funding or 
support? 

10. What do you see as the effect of government subsidy or the absence of it on 
the financial viability of your scheme? 

11. Have you satisfied the NHI 2003, NHIR LI 1809 staffing requirements? 

12. What is the professional background of your staff? -Documents? 

13. How do you remunerate / motivate the staff of the scheme? 

14. Do you engage in any extra income activities to support the finances of the 
scheme? 

15. What is the effect of the registration fees under NHI Act 650 on the finances 
of the scheme? 

Question: What is the influence of institutional framework on the operations of 
Mutual Health Organisations? 

1. Have you been accredited by NHIC to operate health insurance scheme? 

2. How was your Mutual Health Organisation formed / what IS the main 
objective or phenomenon underlying its fonnation? 

3. Which framework (Pre or Post NHI 2003 MHO) did you operate with before 
the introduction of the NHI 2003? 

4. What is the effect of the NHI 2003 on your operations? Thu'o. how d(l ~ llU 

foresee your viability under gon:rnment regulation? 



5. How did you / have you managed the change process (if Pre-\HI 2u03 \1110) 
since the introduction ofNHI 2003? 

6. Would you say that the NHI 2003 provides the enabling environment for \our 
scheme to increase membership coverage? . 

7. How would you assess your relationship with other supporting institutions 
(e.g. district institutions, social traditions, etc) in the running of the scheme',) 

8. What do you think is the costs required to make your MHO \iabk against the 
background that the new law NHI 2003 and ~HIR 2004. LI1809 require 
MHOs to pay fees for licenses every two years? Thus. what do vou see as the 
effect of the registration and renewal of license fees (even'· 2 us) on the 
operations (sustainability) of your scheme? 

Question: How do (es) the role of the community affect(s) the performance and 
viability of the Mutual Health Organisations? 

1. How do you mobilize/educate the community members on the concepts of 
health insurance and MHOs in order to encourage them to register with the 
scheme? 

2. Could you describe the role played and being played by the opinion leaders 
(Chiefs, Bishops, MPs, Assemblymen & Women) in sustaining the scheme'.' 

3. How would you assess the member's sense of ownership of the scheme'.' 

4. How would you describe the level of member's participation in the 
sustainability of the scheme(s) 

5. Would you say that the wealth of the community gIves credem:e to the 
viability of the scheme? 

6. What would you describe as the solidarity elements of the scheme and how 
members feel socially accepted? 

7. How do members assess their satisfaction with services received at the health 

facility through the scheme? 

8. Could you describe the kind of support and assistance you recei\ e from 
international donors or NGOs and the effect of such support on \our 

operations? 

9. Could you have done, or can do, without such support and assi-.tance from 

International donors and NGOs? 

10. What do you see as the major problem(s) impeding the smooth operation l,f 

the scheme? 



Appendix R: Interview Schedule for Contributors of the MHOs 

Questions for Empirical Study: ~ovember, 2006-January, 2007 

SHEFFIELD HALLAM UNIVERSITY - t.::\ITED KJ~GDO'1 

Interview Questions 
The aim of this interview is to assess your \'iews about the \1utual Health 
Organisations, as a new health care financing mechanism in Ghana. It is part of a 
study which is in partial fulfilment of the award of a Doctor of Philosophy (PhD) 
degree by the Sheffield Business School, Sheffield Hallam Lni\ ersit\. L:nited 
Kingdom. Please be assured that whatever discussed here wi II be take~ in strict 
confidence. Where there will be the need to quote you, this will be mutually agreed 
upon. 

Question: How can Mutual Health Organisations (:\1 HOs) impro\'e ~'our 
financial access to healthcare? 

1. How were you motivated to enrol with the MHO? (if insured). Thus. could 
you describe how you were motivated to join the scheme? 

2. Do you have an idea about what health insurance is? 

3. How much do you pay as premium for your membership? 

4. Could you describe how you manage to pay your premiums looking at your 
sources of income? Thus, what is the effect of the subscription fee( s) on your 
finances? 

5. Do you know the benefits of your membership? 

6. What is the impact of new policies Ilegislation on your financial ability to pay 
your dues to the scheme? 

7. Could you describe how your knowledge of health education, promotion and 
prevention haslhave improved since joining the MHO? 

8. What do you see as benefits of joining a scheme where resources are pooled 
together to offset costs of health care at the time of need? 

9. Could you describe how the scheme worked for you the last time you needed 

health care? 

10. Would you say that the current membership of the scheme is a true reflect ion 
of those who can join in the catchment population( s)'? 

II. How would you assess the performance of the scheme before and after the 
introduction of new law (NHI2003)? (if Pre 2003 \tHO member) 



12. ~ow wo~ld you assess the performance of the scheme sincl? joining after the 
mtroductIOn of the NHI 2003? (if Post 2003 MHO member) 

13. Could you explain how the scheme can contribute to univl?rsal health access? 

14. Could you describe how you think the scheme can help alleviate thl? problem 
of health care financing in the country? 

15. Would you say that the scheme is financially viable to ensure your a((css to 
health care in the country? 

16. What do you think can be done to ensure financial viabi Iit\ of thc 
MHO/scheme? Thus, can your economic status ensure financial \ j"abilit\ of 
the scheme? 

