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Background
Ghana is a low- middle-income country in West Africa with a land size of 238,537 km2 and a population of 24.6
million people (GSS, 2012). The county’s per capita income is estimated US$3,718. Ghana’s economy since
political independence in 1957 has been dominated by the agricultural sector in terms of employment creation
and contribution to GDP. The dominance of the sector, which is characterised by subsistence agriculture and a
major contribution of cocoa exports, has seen a decline since the 1990s. Ghana’s major export commodities include
cocoa, gold, diamonds, timber, horticulture and oil, while her major imports include capital equipment, petroleum
products and foodstuffs.
In terms of human development, Ghana’s performance is relatively low with vast disparities across the country.
Ghana ranked 135th on the Human Development Index (HDI) out of 187 countries and territories in 2012 with
a value of 0.558. The index, however, falls to 0.379 when it is adjusted for the level of inequality in the country.
The life expectancy of the population is estimated at 64.6 years. Though Ghana’s adult literacy rate of 65% is
relatively high in Africa, the mean years of schooling is only 7.0 years. Only about 29% of the population has at least
secondary education. The low human development is manifested in widespread poverty and deprivation among
the population. About 28.6% of Ghana’s population is estimated to be living below PPP US$1.25 per day, while
31.2% of the population lived in multidimensional poverty, while an additional 21.6% were vulnerable to multiple
deprivations (UNDP-Ghana, 2013).

There is marked spatial development inequalities in Ghana between rural and urban communities as well as
between northern Ghana and southern Ghana with respect to access to socio-economic services (Aryeetey et al.,
2009). While access to improved water sources is generally good at 80%, only 10% of the population has access to
improved sanitation facilities. For instance, while 91% of urban areas have access to improved sources of drinking
water, the proportion was 69% in rural areas (GSS, 2012). Available data indicate that poverty is endemic in the three
northern regions of Ghana where at least 6 in every 10 persons are poor (Aryeetey et al., 2009). A regional analysis
of the multidimensional poverty index in Ghana also revealed that multidimensional poverty was much higher in
the Northern region (80.9%), Upper East region (80.8%) and Upper West region (77.6%) (GSS, 2013). From a gender
perspective, the gender inequality index (GII) for Ghana also reflects gender-based inequalities in reproductive
health, empowerment and economic activity. Ghana’s GII value of 0.565 ranked it 121st out of 148 countries in 2012
(UNDP-Ghana, 2013). Participation in the labour market is about 72% for men compared to 66.9% for women.
With these development inequalities in the country, certain groups of persons have been identified as being more
likely to be socially excluded from participating fully in Ghanaian society. They include persons with insecure
livelihoods many of whom are engaged in semi-subsistence food farming, migrant farm labourers and settlers, the
elderly with no family support and pension, persons with disabilities with no employable skills, urban slum dwellers
in the formal sector, and children in difficult circumstances, including street children and the poor (UNDP-Ghana,
2007).

The health sector in Ghana
Health care in Ghana is delivered through a system consisting of four categories of service providers. The health
system is made up of public facilities, private for-profit facilities, private not-for-profit facilities and traditional
medical practitioners. In terms of ownership, about 65% of all the health facilities in the country are publically
owned. The private for-profit facilities represent 26.4% while the private not-for-profit facilities owned by religious
groups represent 6.6%, but they have been estimated to provide about 42% of the total health services in the
country (MOH, 2009). Quasi-government facilities mainly operated by the security services and the universities
represent the remaining 2.1%.
The organisation and the administration of the health sector are done through a well-defined structure with the
Ministry of Health (MOH) at the apex. The MOH is responsible for national health policy formulation, monitoring
and evaluation, and resource mobilisation. It also regulates health services delivery. The Ghana Health Service (GHS)
is also responsible for the implementation of national health policies and the management of public health facilities,
but its activities excludes those of the teaching hospitals and the quasi-government facilities. The teaching hospitals
provide tertiary services and also provide the highest level of medical education and research in the country.
At the regional level, every region has a Regional Health Directorate (RHD) to provide supervision and management
support to the districts in the region. The region also has a regional hospital that provides specialised clinical and
diagnostic care and serves as a referral hospital for the region. The District Health Management Team in each of
the districts of the country is also responsible for district health planning, budgeting, management and supervision
of facilities under its jurisdiction. The district has a district hospital that usually serves between 100,000–200,000
people in a clearly defined geographical area and could have between 50-60 beds. It provides mainly primary health
care services and some secondary care and operates as the first referral hospital for the district.

