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Abstract
In 2003 the Government of Ghana, West Africa beggtementing a National Health Insurance Schemel8YH
to improve health care access for Ghanaians anuteally as a cardinal strategy towards meetingideals of
universal health coverage. After nearly a decadenpfementation, this article attempts to examime progress
made in meeting the policy objective of ensuringtthll residents of the country get an acceptabiality
package of essential healthcare. The major finflimy this study suggests that although the NHISecavwide
range of services as well as absorption of remdekploportion of healthcare cost , coverage of gbleeme
could best be described as low after nearly a aecddmplementation as over 60% of the populatiom a
uninsured, and hence financially unprotected. logpessing faster towards UHC, the paper proposes so
strategies for widening NHIS finance and recommatitferent strategies of expanding membership eneol
including a consideration of commission-based resration for NHIS registration staff.
Keywords: Ghana, National Health Insurance, Universal He@tikierage, health financing

1. Introduction

In the past few years, there has been a growing wathe international level towards universal tieebverage
(UHC), although there is still less consensus imyneountries on the best mix of financing mechasism
protect poor people especially those outside tmmndb employment sector (Garrett, Chowdhury et 802,
Sachs 2012). The quest for universality, whichexntty remains one of the strong policy focus of plost-2015
Millennium Development Goals, is often argued agssential way to reduce financial impoverishmenised

by health spending. This is also to practicallyueaghat everyone including the rich and poor, med women,
ethnic or religious majorities and minorities obtéill and equal access to the key health sen(Gegatkin and
Ergo 2011). As Dr. Margaret Chan, the director ¢ ¥orld Health Organization (WHO) puts it, uniwers
health coverage is “the single most powerful cohdkat public health has tdfer...it is a powerful equalizer
that abolishes distinctions between the rich awedpitor, the privileged and the marginalized, thengpand the
old, ethnic groups, and women and men.” (Chan 20123 past decade or so have therefore seen comsliele
interest among many nations and the internationahnaunity on the potential of social or national Itea
insurance (NHI) to increase access to and affolithabif health care especially in low income cougtr—and
consequently drive the ideals of UHC.

Ghana, West African country with a population obab24 million began experimenting NHIs as a way of
replacing out-of pocket fees at point of service as well as a more equitable and pro-poor heaitinéing
policy in 2003 (Agyepong and Adjei 2008). The pylmbjective for the scheme was to ensure that wifivie
years of implementation every resident of Ghanalevdaelong to a health insurance scheme that would
guarantee equitable healthcare access and adsgoater him or her against catastrophic expenditMtiaistry

of Health 2004; Agyepong and Adjei 2008). Consetjyetihe Ghana National Health Insurance Schemel8)H
is seen as the cardinal strategy for achieving ptieciples espoused by UHC. After almost a decafle o
implementing the NHIS in Ghana, there is currefithgmented information in relation to the progréssng
made by the country towards UHC. Current scholarstttention on understanding the progress made by
countries implementing NHI has focused largely owss-country analysis (Lagomarsino, Garabrant.2Cil2;
Mills, Ally et al. 2012), which offers useful indits for understanding the performance of insuraet®mes in
relation to UHC. Yet, in-depth analysis for progrés specific countries is very limited. The aintld§ study is
therefore to focus on Ghana’s experience to cangibo the growing body of knowledge that is exangrhow
different countries are attempting to move towamds/ersal coverage under the implementation of Ot
Health Insurance Schemes. The paper does not adffetocomprehensive evaluation of the NHIS as thald
require robust empirical and quantitative exercig&ther, the main objective of the paper is to diggd on the
progress that Ghana has made towards universtih leesverage under the National Health Insurandee8e
regime over the past decade of its implementataying close attention to who and how many of theupetion

is covered, what services are covered and whabptiop of cost is covered.

