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Abstract

Social health insurance is seen as a mechanism that helps mobilize resources for health, pool risk, and provide
more access to health care services for the poor. This study sought to determine the rate and factors influencing
enrolment in the National Health Insurance Scheme (NHIS) among the urban poor in the Ga East municipality,
Ghana. A cross sectional study was conducted in the Grushi community of Ga East Municipality of the Greater
Accra Region using data from a household survey of 250 household participants. Data were collected from
household level using structured questionnaires. Logistic regression models were used to assess the socio-
demographic and facility related predictors of enrolment in the NHIS. All statistical tests were two-tailed and
considered significant at p-value <0.05. 76.5% of the participants were enrolled in the NHIS whereas 23.5%
were not. Most, 76.3% of card bearers face problems of drug unavailability when they visit the facility. Having
secondary and primary education was associated with 4.28 (adjusted odds ratio, [AOR], 95% confidence
interval, [CI]; 4.28, 1.51-12.43) and 5.15 (AOR, 95% CI; 5.15, 1.85-14.16) times higher odds of enrolling in the
NHIS scheme. Living very far from the NHIS service center was also associated with reduced odds of enrolling
in the scheme (AOR, 95% CI; 0.19, 0.04-0.93). There is a generally high enrolment into the NHIS scheme
among the urban poor people in Accra, Ghana. Enrolment in the NHIS was influenced by the educational level,
use of healthcare services and distance from an NHIS accredited facility. Extending geographical access and
improving service quality could be an important strategy for expanding NHIS membership among this
population.
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1. Introduction

The world is urbanizing rapidly and in developing countries, it is projected that more than half the population
will be urbanized by 2020 (1). Despite being seen as positive development, this is also seen as a forbearer of new
sources of poverty. Nowadays, a vast majority of the poor appears to be living in urban areas (2). One in three
urban dwellers lives in a slum, producing slum cities within cities. However, more than 90 per cent of slums are
found in developing countries. Slum dwellers are not the only poor residents of cities, but they do represent a
clustering of living conditions within a city (3). Poverty is set to become an increasingly urban phenomenon.
Urban poor populations, and the places where they live, are diverse.

Health is determined by many diverse factors, including income, gender, age, access to health services and
infrastructure. Just because health services are located in an urban area does not mean that they are easily
accessible by the urban poor. Despite relative availability of health care services in urban areas, the urban poor
have limited access (4). In 2010, 170 million out of the 1 billion slum-dwellers worldwide had no access to a
latrine and 1.2 million were projected to die from air-pollution (5). Cost of health care represents a significant
barrier for the urban poor. Poor populations spend major part of their income on health care. It is estimated that
more than 100 million people are pushed into poverty every year due to health care expenses. As the presence of
multiple ill health conditions increase in urban settings, health care costs can push poor people further into
poverty (3).

Health insurance is among the solutions promoted in developing countries since the 1990s to improve
access to health care services because it avoids direct out-of-pocket payment by patients and spreads the
financial risk among all the enrolled. Social health insurance is seen as a mechanism that helps mobilize
resources for health, pool risk, and provide more access to health care services for the poor (6). Many mutual
health insurance organizations have been developed in sub-Saharan Africa, and over the past several years some
African countries have set up national health insurance systems. However, in those countries that elect to give an
important role to health insurance, it remains to be verified whether such insurance reach those who are most
vulnerable in terms of access to services: to the poor. In fact, lack of funds creates problems when it comes to
registering to pay the premium, and when the enrolled need to use health care services. On these two levels, the
program assess the situation of the poor, examines the problems they encounter and presents measures taken by
some insurance organization to remedy these problems (7).

In 2003, the Parliament of Ghana passed the National Health Insurance (NHIA) Act 650 (now Act 850) to
enhance the performance of its health system, with particular focus on the poor. The NHIA paved the way for the
establishment of the national health insurance scheme (NHIS). The scheme was implemented to help promote
access to health care services for Ghanaians. Ghana’s NHIS is one of the very few attempts by a sub- Saharan
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African country to implement a national-level, universal health insurance (8). The scheme focuses on meeting
the needs of the poor, and providing social health protection based on the principles of equity, solidarity, risk
sharing, cross-subsidization, reinsurance, and client and community ownership.