At the base of the structure are the Budget Management Committees (BMCs), which are responsible for service
provision at the sub-district and community levels. The sub-district is served by a health centre that provides primary
health care and outreach services. The communities could also have rural clinics and Community-based Health
Planning Services (CHPS) to provide basic preventive and curative services for minor ailments at the community level
(MOH, 2009). All health facilities in the country need accreditation from the National Health Insurance Authority
(NHIA) to be able to serve NHIS members.

Health financing in Ghana
Over the past few decades, Ghana has initiated various health sector reforms aimed at improving the overall health
system and increasing access to healthcare services for all groups of people. Healthcare financing in Ghana has
gone through many dynamics: recognition of free healthcare at the eve of independence in 1957, introduction of
the nominal fee in the 1970s, and the initiation of cost-recovery mechanisms through user fees (traditionally known
in Ghana as “cash and carry”) in 1985. The latter was part of a broad strategy to reduce government spending on
the health sector and curb the shortages of essential medicines and medical supplies. While the financial aims of
the reform were achieved, it resulted in inequities in financial access to basic primary healthcare. For the poor, the
“Cash and Carry” system of paying for healthcare at the point of service was a key financial barrier to accessing
healthcare resulting in inequalities in access to health care with its attendant poor health outcomes. Unequal health
care utilization in Ghana is greatly influenced by the socio-economic inequities. The unequal access to health care
is a reflection of the sharp inequalities in Ghanaian society. In the late 1990s, the Government of Ghana declared
its intention to abolish the system and began exploring the feasibility of introducing a national health insurance
scheme to be managed at the district level.
In summary, health-care financing in Ghana over the years has come from a combination of sources including
general taxation, financial credits, external assistance, out-of-pocket payments (user fees) and health insurance.
Total expenditure on health as a percentage of gross domestic product (GDP) has increased from 4.8% in 2000 to
5.3% in 2011. Private expenditure on health as a percentage of total expenditure on health in Ghana is still high,
though it has declined from 50.6% in 2000 to 44.1% in 2011 (WHO, 2014). Despite the presence of the NHIS, the
ratio of household out-of-pocket payments for health to total expenditure on health, which was 47% in 2000 and
37% in 2009, is still higher than the WHO recommended threshold of 15-20% (Schieber, et al., 2012; WHO, 2010).
This is an indication that many households in Ghana are making out-of-pocket payments for health.

An overview of the NHIS
The National Health Insurance Act (Act 650) was passed into law in 2003 with the main objective of increasing
access to healthcare (by making it more affordable) and thereby improving health outcomes. One important feature
of the NHIS is the establishment of the National Health Insurance Fund (NHIF). The purpose of the fund as defined in
Act 650 is to provide finance to subsidise the cost of provision of healthcare services to members of district mutual
health insurance schemes (DMHIS) licensed by the authority.
In 2012, a new law, the National Health Insurance Act 852, replaced Act 650 to consolidate the NHIS by bringing the
operations of all the DMHIS under the NHIA to remove administrative bottlenecks, introduce transparency, reduce
opportunities for corruption and facilitate effective governance of the schemes.

The NHIS benefits package covers over 95% of the most common and prevalent disease conditions in Ghana. This
includes general outpatient and inpatient care, generic medicines, emergency care, comprehensive delivery care,
diagnostic tests, oral health and eye care. Under the new Act, family planning commodities and services were
included in the benefits package. However, highly specialised care such as organ transplants, dialysis for chronic
renal failure and drugs such as HIV retroviral drugs (that are not on the NHIS drug list) are not covered by the
scheme (NHIA, 2008).