The findings of this paper draw extensively on kldée scholarly literature and official publicat®and reports
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by the National Health Insurance Authority (NHIAhe Government of Ghana, the Ministry of HealttGéfana
and other multilateral institutions such as the M/i@ank.The data sources for which this study setia cover
the period 2003 and 2012. The national data souss® analysed thematically, focussing on the main
dimensions for assessing universal health covertigebreadth of coverage, height of coverage alsasalepth

of coverage. This was supplemented by a reviewublighed and grey literature on Ghana's NHIS thhoug
databases such &giencedirect, MEDLINEnd Google Scholausing key words "Ghana NHIS" and "national
health insurance”. Although the search producéarge volume of materialen the subject, only those that
comprehensively discuss issues of naticaw@lerage (rather than specific sub-national casdiest), benefits
covered under thecheme and out-of-pocket issues were given atteniibe key challenge with this approach
relates to the non-availability of official publit@n for some of the years covered in the study ¢everage for
2013). Nevertheless, this did not significantlyeatf the key issues and arguments raised in thisrpdpis
assessment of the progress made towards UHC isugeful so as to offer some useful lessons to potiakers

of both Ghana and other countries implementing dvati Health Insurance programmes as a means afiafa
universal health coverage. The paper is structasetbllows: after this introduction, the next sentigives an
overview of the national health insurance schem@lwina. The next two sections further discuss rtiadytical
framework for the study as well as a sketching @uprogress made towards UHC. This is followed by a
discussion and implications as well as set of renendations before tying the discussion togetheh it
conclusion.

2. The Ghana National Health Insurance Scheme: Anverview

In an attempt to address the widely documentedepsevproblems of full-fledged user fees (known llgcas
"cash and carry" system), the government of Ghaassqu the National Health Insurance Act (Act 650) i
August 2003, after extensive consultations and @sban the model to be adopted. This was followgdhie
passage of a Legislative Instrument (LI 1809) ir0£Qo provide the regulatory framework for the NHIS
(Government of Ghana 2004). The law made provisionghree categories of insurance: a public-sujggbr
District Mutual Health Insurance Schemes (DMHIS)ivéde Commercial Health Insurance Schemes, and
Private Mutual Health Insurance Schemes. In 20I#%va National Health Insurance Act (Act 852) wasgeal
to bring the operations of all the district mutgsahemes under the National Health Insurance Authdkihile
there is a large volume of literature on the DMHBIS, the contribution and information on subscribef the
private commercial and private mutual schemes basived less academic and research attention &e—dat
partly because of its minimal share of the popafataccessing these categories of scheme. This plaper
focuses largely on the NHIS/DMHIS tiers of the soke

When the NHIS was introduced in 2003, the policjeotive set out for the scheme was to ensure tlithirw
five years of implementation every resident of Ghavould belong to a health insurance scheme thaidvo
guarantee equitable healthcare access and adequaeér him or her against catastrophic expenditure
(Agyepong and Adjei 2008). As a way of ensuringutag flow of funds for the scheme, the law govegnthe
scheme earmarked funds for non-salary recurremdspg by creating the National Health Insurance d~un
(NHIF). Consequently, the main sources of finarmetfie NHIS are: (a) 2.5% value-added tax on gaoub
services known as the National Health Insurancey (&HIL), (b) Payroll tax from Social Security Natial
Insurance Trust (SSNIT), at 2.5 percentage poamtd, which covers largely the SSNIT contributorsuired at
source from formal workers (c) individual contrilmrts/ premiums (paid directly to District Healthsimance
Schemes), which cover largely the informal sectut &) other funds from investment returns, Paréiatary
allocation, or donors. Non-SSNIT enrolees pay déiféial annual premiums ranging between GH¢ 7.0yt
$4.80) and GH¢48 (about $32.00) depending on #wio-economic status. Ghana therefore operatgbradh
social health insurance model comprising (i) anme@itribution/premium-based financing elements ¢m-n
SSNIT contributors and (ii) tax-revenue financingcbver, or at least partially subsidize, informalrkers, the
poor and non-wage earners. At the beginning of 20ELNHI levy has consistently been accountingaf@mund
75% of the total income for the scheme while thengum from the informal sector has not exceedeb%e
total income of the NHIA (National Health Insurarfeathority 2011; Akazili, Garshong et al. 2012).