Although health insurance coverage is seen an eminent component of healthcare access and delivery ,
universal coverage will not directly result in universal access to healthcare (9). There are other health costs that
and co-payments that remain the responsibility of the patients and the urban poor often forgo seeking medical
attention because of their inability to bear the other costs (10). In some instances, this sect of the population is
not able to afford the premium for health insurance coverage and the district income guidelines for exempting
the poor actually exclude the marginal poor, who are not able to pay the premium (11). Problems with
transportation and prior negative experience with the health insurance and general health system also bare the
urban poor from accessing healthcare. The insured however, are highly dissatisfied with health care delivery due
to their perception that they are given poorer quality of care and wait longer compared to the out of pocket
clients (12). These experiences and perceptions militate against clients enrolment in the scheme (13).

Ghana has recorded a steadily increasing growth over the years, with a decrease in national poverty level by
more than half (from 56.5% to 24.2%) between 1992 and 2013 (14). There is however a high rate of rural-urban
migration leading to a high level of urban poor dwellers in the capital city, Accra (15,16). The

population of Accra increased from 18,574 in 1911 to 1.7 million in 2000: a 90-fold increase in less than a
hundred years (16). This expansion has had implications on sanitation and environmental health, leading to
occasional outbreaks of infectious diseases, which disproportionately affect the poor in these communities (16).
Despite the increased intended benefits of the NHIS for the poor, enrolment is found to be low in such
communities (10). In particular, poverty prevents poor people to register for the NHIS in the southern part of
the country even though poor people in Ghana are generally less likely to enroll in the NHIS, to access
healthcare (17). There is however paucity of evidence on the level of and factors influencing enrolment in the
NHIS among the urban poor in Ghana. This study sought to determine the rate and factors influencing enrolment
in the NHIS among the urban poor of Grushi community in Accra, Ghana.

2. Methods

2.1 Study design and setting

The study was a descriptive cross-sectional study carried out in May 2915 at Grushi, a community in the Ga East
Municipality, Ghana. Ga East District is about 25 kilometers north of Accra with its capital at Abokobi and the
total land area is about 1000acres. It is bordered on the west by Ga West and on the East by the Adentan
Municipal Assembly and the south by the Akuapem south district. However, Madina is the largest settlement
within the district. Other settlements include Dome, Agbogba, Haatso and Oyarifa. The Ga East municipal in all
has fifty-nine (59) communities. Potable water supply in the urban/peri-urban areas of the Municipality has been
a major challenge to the Ga East Assembly, and areas like Madina, Dome, Taifa, Agbogba, and North Legon.
Others depend on tanker services and a few hand dug wells as alternative sources of potable water supply. Total
sanitation coverage is estimated at 31% for household facilities and 29% for institutions. Pit latrine even though
not approved by the Assembly is being used by some households in these urban communities.

The main occupation for the people was trading and the women are fish mongers. The major challenge in
the community is bad drainage, during the rainy season the community is mostly flooded. Health facilities are
unevenly distributed in the district. There are four private health centers but are not NHIS healthcare providers.
The people usually access healthcare from Achimota and Atomic hospitals respectively with the NHIS.

2.2 Study population and sampling
The study was conducted among residents (18-70years) of the Grushi community who are either enrolled or not
in the NHIS and consented to participate in the study. The Ga District Mutual Health Insurance Scheme
(DMHIS) operational report (18) indicates that the proportion of registered members with the NHIS ID card is
39%. The sample size estimation was based on Cochran (19), using the formula I\£=ZQP (1-P).

d

Therefore, using 61% as the proportion of uninsured clients, a 95% confidence interval and a margin of
error of 5%, a sample size of 369 was estimated. Using the finite population correction factor formula, the
estimated final sample size for study was 235. The figure was rounded up to 250 to offset possible effect of the
non-responses.