Financing sources for the NHIS
The NHIF has five main sources that accumulate funds to operate the NHIS: the National Health Insurance Levy (NHIL),
2.5% social security deductions from formal sector workers managed by the Social Security and National Insurance
Trust (SSNIT), Government of Ghana annual budgetary allocations proposed and approved by parliament to the
NHIF, accruals from investments of surplus funds held in the NHIF by the National Health Insurance Council (NHIC)
and grants, gifts and donations made to the NHIF (Figure 1). In addition to these are the voluntary contributions paid
by subscribers to the various DMHIS. The contributions/premiums vary among the DMHIS. These contributions are
retained at the district level for claims payment and administrative support at that level.

NHIS Coverage
The National Health Insurance Act exempts certain categories of persons from paying premiums to become members
of the NHIS. The exempt groups under the Act include SSNIT pensioners, individuals aged 70 years or more, children
under 18 years and indigents (i.e. the poor and destitute). In July 2008, pregnant women were also added to the
exempt group.
According to the National Health Insurance Act (Act 650) of 2003, all persons resident in Ghana other than the Armed
forces of Ghana and the Police service are required to belong to a health insurance scheme. So the entire population
of the country is targeted by the NHIS. Though membership of the NHIS is mandatory, implementation has so far
been voluntary due to the difficulty in enforcing the Act. People have to register once with the NHIS (i.e. the ever
registered) by paying their required premium and registration fee unless they are exempted. To be active members
of the scheme however requires that the ever registered members continue to renew their membership annually.
It is therefore possible to find individuals who have ever registered with the NHIS but have lost their membership
because they have refused to renew their status (i.e. the previous members). Some of the ever registered individuals
may also be without valid NHIS cards because at a particular point in time they may be in the waiting period or due
to failure of the NHIA to supply them with their card. Data from the NHIA indicates that only 36% of the national
population of 24.6 million were active members (i.e. valid card holding members) of the NHIS in 2012. The regional
distribution of the NHIS membership in 2012 is presented in Table 1.0.
Table 1.0: NHIS Subscribers by Region and Category, 2012
Actives (2012 New + 2012 Renewals)

Actives in 2012
as % of Total
Population

Informal

Exempt

Total

2010 National
Population

Ashanti

582,104

954,453

1,536,557

4,780,380

32%

BrongAhafo

374,695

719,519

1,094,214

2,310,983

47%

Central

226,906

451,326

678,232

2,201,863

31%

Eastern

393,774

642,491

1,036,265

2,633,154

39%

Gt. Accra

464,066

736,681

1,200,747

4,010,054

30%

Northern

208,048

544,267

752,315

2,479,461

30%

Upper East

172,635

388,724

561,359

1,046,545

54%

Region

Actives (2012 New + 2012 Renewals)

Actives in 2012
as % of Total
Population

Informal

Exempt

Total

2010 National
Population

Upper West

125,360

267,540

392,900

702,110

56%

Volta

281,581

452,817

734,398

2,118,252

35%

Western

324,776

573,994

898,770

2,376,021

38%

NATIONAL

3,153,945

5,731,812

8,885,757

24,658,823

36%

Region

Source: NHIA as at June 4, 2013

About 65% of the active members of the NHIS were made up of premium-exempt groups with children under 18
years of age forming the bulk. Despite the broad range of exemptions, membership is lowest among the poorest
socio-economic quintiles owing to the cost of registration and annual premiums (Sarpong et al, 2010; Jehu-Appiah
et al. 2011; Asante and Aikins, 2008). Results from a recent national survey showed that the about 70% of women
aged 15-49 years had ever registered with the NHIS compared to about 56% of men in the same group. The results
further showed that urban dwellers were more likely to be registered with the NHIS while the proportion of the ever
registered who did not have valid NHIS cards were higher among rural women (40.5%) and men (44.4%) (GSS, 2012).

Aim of the study
The aim of the study in Ghana was to understand why the majority of Ghanaians are not active members of NHIS and
to explore the extent to which social exclusion could explain this. The study sought to identify the individuals and
groups of persons who are more likely to be excluded from the NHIS due to socio-cultural, political and economic
reasons.