In addition to SSNIT contributors, there are numbegroups who are exempt of paying premiums aigou
they are required to pay for a registration feedclwvhwould entitle them to a subscriber ID card. Séhe
exemption groups are: all formal sector workersticbuating to SSNIT and their dependants, staffref Armed
Forces of Ghana and the Ghana Police Service,rehildnder 18 years (previously with at least on¢hefr
parents contributing), persons above 70 years &Ml TSpensioners and “core poor (i.e. indigentsgfinkd as
those being unemployed with no visible source @bine, no fixed residence, and not living with sormeo
employed and with a fixed residence (Governmet@lwdina 2004).
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The legal and regulatory framework of the schense akreated the National Health Insurance Coundilv(n
Authority) to among other things oversee the imm@atation of a national health insurance policy thauld
ensure access to basic healthcare services t@stlents. The responsibilities of the NHIA incluidsuing
licenses and regulating district-level mutual Heahsurance schemes (DMHISs), providing accreditato
service providers and also determining premiumltetagether with other stakeholders. As at the tr@gg of
2011, there were about 145 district schemes andsalBD00 health facilities accredited to provide thinimum
benefit package recognized by the law (Seddoh, iAgtj@l. 2012). Over the years, the NHIS has chibl&e
number of notable achievements including being &bj@rovide premium-free health care for nearlyp@d cent
of its total registered membership; its abilitydontribute significantly (about 85%) to all inteliyagenerated
funds (IGF) of all government and missionary heaisiitutions; and engagement of more than 3,2@0eare
service providers. In 2010, the NHIA won the UN Ad/dor Excellence and Leadership for its role ofriig
lessons from the scheme across the globe. But & @ient have these achievements contributedetidéals
of UHC. This is the focus of the remaining sectiohhis paper.

3. Analytical Framework Of The Study

Universal health coverage, is defined primarilyemsuring that all people have access to neededagpinean
preventive, curative and rehabilitative health By, of sufficient quality to be effective, whitdso ensuring
that people do not suffer financial hardship wheryipg for these services (WHO 2013). Universal theal
coverage (UHC) has therefore become a cardinal fprahealth reform in many countries and a priority
objective of the World Health Organization (WHOiF understanding of UHC thus embodies hree related
objectives: (i) quity in access to health serviedlsose who need the services should get themomigtthose
who can pay for them; (ii) that the quality of heaservices is good enough to improve the healtkho$e
receiving services; and (iii) financial-risk proten - ensuring that the cost of using care doégnbpeople at
risk of financial hardship.

While different frameworks of Universal Health Coage are emerging, this study draws on the three-
dimensional approach of the World Health Organiratiworld Health Organisation 2008), which has bgen
commonest framework to assess progress towardersaivcoverage. This framework conceptualises pexgr

to UHC as encompassing three key dimensions whedd rto be fulfilled: breadth of coverage, depth of
coverage and height of coverage. Tneadth of coveragecomponent primarily focuses on the proportion of a
country’s population, especially the poor, who aeving access to healthcare. The dimensiomegth of
coveragelooks at the range of services that are availablmeet the health needs of the population whige th
height of coverageconcerns itself with the proportion of the totalst that is covered through pre-payment
arrangements. In the long term, the height of cagerseeks to minimise catastrophic out-of-pockgtngats
especially for poor category of the population.

Financial
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A Include people have
= to pay out-
Reduce cost sharing and fees = other of-pocket?
- services -
: Ry /
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(-----n------). which services

are covered?

<

Population: who is covered?

Figure 1: Analytical Framework for assessing pregrm®wards universal coverage
Source: WHO (2008)
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4. Ghana's Progress on Universal Health Coverage
4.1 Breadth of coverage: Who is covered?
Enrolment figures have been one of the key detexminin assessing the breadth of coverage in tefms
progress towards UHC. Enrolment figures of the NH&ve been very contentious in Ghana and needs to b
treated with caution. As at 2005, when the NHIS tdly become operational in all the ten regiam/erage of
the scheme was calculated at about 1.3 milliorhefgopulation (then estimated to be about 20 mili®y
2009, coverage figure was reported to have encmglygreached about 10 million, which is about 58%
Ghana's population (National Health Insurance Athh@011). But a controversy regarding the coverhggan
emerging. The most well known is that which can@arfra group of civil society including OXFAM. These
groups heavily criticized the (cumulative) methagbd for calculating the enrolment figures which dad take
care of double registration, people who have diedngrated and those holding ‘valid’ but ‘expirechrds
making it possible for the figures to be bloate¢g@pa and Marriott 2011; National Health Insuranagh®rity
2011). By NHIS regulations, although ID cards aa#id/for 5 years it must be renewed annually. Fdrssribers
who are unable to renew their cards, they arestidible to use the cards to access services atihtbegcards
may be valid. After series of heated debate, théANB&ter acknowledged these inherent challengesranded
its methodology for obtaining coverage figures diiah they officially reported that ‘active’ membesss 8.16
million at the beginning of 2011, representing 3df4shana’s population (National Health Insuranceh®uity
2011). A public statement issued by the NHIA ipt&enber 2013 as part of preparations to celebnaté® year
anniversary of the scheme mentioned that coveratfeecscheme now stands at about 9 million. Thisegents
about 36.5% of Ghana's 24.6 million population (&am 2013). With the change in methodology, thisnoa
necessarily be said to be a drop in the coverageveMer, for a scheme that sets a target of coverimpst
100% of the population within five years, the pegg is certainly far from satisfactory. At a cisibciety
conference held at the Kama Conference Centre sh@dtober, 2013, a representative of the NHIAestdhat
the private and the other mutual insurance tiecewaat for less than 6% of the population, thusdirig the total
population insured to about 40%. Table 1 givegadrof the population covered by the NHIS.