The study was conducted using a two-stage sampling technique. Firstly, purposive sampling method was
used select the community for the study. The selection was done based on the characteristics of the areas Grushi
(Dome) in addition to availability of an accredited NHIS health facility. Secondly, participants were selected at
the household level using a random sampling strategy.

2.3 Data collection
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The data for this research was collected from the Grushi community households in the Ga East Municipality
Research Assistants (RAs), fluent in English and local dialects and comfortable with the cultural and
geographical area were recruited to interview. Training was conducted to familiarize RAs with the survey
questionnaire, facilitated consistency in the survey administration, and ensured ethical conduct of the study.

Questionnaire was designed to determine the level of NHIS enrolment among the urban poor. Previous
studies by Koegel et al.(20) have demonstrated that samples of urban poor through these methods provide good
approximations of the total urban poor population. In each selected household, the adult aged 18 years and below
70 years were given questionnaire by the RAs. Survey was done in whichever language participants felt most
comfortable English, or any local dialect.

For this study, the “Enrolled” are members who have registered and paid the full premium irrespective of
whether they are waiting or holding NHIS identity cards. “Previously enrolled” are those who have registered
but may not have paid the full premium for the year or have not renewed membership and are not eligible to
access services. The “non-enrolled” are those who have never registered with the NHIS. Ethical approval was
obtained from the Ghana Health Service Ethical Review Committee.

2.4 Data analysis

Descriptive statistics such as means and standard deviation was used to analyze continuous variables. Pearson
Chi—square and Fischer’s exact tests were used to test for association between the independent variables and
outcome variable. Logistic regression models were used to assess the socio-demographic and facility related
predictors of enrolment in the NHIS. Details of the variable definition is shown in Table 1. All statistical tests
were two-tailed and considered significant at p-value <0.05. The analyses were done using Stata version12 (Stata
Corp., College Station, TX).

Table 1: Definition of variables

Variable Definition/Explanation

Dependent variable: NHIS Enrolment Are you enrolled or not: yes or no

status

Independent variables

Age Age at last birthday for persons 18 years and above

Sex Male or female

Income From a minimum of GHC 50.00 and above

Ethnicity Which tribe the participant belongs to

Marital status Single, Married, never married and devoiced

Health status The health of the participant at the time of the study (well or not
well)

Employment Self-employed, Private or Public

Religion Which of the religion the participant belongs

3. Results

3.1 Socio-demographic characteristics and service related factors

Table 2 presents an overview of the socio-demographic and economic characteristics of the respondents.
Majority of the respondents (61.8%) fell under the age category (18 — 30) with just about 9 of them being 57
years and above. Only 23 of the respondents were Grushi with 117(49.0) the majority group being Akans. 96.2%
of the respondents answered that they were well on the subject of health status with just 7(2.9%) responding
otherwise. Majority of the respondents were self-employed with about 50 of them with no employment. On their
level of education, it seemed a fairly literate community with 120(50.6) being educated to the secondary level
and 21 of them having no formal education. 56(28.1) earned more than GHC 200 with the remainder earning less
than or equal to GHC 50 and GHC 200. Most of the respondents 196(46.9%) were Christians. 113(46.9%) were
married with just about 30 of them being either divorced, separated or widowed. All respondents had an equal
knowledge of NHIS, no matter their insurance status. The sources of information included friends (8.8%),
relatives (8%), radio (30%), television (21.6%), newspapers (2.4%) and other sources (8%). 15.2% of the
respondents disclosed that they heard about NHIS from more than one source. 12.9% of the study participants
believed the health facility is very far whereas 26.8% indicated their distance to the facility was not far. Majority,
54% of the participants visited a health facility when sick. Out of these, 69.6% visited public hospitals whereas
73.3% visited private hospitals. 22.2% of them visited the pharmacy shop.
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Table 2: Socio —demographic and facility related characteristics
Variables Frequency Percentage
Age (n=241)
18-30 149 61.8
31-43 70 29.1
44 - 56 13 5.4
57 and above 9 3.7
Sex (n=239)
Male 45 18.8
Female 194 81.2
Ethnicity (n=239)
Grushi 23 9.6
Ga 58 243
Akan 117 49.0
Others 41 17.1
Health Status (n=238)
Well 229 96.2
Not well 7 3.0
Other 2 0.8
Employment Status (n=240)
Self-employed 133 55.4
Public 17 7.1
Private 40 16.7
Unemployed 50 20.8
Level of Education (n=237)
No Education 21 8.9
Primary 78 32.9
SHS 120 50.6
Tertiary 18 7.6
Income (n=199)
<GHC 100 91 45.7
GHC100 - GHC200 52 26.1
GHC200+ 56 28.1
Religion (n=241)
Christian 196 81.3
Muslim 45 18.7
Marital Status(n=241)
Single 98 40.7
Married 113 46.9
Divorced/Separated/Widowed 30 12.4
Closeness of facility (n=231)
Very far 30 12.9
Far 139 60.2
Not far 62 26.8
Visit facility when sick 135 54.0
Facility visited when sick® (n=135)
Herbal Clinic 4 3.0
Maternity Home 4 3.0
Pharmacy Shop 30 22.2
Private Hospital 99 73.3
Public Hospital 94 69.6