Methods
SPEC-by-step framework adopted by Health Inc. in Ghana
The Health Inc. research team in Ghana adopted the SPEC-by-step framework aimed at providing a simple yet
structured checklist to guide our analysis of social exclusion in Social, Political, Economic and Cultural dimensions.
The study used a mixed-methods approach involving both quantitative and qualitative tools.
Quantitative data collection
We collected data from 4,050 representative households in five districts covering the 3 ecological zones (coastal,
forest and savannah) in Ghana. The household survey was conducted using Enumeration Areas (EAs) based on the
2000 Ghana Population and Housing Census for the selected districts. The five districts comprised: Abura-AsebuKwamamkese in the Central region, Kwaebibirem in the Eastern region, Ejisu-Juaben in the Asante region, Asutifi
in the Brong-Ahafo region and Savelugu-Nanton in the Northern region (Figure 1). The household survey was used
to identify households and individuals who are excluded from the NHIS at each step – from enrolling to accessing
healthcare. Two questionnaires were used for the quantitative study, namely the main household questionnaire
meant for the household head and the SPEC pull-out questionnaire administered separately to the household head
and the spouse if available.

The main household questionnaire gathered information relating to the socio-economic and demographic
characteristics of the household members, their health status, NHIS membership status, reasons for nonmembership, access to social services and ownership of assets and household consumption expenditure. The SPEC
questionnaire, on the other hand, assessed the awareness and opinions of the household head or the spouse on
specific social, political, economic and cultural factors that are likely to act as drivers of social exclusion. It also
assessed their opinions on the NHIS. Both sets of questionnaires were pre-tested by ten trained research assistants
before the main survey. The relevance, wording of questions, order of questions, multiple choices questions and
average time needed per respondent were all assessed during the pre-test. Based on the results of the pre-test,
modifications in the questionnaires were made.

Qualitative data collection and analysis
The qualitative analysis was used to understand the reasons why individuals were not enrolling and accessing
healthcare, specifically exploring the role of social exclusion. First we conducted stakeholder mapping to identify
and categorise key stakeholders. This was followed by focus group discussions (FGD). The purpose of the FGDs was
to understand the perceptions of the socially excluded on the performance of the NHIS and to identify the barriers
they face at each step of the SPEC tool. Analysis of the FGDs aimed to indicate the extent to which social exclusion
acts as a barrier at each of the SPEC steps (Table 2). Qualitative interviews were audiotaped using digital audio-

recorders and transcribed into Microsoft Word for Windows. In select cases, the original word or phrase in Akan
language was left in the transcript. Transcripts were reviewed and entered into NVivo 10, a qualitative software
analysis package. The data was coded for analysis using QRS Nvivio 10 and exported into Microsoft Word for write
up.
Table 2: Potential Target Groups for the Formation of Focused Groups
Targeted population (Potential targets–who?)
Never insured
Previously insured

Type
Voluntary exclusion
Socially excluded (unreached)
Voluntary exclusion
Socially excluded

#
2
2

Registered but yet to received ID card

Socially excluded

2

Currently insured (Valid card holders)

Non claimers (not using available services)
Non-users (benefits not provided/received)

2

Total per district

8

Overall total (8 FGDs x 5 districts)

40

Results
A total of 4,050 households with 16, 178 members were interviewed from the five districts. The Savelugu-Nanton
district in the Northern region accounted for 27.5% of the total household members. This was followed by Asutifi
(19.7%) while the remaining three districts had a little over 17% each. The majority (53%) were urban dwellers
compared to 47% in rural communities. About 53% of the total household members surveyed were females.
Children under 18 years constituted about 48% while the elderly (≥70 years) formed just 3.8%. The remaining 48.5%
were aged between 18-69 years (Table 5.1).
For the marital status of household members aged 15 years or more, the majority (56.8%) ware either married or
had partners. The remaining were either divorced (6.2%) or widowed (6.6%) while 30.5% had never married. Close
to 65% of the household members surveyed reported to be Christians, while 33% were Muslims. The remaining
2% either belonged to other religious groups or belonged to none. Not surprisingly, about 56% of the surveyed
population were Akans, because the Akan ethnic group dominated 4 out of the 5 districts surveyed, which is the
dominant ethnic group in Ghana. The Mole-Dagbani, who are mostly found in Northern Ghana, represented 29.5% of
the sample. The remaining belonged to other minority ethnic groups including a few non-Ghanaians. For household
members aged 6 years or more, about 77% reported to have attended school. Just a little over half (35%) reported
to have completed junior high or middle school (9-10 years). About 19% had completed primary school (6 years)
while 35.2% had less than 6-years primary education. Only about 11% had secondary or higher education. The mean
years of schooling for household members aged 6 years and above was 7.0years. The AAK district (6.9 years) and
the Savelugu-Nonton district (5.5 years) had means below the total sample mean, while Kwaebibirem had 7.2years,
Asutifi had 7.3 years with Ejusi-Juabeng having the highest of 7.7 years.
In terms of households’ socioeconomic status, about 18% were in the lowest wealth quintile, while 19.9% were in
the highest wealth quintile. About 21% were in the middle quintile.