Table 1: Trend of coverage of the NHIS

Year 2005 2006 2007 2008 2009 201p* 2011 2(

Active Population covered 1,348,16| 2,521,37| 6,643,37| 9,914,25| 10,638,11| 8,163,71| 8,227,82| 9,000,

0 2 1 6 9 4 3 000
Percentage of totdl 6.74% 12.6% 33.2% 49.5% 53.1% 34% 34.2% 36
population** %

Source: (National Health Insurance Authority 2044fional Health Insurance Authority 2012; Dapatedit®)
*Change of methodology

4.2 Depth of coverage: Which services are covered?
The range of services covered by insurance schenadgrimary importance in relation to their ultie effect
on population health and financial protection. &#rpackages have been one of the dominant meaassess
the range of services covered under health policielich is the depth of coverage under the analytica
framework. Encouragingly, the scope of the basiefies package (BBP) of Ghana's NHIS is very broatth as
many as 95% of the burden of diseases covereddiNdtHealth Insurance Authority 2011). Irrespectofe
whether subscribers sign up for private or natisedlemes, the legal framework for the scheme gtesan
minimum benefits package under the NHIS includiegeagal out-patient and in-patient care, normal asisted
maternity care, oral health, eye care, diagndstts, generic medicines and emergency care. Thénerefore
no doubt that Ghana's scheme offer comprehensiegeptive, hospital, and (in some cases) drug bsnefi
Empirical research into whether subscribers/clieatsually receive all of these services or othsewhowever
remain scarce. But there are anecdotal evidenagestigg that some services which were free for@ithers at
the beginning of the NHIS in 2003 are no more feggyresent including laboratory tests as well iagribstics
(Ministry of Health 2009; Ministry of Health 2010Q)

4.3 Height of coverage: What proportion of costasered?

The proportion of costs covered by an insurancgnamme give some indications on how well people are
protected from catastrophic expenditures and impstvment caused by health costs. Some widely
acknowledged indicators of progress therefore oiela country’s overall out of-pocket spending aerentage
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of total health spending as well as reductions ut-af-pocket spending achieved since reforms were
implemented. Available information on the propantiaf cost covered by patients under NHIS shows tBhaina
has made good progress in reducing out-of-pockendipg for subscribers of the scheme. Using refattga
from the WHO global health expenditure databaseyobzarsino et al (Lagomarsino, Garabrant et al. p012
argues that out-of-pocket spending (calculated dyparing out-of-pocket spending just before inidiatof
reforms with most recent available data in 2012)sfabscribers of the scheme has gone down by 4pkge
points at pre-NHIS levels. Although the generalaion is improving overall, Ghana could still detter.
Indeed, in spite of the reported general reduct@n®OP, household out-of-pocket spending is resida for
between 27-37 percent of total health spendinggh@gsino, Garabrant et al. 2012; Saleh 2012),udigvhich

is in excess of WHOs suggested 15-20 thresholdadeguate financial protection (World Health Orgatibn
2010). Household health spending burden thus renuzite high which needs to be checked. There atbdu
inequitable issues. A recent World Bank comprehenseview also noted that while burden of healthnpents
appears to be relatively low in Ghana, househaldke poorest quintile allocate around 3.2% ofrtheusehold
expenditures on health care as compared to thegrigfiiles who spend 0.5% of total expendituresoatiof-
pocket payments for health services (Schieber, iGashal. 2012). Studies by Nguyen et al (201%pahow
that it is not just those who are not insured ithatr out-of-pocket payments. Thus, despite thatlenefit
package of the NHIS is generous, insured peopleistiur out-of-pocket payment for care from infcam
sources and for uncovered drugs and tests at Haaltities.