SMultiple response

Majority, 76.5% of the participants were enrolled in the NHIS whereas 23.5% were not. Most, 76.3% of
card bearers face problems of drug unavailability when they visit the facility. Other cited problems included
rejection of card (2.8%), poor attitude of health staff (1%), long qeues (4.7%) and others (15.2%). In the
bivariate analysis, ethnicity, level of education, source of information on NHIS, how far the NHIS accredited
facility is from the respondents’ home, how motivated they are when they are sick to visit an accredited health
facility and the facility they visit when they are sick were associated with enrolment in the NHIS, Table 3.
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Table 3: Bivariate analysis of factors associated with NHIS enrolment at Grushi
Characteristics NHIS Enrolment n (%)
Enrolled Not Enrolled P-value
Socio-Demographic Factors
Age 0.073
18-30 118 (79.7) 30(20.3)
31-43 46 (67.7) 22(32.3)
44 - 56 9 (69.6) 4(30.4)
57 and above 9 (100.0) 0(0.0)
Religion 0.207
Christian 34 (82.4) 7(17.1)
Muslim 8 (100.0) 0(0.0)
Sex 0.152
Male 38 (84.4) 7(15.6)
Female 142 (74.4) 49(25.6)
Marital Status 0.563
Single 17 (85.0) 3(15.0)
Married 19 (90.5) 2(9.5)
Divorced/Separated/Widowed 6 (75.0) 2(25.0)
Ethnicity 0.050
Grushi 20(87.0) 3(13.0)
Ga 50(86.2) 8(13.8)
Akan 83(71.8) 31(27.2)
Others 27(65.9) 14(34.1)
Health status 0.617
Well 172(76.1) 54(23.9)
Not well 6(85.7) 1(14.29)
Other 2(100.0) 0(0.0)
Employment Status 0.268
Self-employed 98(75.4) 32(24.6)
Public 13(76.5) 4(23.5)
Private 35(87.5) 5(12.5)
Unemployed 35(70.0) 15(30.0)
Level of Education 0.002
No Education 9(45.0) 11(55.0)
Primary 61(79.2) 16(20.8)
SHS 96(81.4) 22(18.6)
Tertiary 13(72.2) 5(27.8)
Income 0.534
<GHC 100 69(75.8) 22(24.2)
GHC100 — GHC200 39(78.0) 11(22.0)
GHC200+ 38(69.1) 17(30.9)
Facility related factors
Heard about NHIS 180(76.9) 54(23.1) 0.208
Closeness of facility 0.020
Very far 21(70.0) 9(30.0)
Far 103(74.1) 36(25.9)
Not far 56(90.3) 6(9.7)
Visit facility when sick 122(90.4) 13(9.6) 0.011
Facility visited when sick 0.028
Herbal Clinic 4(100.0) 0(0.0)
Maternity Home 2(50.0) 2(50.0)
Pharmacy Shop 18(60.0) 12(40.0)
Private Hospital 83(83.8) 16(16.2)
Public Hospital 69(73.4) 25(26.6)