Table 5.1: Summary Description of the Sample
Frequency

Per cent

(n=16,178)

(100%)

Ashanti

2,853

17.4

Brong-Ahafo

2,882

19.7

Central

2,809

17.6

Eastern

3,184

17.8

Northern

4,450

27.5

Urban

8,526

52.7

Rural

7,652

47.3

Male

7,537

46.6

Female

8,641

53.4

Children (under 18 years)

7,716

47.7

Adult

7,830

48.5

Elderly (≥70 years)

608

3.8

Never married

2,843

30.5

Married/in union

5,291

56.8

Divorced/separated

573

6.2

Widowed

614

6.6

Christian

10,503

64.9

Muslim

5,341

33.0

Traditional

104

0.6

None

194

1.2

Other

15

0.1

Missing

21

0.1

Akan

8,976

55.5

Ga/Dangme

467

2.9

Ewe

781

4.8

Guan

77

0.5

Mole-Dagbani

4,781

29.5

Other

1.039

6.8

Characteristics
Region

Residence

Sex

Age

Marital status (≥15 years)

Religion

Ethnicity

Frequency

Per cent

(n=16,178)

(100%)

Pre-school

3,202

35.2

Primary

1,681

18.5

Middle/Junior High school

3,152

34.6

Senior High school

656

7.2

Vocational/Technical sch.

130

1.4

Post secondary or higher

275

2.8

Don’t know

19

0.2

Mean years of schooling (≥6 years)

9,725

7.0

Lowest

2,980

18.4

Second

3,218

19.9

Middle

3,343

20.7

Fourth

3,414

21.1

Highest

3,223

19.9

Characteristics
Highest school grade completed (≥6 years)

Wealth quintile

Results from the SPEC-by-step tool captured social exclusion in the NHIS across demographic indicators, health
status and healthcare utilization (see figure 3). For constructing the tool, we broke up the NHIS into a cascade of
steps, each step excluding certain types of people (Figure 2).
Figure 3: SPEC-by-Step Analysis

In discussing the reasons behind people’s decision to enrol or not with the NHIS, it is important to understand the
SPEC dimensions of exclusion in Ghana that affect people’s access to health-financing mechanisms and their ability
to access healthcare when needed. These dimensions are discussed below.

Socio-cultural Dimension
The results of the household survey showed that nearly 73% of household members had ever registered with the
NHIS since its inception in 2005. This suggested that awareness of the NHIS was high among the populace. About
54% of the household members were active NHIS members (currently insured) during the survey. The results showed
that the currently insured had a high proportion of females, married individuals and urban dwellers although the
five districts studied were generally rural.
Twenty-three (23) per cent of the never insured claimed that they did not need health insurance because they never
got sick. This reason was also given by 15% of those who had withdrawn their membership. While awareness of the
NHIS was quite high, many people did not understand the principle of health insurance. The never insured had a
negative perception of the NHIS, concluding that health insurance was meant for the poor and the sick. Additionally,
41% of the adult household members who responded to the SPEC questionnaire belonged to a social organisation
compared with 34% of the never insured. This suggested that the never insured had limited social capital and a
limited understanding of the importance of the entire community’s contribution to the scheme, which serves to
help other people when they fall sick. Finally, cultural practices and social hierarchies in Ghanaian societies are
closely bound, with historical origins that determine social interactions.