5. Towards Universality: Issues, Implications andkecommendations for policy making

Universal Health Coverage is gaining increasingerdibn and popularity for its systemic perspectioe
addressing equity issues rather than the narrousfo€ specific elements of health systems (e.d.glscating
public sector resources through needs-based foenmurlaser fee exemption mechanisms) that had diesissex
international debates on health financing and headjuity in the past (Mills, Ally et al. 2012). Forany low
income countries such as Ghana, National Healtbrédmee Scheme has become the cardinal driver tsward
ensuring financial protection and achieving thealdeof UHC. Having implemented the NHIS for neatdy
years, this present study had sought to examingritgress of Ghana towards UHC by paying atterttiowho
has been covered, what services are being covemddyhat proportion of costs are covered.

While the range of services as well as the propomif cost borne by subscribers of the schemersmandable,
coverage of the scheme could best be describenhaafler nearly a decade of implementation of thé It is
generally known that almost 95% of diseases areereal and that there is virtually no cost-sharing fo
subscribers (at least on paper) but to the extsait just around 40% of the population enjoy thisegeus
package—to the exclusion of over 60%--should gimmes cause for concern for policy makers. This cager
figure could therefore mean that there are more tief of the Ghanaian population who are stilingy the
‘cash and carry’ system---because they are notredvpresently by the scheme. Of course Universaltine
coverage is generally expected to be pursued typiga an incremental manner rather than immediaé
current picture should send signals for policy mak® fashion out more efficient strategies of @&aging
enrolment. The NHIA has publicly announced in Seyiiter 2013 that the scheme has registered somel@nmi
subscribers since its inception in 2003 of whiamiflion (or 36.5% of the population) remain actisgbscribers
(Dapatem 2013; Mahama 2013). The critical questionask are: Why is it that only about 9 milliohthe
cumulative 22 million people are active? What isventing the inactive subscribers from not renewihnejr
membership so as to become active subscribers?aféhythey unable to renew their cards? How thethdse
over 60% of the population access healthcare? Amssteethese critical questions are important asrsffare
made by policy makers to progress to UHC. What@ndnteresting is that The Act 650 technicallguiees all
Ghanaians to enrol in the NHIS or in another hemlurance plan but this has been difficult to iempént in
practice largely due to the requirement for thenpat/renewal of annual premium. Policy makers tioeee
need to identify and design strategies to remogesttonomic, geographic, political and cultural easr (Asante
and Aikins 2008) that affect enrolment. Some gisdiave shown that factors such as the perceigddamount
of the premium, inaccessibility to registration,stmf transportation to the registration centres aff@ct
enrolment of the scheme.

Beyond the low coverage, there also appears todwity in the general enrolment and utilisatientt which
should also engage policy attention as Ghana mmwvesrds a universal coverage. In one study by tseRrch
and Development Division of the Ghana Health Servicwas discovered that whereas 52% of housefhlds
the top wealth quintile were enrolled in the NH&®Jy 18% in the poorest quintile were enrolled (Gddlealth
Services 2009). In a recent study by the World BéBkleh 2012; Schieber, Cashin et al. 2012), it was
discovered that while 29 percent of the top wegliintile was enrolled in the NHIS, only 17 percefittheir
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counterparts in the lowest wealth quintile wereolad. This is particularly worrisome considerirtgetrather
extensive premium exempt eligibility groups whicitlude the poor. It is therefore pitiful that whilee NHIS
was designed to benefit poor people, many of tiwdse are currently enrolled belong to high incomegary
(Akazili, Garshong et al. 2012). Although the NHé&gal framework exempt very core poor people frayipg
premium, identifying them and applying this law Heesen very difficult in practice. In 2008 for inste, only
1% of the total population were holding NHIScards as indigents as agains28% of the population who
are living under the poverty line (Ministry of Health 2009). These findings théare indicate that there is the
need to reassess and strengthen the premium exemfir the poorest socioeconomic groups whileNHgAs
enrolment strategies such as the increasing ssatfith and communication, outreach and special days
registration need to be stepped up to get mordroame group earners to register and renew theaitribaitions

to benefit from the scheme.