3.2 Predictors of NHIS enrolment
As shown in Table 4, The educational level of participants had significant association with enrolment in the
NHIS scheme. Being educated was associated with decreased odds of enrolment in NHIS scheme compared to
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those not educated. In the multivariable model, having secondary and primary education was associated with
4.28 (AOR, 95% CI; 4.28, 1.51-12.43) and 5.15 (AOR, 95% CI; 5.3, 1.85-14.16) times increase in the odds of
enrolling in the NHIS scheme. Participants who visited the health facility when sick were also almost 4 times
more likely to enroll in the NHIS as compared to those who do not visit the health facility when sick (OR, 95%
CI; 3.81, 1.33-10.91). Living very far from the NHIS service center also decreased the odds of enrolling in the
scheme.

Table 4: Factors associated with NHIS enrolment

NHIS Enrolment
Factors Univariable Multivariable
OR 95 % CI AOR 95 % CI
Age
18— 30 1.00 1.00
31-43 0.53 0.28 —1.02 0.55 0.21-1.09
>44 1.14 0.36-3.63 1.07 0.31-3.16
Ethnicity
Grushi 1.00 1.00
Ga 1.01 0.26-4.43 1.89 0.27 -13.35
Akan 2.49 0.69 —8.97 2.38 0.39 — 14.56
Others 3.46 0.87 —13.66 2.89 0.42 -19.82
Level of Education
No Education 1.00 1.00
Primary 4.66 1.65-13.17** 4.28 1.51 — 12.43**
SHS 5.33 1.97-14.43%*** 5.15 1.85 — 14.16%*
Tertiary 3.18 0.82-7.67 3.02 0.92-6.41
Closeness of facility
Very far 0.25 0.08 — 0.79* 0.19 0.04 - 0.93*
Far 0.82 0.34-1.94 0.39 0.11 -1.49
Not far 1.00 1.00
Visit facility when sick 2.73 1.23 -6.06 3.81 1.33-10.91

OR, Odds Ratio; AOR, Adjusted Odds Ratio; *p<0.05; **p<0.01; ***p<0.001

4. Discussion

Findings from this study shows a generally higher enrolment among the urban poor people in Accra, Ghana.
Enrolment in the NHIS was influenced by the educational level, use of healthcare services and distance from an
NHIS accredited facility. This study found that majority, 76.5% of the participants were enrolled in the NHIS
(84.4% and 74.4% among men and women respectively). This was higher than the percentage coverage reported
by the Ghana Demographic and Health Survey report 2014, which was 62% among women and 48% among
men.(21) A recent report by the World Bank however showed that about 40% of the Ghanaian population were
covered by the NHIS as at 2014.(22) Some previous studies on enrolment into the NHIS in Ghana have also
shown low enrolment level among the poor to be a problem facing health insurance schemes in low-income
countries including Ghana.(23,24)

Generally, the NHIS has been expanding since its inception in 2003, with coverage becoming more
equitable over the years.(22) Identification of and premium exemptions for individuals and groups without
adequate financial resources to pay is one of the stated goals of the NHIS (NHIS law LI 1809).(25) Overall,
about two-thirds of active members of the NHIS are under this premium exemption category (people under 18
years or 70+ years; pregnant women and indigents).(26) The increased coverage of NHIS among the urban poor
is attributed to this exemption, thereby removing financial barriers to enter the insurance scheme.(27,28)

We also found an influence of socio-economic factors on enrollment in the scheme. Increasing level of
education increased enrolment in the NHIS scheme. Majority of the participants in this study had secondary level
education and enrolment in the NHIS was highest among this group as compared to the other levels. Compared
to those with secondary education, this group had about 5 times higher odds of enrolling in the NHIS. This
shows that even among the urban poor, disparities exist in the utilization of healthcare services as a result of
differences in education. This corroborates previous findings in Ghana which showed an increase in enrolment in
the NHIS among the educated as compared to the uneducated.(29) A study among urban residents in the Volta
region of Ghana however did not find any influence of education on enrolment into NHIS.(13) Existing literature
has also predicted that employment and education increases the odds of enrollment as both increase knowledge
about the advantage of health insurance.(30)