Political Dimension
The political dimension includes the unequal access to social services such as healthcare, education, water and
sanitation that exists between rural and urban areas. The results showed that the never insured had to cover longer
distances to reach the nearest educational, health and transport infrastructure and services. Some respondents
also complained about the long distances to NHIS registration centres. This can affect the decision to enrol with the
NHIS. as people are hesitant to pay for services that are unavailable or difficult to access. One of the major barriers
to healthcare in Ghana is physical inaccessibility to health facilities for a large proportion of the population. The
Ghana Human Development Report of 2007 identifies spatial polarisation as a major driver of exclusion (UNDPGhana, 2007).
Unequal power relations between medical professionals and their patients and lack of trust in medical staff can
discourage people from accessing healthcare from health facilities and therefore affect their willingness to enrol
in the NHIS. Disrespectful, discriminatory or culturally inappropriate practices by medical professionals and their
organisations play a role in why some people are excluded from accessing health services and receive poor quality of
care. This brings to the fore the issue of power relations and trust. Although the age and sex of a doctor or nurse did
not matter to the currently or never insured, a higher proportion of the never insured felt their concerns, questions
and feelings were not taken seriously by medical staff, and a lower proportion of the never insured strongly agreed
that they were treated with respect at the health facility. A few individuals had withdrawn their membership from
the NHIS or had decided not to enrol with the NHIS because of a lack of trust in the scheme and bad experiences
with health professionals in the past.

Economic Dimension
Economic status was a major determinant of why some people had never insured with the NHIS or why some of
them had withdrawn their membership. About 54% of the never insured and 51% of those who were yet to receive
their registration cards were in the bottom two wealth quintiles compared with 29.8% of the currently insured and
37.4% of the previous members.
Active membership was higher in well-endowed districts like Kwaebibirem and Asutifi and lowest in SaveluguNanton and Abura-Asebu-Kwamankese, which have higher levels of poverty. Active membership was also higher
among households in the higher wealth quintiles. Forty-eight (48) per cent of the never insured and 44% of the
previous members attributed their non-membership to NHIS premium/registration fees, which they perceived to
be expensive. Again, 9% of the never insured and 12% of the previous members reported that they did not have the
money to pay the premium/registration fees. It is important to note that about 52% of the never insured engaged in
agriculture compared with 44% of the currently insured who were small-scale food crop producers. The small-scale
food crop producers are one of the poorest groups in Ghana (UNDP-Ghana, 2007).

Conclusion
As countries try to achieve universal healthcare coverage by introducing prepayment programs, Ghana has made some
amount of progress with the NHIS. Though membership of the NHIS is expected to be mandatory, implementation
has so far been voluntary due to the difficulty in enforcing the Act. A smaller insurance pool means fewer people are
sharing the risks and a higher burden is on those able to pay the premiums. In spite of the expanded programme in
exemptions, this study has shown that there are some groups of people who are unable to access health services
due to financial constraints and geographic access to health facilities. Physical inaccessibility to health facilities
was identified as one of the major barriers to health services. and this has the potential to affect the decision by
households to enrol with the NHIS.
Although the level of awareness of the NHIS was clearly high among the populace, it seemed that many people did
not understand the principle of health insurance. Those who had never insured or had been previously insured felt
that health insurance was meant for the poor and the sick. Also, unfavourable power relations and lack of trust can
discourage people from accessing healthcare from health facilities and therefore a low desire to enrol with the NHIS.
Although the NHIS has attained noteworthy achievements in providing healthcare to Ghanaians, there is still the
major challenge of extending coverage to the poor and vulnerable population segments that are currently excluded.
In terms of policy, this study has highlighted the need for extensive educational and public awareness programmes
to improve the perception of the NHIS and the principles underlying insurance to encourage more people to join
the scheme. It is expected that individuals with high social capital are more likely to enrol in the NHIS because
they appreciate the solidarity concept behind voluntary insurance schemes. Educational and registration campaigns
could target social groups such as religious groups and traders associations. Groups exempted from contributing
should also be made aware of their status with special efforts to register them. Geographical exclusion is an issue for
the NHIS – registration centres should be more accessible and transportation facilities should be provided in areas
excluded because of their physical distance from health facilities. Improvement in the provision of more health
infrastructure in hard-to-reach areas would be an added advantage.
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