It is widely documented that financial consequenak#l health can be very disturbing for poor pé&gpwvho
often struggle to cover the basic daily needs sagkhelter, food and clothing (Nguyen, Rajkotiale?011).
Consistent with the ideals of the UHC, the Ghah#iS also aims to help people deal with the unpmtadbility

of illness and medical spending. In principle, @etsubscribers of the scheme virtually pay nothitngn they
visit accredited health facilities although aneodalt evidence to the contrary abounds (Apoya andribta
2011). Generally, national OOP is recognised toehdropped by at least 4% over the past decadehget t
household level OOP of 22- 37 percent of total dpenis well above the 15-20 per cent WHO financial
protection threshold. Additionally, clients siiicur some costs in laboratory tests, diagnostaxlinines which
are not available in the hospitals and informalficial fees (UNICEF 2012). While some health seevi
providers rely on OOP as a key source of finanagjraber of studies have suggested that higher COmRgnts
can generally impoverish families, reduce the amotiservices patients can receive, or even leathtto avoid
seeking needed care altogether (World Health Osgéion 2010). Considering that reducing financedirier to
access is one of the overarching aims of the NHil$ therefore important that Government contirtae
strengthen and implement strategies which willteeeugh the removal of financial and other barrieraccess.
The comprehensive benefit package portrays thenerfeambitiousness of the NHIS to protect the piwom
large number of diseases. This is commendable lireging universality although it comes with higlearsts
which threaten the sustainability of the schemesiie the extensive BBP covering 95% of the BOIR, weak
referral serves as a great challenge as therenerglty no safety net to address the resource nebds disease
conditions arise beyond the package (Seddoh, Adjal. 2012). Furthermore, the benefit packageeimegal is
heavily biased toward curative over preventive ad a revision to include some preventive serweidsbe
beneficial to the scheme in the long run.

While the comprehensive benefits package of Ghastdieme is commendable, they however present ogate
of administrative complexity as well as financialsginability to the scheme. In 2009, the NHIS med a
deficit of GHC 19. 5m ($ 9. 25m) which more tharubed to GHC 47.3 m (approximately $23.6m) at the
beginning of 2011 (NHIA, 2011). In 2009, subsidésl claims paid by the NHIA alone was about 88.8&b t
total income received (National Health Insuranceh@uty 2011). The annual premium which was expedte
generate significant revenue to finance the schhawe performed poorly. Over the past 4 years ortlso,
contribution of the premium to the total revenuetloé NHIA has not gone beyond 5% (National Health
Insurance Authority 2011). In its 2010 Annual Repdhe NHIA rightly acknowledged thatfinancial
sustainability of the scheme remains a big chaklend is projected that without any additional sascof
funding to the current sources, the NHIF risks gfpthg down by the close of year 201@ational Health
Insurance Authority 2011)(p.32n the light of these challenges associated witar@fs comprehensive benefits
package, some scholars have raised questions gftéom sustainability of the scheme (Chankova, tCale
2010). These challenges to the financial sustdihalrieed to be addressed without delay as it tereato
collapse Ghana's National Health Insurance Schédee and additional financial resources are alswired
for Ghana to move forward with its progress to UHZDntrary to the argument that Ghana should inttedu
cost-sharing as a means of reducing cost associatiedhe comprehensive BPP (Saleh 2012; SchigReshin

et al. 2012), this paper is of the view that sucpoticy may worsen the already low enrolment treads
threaten the gains toward achieving universal amyer Rather, the country should focus on raisirdjtiadal
revenue, reducing administrative and operationsi ‘@nd strategize to increase enrolment.