17. Has your financial access to health care improved since joining the schcmc'? 

18. Do you see the scheme as a viable mechanism for your financial a(ccss to 
quality health care in the future? 

19. Have you experienced any changes in your dealings with the schemc since thc 
introduction ofNHI 2003? 

20. What is the framework for other supporting institutions (e.g. district 
institutions, social traditions, etc) in the national health care financing dri vc? 

Question: How do (es) the role of the community affect(s) the performance and 
your decision to remain with the Mutual Health Organisation? 

I. What was, and is, the level of your involvement in the establishment and 
management of the scheme? 

2. How would you assess the community's (your) sense of owncrship of thc 
scheme? 

3. How would you assess the influence of opinion leaders on the functioning of 
the scheme? 

4. Would you say that other members of the scheme are willing to sustam thc 
scheme? 

5. What would you describe as the solidarity you I?nJoy as a mcmber of the 
scheme and how you feel socially accepted? 

6. What do you see as the social bonds of belonging to thc \1110s? 

7. Could you describe what may discourage you from particlpatin~ m thl.' 

stheme? 



8. Could you describe how the proximity to health care faciht\ encouraged '"our . ...,. 
membership? 

9. Could you describe how you are involved in the decision-making pfL)(~SS~S llf 

the scheme? 

10. What are the provider-client relationship mechanisms III pb(~ to ensure 
satisfactory service provision? 

11. How do you assess your satisfaction with servIces received at the health 
facility / scheme? 

12. Could you describe the role played and being played by the opinion leaders 
(Chiefs, Bishops, MPs, Assemblymen & Women) in sustaining the scheme? 



Appendix S: Interview Schedule for ~on-Contributors of the 'IHOs 

Questions for Empirical Study: November, 2006-January. 2007 

SHEFFIELD HALLAM UNIVERSITY -l'~ITED KI~GDO'I 

Interview Questions 
The aim of this interview is to assess your views about the \1utual t kalth 
Organisations, as a new health care financing mechanism in Ghana. It is part of a 
study which is in partial fulfilment of the award of a Doctor of Philosophy (PhD) 
degree by the Sheffield Business School, Sheffield Hallam L:nin:rsitv. United 
Kingdom. Please be assured that whatever discussed here will be t3ke~ in strict 
confidence. Where there will be the need to quote you, this will be mutually agreed 
upon. 

Question: How can Mutual Health Organisations ('I "Os) impro\'e ),our 
financial access to healthcare? 

1. Have you heard about the Mutual Health Organisation'.'. Thus. could YOli 

describe why you have yet to join the scheme? 

2. Do you have an idea about what health insurance is? 

3. What do you think will be some of the benefits if we all contribute money into 
a common fund so that we could access it when sick? 

4. As you have not registered, how do you manage your health care costs when 
sick or go to the health facility? 

5. How will it affect your finances if you were able to pay up the premium'.' 

6. What is the impact of new policies Ilegislation on your financial ability to pay 
your dues to the scheme if you did register? 

7. Could you give an idea about the impact of user fees on your health C~lre 

access? 

8. Could you describe how your knowledge of health education. promotion and 
prevention can improve if you join the MHO'! 

9. How would you assess the performance of the scheme before abcnd after the 
introduction of new law (NHI 2003)? (if Pre 2003 non-MHO mem "r) 

I O. Could you explain how the scheme can contribute to universal health acee..;,·' 

II. Could you describe how you think the scheme can help alienate the problem 
of health care financing in the country? 



12. What do you think can be done to ensure financial \ IJbIlitv of thl..' 
MHO/scheme? Thus, can the economic status of the people In the (L~mmunit\' 
ensure financial viability of the scheme? . 

13. Have you experienced any interaction with the management of the ~tlfO "ince 
the introduction ofNHI 2003? 

Question: How do (es) the role of the community leadership affect (s) ~'our 
decision to embrace government policy? 

1. How would you assess the community's (your) sense of ownership of the 
scheme? 

2. How would you assess the influence of opinion leaders on the functioning of 
the scheme? 

3. Would you say that members of the community arc willing to sllstain the 
scheme? 

4. What would you describe as the solidarity to be enjoyed if you register with 
the MHO and how you will feel socially accepted? 

5. What do you see as the social bonds of belonging to the \0 lOs'.' 

6. Could you describe what may discourage you from participating in the scheme 
in the future? 

7. Could you describe how the proximity to health care facility can encourage 
you to join the MHO? 

8. Have you experienced any provider-client relationship that can ensure 
satisfactory service provision by the health care facilities and the MHOs? 

9. How do you assess your satisfaction with services received at the health 
facility as a non-member of MHO? 

10. Could you describe the role played and being playe.d by th~ Ojinion le~dl'r~ 
(Chiefs, Bishops, MPs, Assemblymen & Women) In mfluenclng your deCISion 

to join a MHO? 

11. What role does your social institution (e.g. district Institution", 
traditions, churches etc) support you in accessing health carc') 



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 
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Appendi.x T: Research Framework: Healtb Sector Reforms: A Study Of Mutual Healtb Organisations in Ghana 
Analytical and Data Collection Plan- November, 2006-January, 2007 
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Appendix T: Research Framework: Health Sector Reforms: A Study Of Mutual Health Organisations in Ghana 
Analytical and Data Collection Plan- November, 2006-January, 2007 
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