An increased level of education is seen as a measure of increased socio-economic status and knowledge
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about available healthcare services.(31) People with higher education are most likely to have well paid jobs and
be wealthier than their counterparts with no education. They are therefore able to overcome the financial barriers
associated with enrolment in the scheme. Although the exemption packages of the NHIS target the poor, a large
section of the urban poor might however not benefit. As suggested found in a study of social health insurance
schemes across Africa, insurance schemes in Ghana and Ethiopia cover less than 2% of the poor despite the
provision of exemption schemes, partly due to challenges with identifying the vulnerable.(32)

Enrolment in the scheme was also influenced by access to NHIS service points and utilization of health
services. Lack of service centers within the reach of respondents was associated with decrease in the odds of
enrolling in the NHIS. This is consistent with previous studies that found that the availability of government
health facilities in a region is associated with higher likelihood of enrollment in the NHIS.(29) Paez et al,(33)
and Schoeps et al,(34) also concluded that geographical access to health care facility tends to influence health
services utilization. Few public health facilities available in the district where this study was conducted are
mostly centralized in the urban communities especially, in Madina. Dome though an urban community where
Grushi community is situated, does not have any public health facility. As such residents who prefer to use
public health facilities are forced to move to Madina covering a distance about 9.80kilometers, or Achimota
hospital which is closer to the Ga East Municipality. Enrolees therefore have no option but to use the few private
hospitals with NHIS accreditation whiles majority resort to chemical shops. Relating to the theory of distance
decay which states that ‘things further away are unlikely to be used’,(35) it is believed that improving access to
healthcare will ultimately improve enrolment in the NHIS.

This study also documented challenges associated with use of NHIS cards at the health facility. The most
cited was problems of drug unavailability when they visit the facility whiles others cited problems of rejection of
the NHIS card. Although these participants are already card bearers, these experiences could bare them from
renewing their subscription with the scheme. Failure to meet clients’ expectation about service quality and lack
of attractiveness of the scheme were reasons for enrolling and renew subscription to the NHIS in a previous
study conducted in the Volta region of Ghana.(13) A recent systematic review also reported low satisfaction with
the NHIS scheme especially with regard to staff attitudes and long waiting times, differential treatment for
NHIS-insured and non-NHIS insured clients and the quality of drugs covered by the NHIS.(26) Demand for
health care is sensitive to the quality of care provided and this is evident even among poor households, who will
limit their demand for health care when the services are poor quality, although they are less sensitive to changes
in quality of service.(36,37) Effective technical arrangement and improvement in the quality of services provided
could enhance enrolment into the scheme.

Strengths and limitations

This study provides an important evidence on the enrolment in the NHIS scheme among the urban poor in
Ghana. However, due to the geographical, socio- economic differences between regions, the results are
indicative but not necessarily applicable to all other districts in the region. The study also could not sample the
views and perceptions of the staff and management of the NHIS that could have been useful in providing insight
into facility related factors influencing enrolment into the scheme. Being a cross-sectional study, the issue of
reverse causality cannot be overruled. The association between use of health facility and the outcome for
instance could be interpreted the other way around; that is, participants were more likely to use the health facility
because they were enrolled in the NHIS scheme.

5. Conclusion

In conclusion, there is a generally high enrolment into the NHIS scheme among the urban poor people in Accra,
Ghana. Enrolment in the NHIS was influenced by the educational level, use of healthcare services and distance
from an NHIS accredited facility. Users of the scheme also reported problems of drug unavailability and
rejection of card when they visit the health facility. The NHIS should promote the policy by introducing more
drugs and services to the already existing ones to help eradicate entirely out of pocket payment. The NHIS
should also open more outlet at the health centers in the communities to enhance access and challenges with
registration and renewal of NHIS membership. This will improve accessibility and utilization of the scheme.
Extending geographical access and improving service quality could be an important strategy for expanding
NHIS membership among this population.
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