For Ghana to progress towards UHC, it must theeeim to expand its enrolment and membership to the
scheme whilst also seeking additional finance &v@nt the scheme from dripping down. To this ehid, paper
makes four broad propositions. First, in an attertgptexpand enrolment, government must tackle the
fundamental barriers affecting enrolment to theeswh including the perceived high premium, distatce
registration centres, perceived poor quality afeceor subscribers, timing of premium payments atfter
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behavioural and social factors (Buor, 2004; Nke#lahponsah, 2009). The NHIA must therefore intendi$
outreach programmes to bring more people undest¢heme while also facilitation the address of tinepsy
side issues such as quality of care. It is furthgmoposed that NHIS staff should move to commusitie
convince them to register rather than expectingntifee. communities) to come to the registratiomties.
Additionally, rather than paying NHIS staff, theugonment should also consider paying NHIS registnastaff
on commission based on how many new subscriber eacker registers on the scheme every month. This
could encourage workers intensify efforts at regisg people unto the scheme. It is also recomneetiue the
annual conditional premium payments have to befallyeassessed to achieve a balance between inageas
enrolment and raising revenues to support the sehbrdeed, Ghana needs to implement other indinedtpre-
payment options to cover the population in the faxmal sector that are required to directly pay pihemium.
So long as the section of the population in therimil sector are required to pay for and annuahew their
premiums/contributions, attaining the ambitiouslgfeevery resident belonging to the national imsue could
be a mirage.

Closely linked to the challenge of enrolment redatie the financial sustainability of the schemensgidering
that the vast majority of current NHIS revenues eodirectly from the NHIS VAT levy, which is entisel
unconnected to the NHIS membership rate, one pessiition of ensuring that those in the informadteg
especially rural residents get enrolled is posstblyfund their contributions entirely from indiretaixes and
budgetary allocation to the health sector. In thésance, this paper recommends the introducti@inéul taxes
especially on alcoholic products, sugary drinks, llooming fast-food markets and other foods higtnansfats
as well as mobile telecommunication tax to genesat@e funds to support the NHIS. A WHO report (\Worl
Health Organisation 2010) shows that by raisingab taxes and other ‘harmful products’ by 50%,-loeome
countries like Ghana could together generate nem<tior health to the tune of about $1.4 billioolegear. The
good thing about “sin taxes” is that they raise mowhile also protecting health. On telecommundaratiax,
Ghana was estimated to be having almost 17 milidecommunication subscribers and if each subscithe
deducted at least GHC 3 ($1.50) a year to finahee scheme, is it not GHC 51 million which is being
generated—an amount twice as those generated fr@ninual premium? The current economic growthtlaad
general macroeconomic environment further serve jastential toward this direction—but implementatiwill

of course not be easy and needs to be assessédlgaitere are other range of barriers that imgpedrolment
which all needs to be addressed including, distaodealth facilities, place of residence, poorldyaf care,
timing of premium payments and other behaviourdl social factors (Buor 2004; Nketiah-Amponsah 2009)

The NHIA had a very good financial base from itxrstintil about 2009 when it expenditure beganxteed the
income sources (Mensah 2012). Consequently, thendgaroposition is that the government would alsed to
expedite actions on diversifying and increasingses of funds for the scheme as the NHIS is alrsolsent at
the moment. Currently there are calls to increéaseNHI levy and this paper joins these calls foveynment to
consider increasing the NHIL by about 0.5-1.5% fridm current 2.5% to a maximum of about 4%. This
increment is important to enable the NHIA meet ig€ser increasing cost on claims, operations and
administration. As a word of caution, adequate igudducation and sensitisation have to be madeptaia the
rationale and the benefits to avoid public upheawéiile such an increment may not be able to biingll the
revenues that the NHIA needs, it will neverthelessve as an important contributor into the coffefshe
Authority. As highlighted earlier on, the 2.5% Nldly has consistently been accounting for arousfid of the
total income for the scheme while the premium frtbra informal sector has not exceeded 5% of thal tot
income of the NHIA. A focus on the NHI levy rathiéwan the premiums will therefore go a long way &tph
solve the threatening financial sustainabilitylef scheme.

Third, the Government must make effort to addrésdlenges faced by subscribers in enjoying quakiye once
they join the scheme. A number of anecdotal exampiat impede quality care that have been widely
documented by the Ministry of Health (Ministry ofebdth 2009) include but not limited to provider
discrimination against NHIS-insured patients, ldkelihood of being seen by a qualified doctor, langeues
and waiting time, less likelihood of receiving dhugs prescribed, unofficial fees where users akedto pay
for supplies and commodities that are out of staicthe public health facility from which they seedee as well
as informal fees (additional fees charged at thatpaf service provision by frontline health stafually with
the aim of supplementing their income). Other gahlearriers to access including inadequate avditiploif staff
and equipment (Witter, Arhinful et al. 2007; UNICEB12) in primary health care facilities and thepstaff
attitudes towards clients perceived to be poor ilennium Project Task Force on Child and MaterHalalth
2005; Gilson and Schneider 2007) also demand atqttantion on the fast road to UHC.

Fourth, the MOH and the NHIA together with the segvproviders and other stakeholder have to cofkatbeely
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work to reduce the escalating cost and the framtybeactices characterising the NHIS while also kieg
towards strengthening the overall health systendsraduce fragmentation. Some research estimatatheast
savings worth about 36% of total government heakhenditure in 2008 (an equivalence of US$10 ppitapa
could be made on the inefficiencies and cost eoalan the health system if government pays ait@nto
pursuing (Apoya and Marriott 2011). Some of theatstgies of achieving these cost-savings include
strengthening the referral system and putting ac@lan effective gate keeper system, regular aligiadit to
reduce fraud and leakages; better negotiations sufipliers and reducing unnecessary cost escalkaltiony the
medicine supply chain and investing more in preverather than curative health.

6. Conclusion

This paper sought to synthesis available literaturéhe progress of Ghana towards universal heallkerage,
where the whole population including the rich armbp men and women, ethnic or religious majoritesl
minorities will obtain full and equal access to #ey health services at an affordable cost (Gwadkid Ergo
2011). This paper has shown that in terms of thghdef coverage (i.e. which services are covergd3, seen
that the NHIS covers a broad range of diseaseshwdrie free to subscribers in principle, although aib of
them are still free in practice. In terms of theght of coverage, which is proportion of cost dvered, it has
been highlighted that although national averagesutfof-pocket payments seem dropping, househotebbu
pocket spending is still in excess of WHOs reconeeinthreshold. However, in terms of the breadth of
coverage- the population covered--, there is cuiteng way to go for Ghana as over 60% of the patjn still
remain uninsured after decade of implementatiaih@NHIS.

The question as to whether the NHIS had a promisiag but bleak future or the converse is not whieh is
easy to answer. In view of the debilitating effetthe ‘cash and carry' system, the introductiothefNHIS in
2003 was greeted with great prospects: to equasado reasonable health care, ensuring financiégtion,
mobilizing additional funds for health care, proingt pool health risks, prevent impoverishment androve
the efficiency and quality of health care. Over ffast decade, the NHIS can be credited for recogntzroad
diseases to be covered by the scheme and for mgwdndows for financial protection of healthca@enerally,
the situation of healthcare and several healthcatdrs seem better today compared to the cashang era
(Ministry of Health 2010). Paradoxically, even atr@atively low premium rate and large windows for
exemption groups, coverage of the scheme could bestdescribed as low after nearly a decade of
implementation of the NHIS. The question that egasrfrequently is: if only about 40% of the popiglatcan
access care as active card holders, what thehaimplications for the remaining 60% of the pogiols? Have
they reverted to the devilish out of pocket paynedrthe point of service delivery? How have thesgprtion
been obtaining healthcare? Have they resortede@male practices or they have refrained from ditenhealth
facilities at all? If it has taken nearly a dec&oléor the NHIS to cover about a third of the patidn, how long
will it take Ghana to cover all the population, ahiis the ideal situation espoused by the Univelrsslith
Coverage agenda? These questions are importarihkirtg about the future prospects of the NHIS.

Moving forward, this paper proposes that considgtirat many of the population that are not enrodieslin the
informal sector, Ghana needs to, beside increammglment and renewal driving strategies, implenaher
indirect and pre-payment options to cover thesaufadbion which are required to directly pay the piram and
possibly fund their contributions entirely from irett taxes, increased budgetary allocation tohdedth sector
and other innovative sources such as introductfdsimful’ and mobile technology taxes. Also, ttpaper calls
for mechanisms to strengthen the general healttesgsas well as measures to address barriers faced
subscribers in enjoying quality care once they jtie scheme including providing adequate supplies,
equipments, staff and primary health care serwidgsh are closer to communities.
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