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Introduction

Since Ghana gained independence in 1957, the goesitrhas searched for health
financing arrangements that would ensure equitpdoess to healthcare. The
country is a constitutional democracy with an exeeupresident. Ghana in West
Africa is bordered by the Gulf of Guinea to the tbouvory Coast to the west,
Burkina Faso to the north and Togo to the east. chntry is divided into 10
regions: Ashanti Region, Brong-Ahafo Region, CdriRagion, Eastern Region,
Greater Accra Region, Northern Region, Upper Easfiéh, Upper West Region,
Volta Region, and Western Region. The regionstaer tivided into second-level
administrative districts, and currently there ar@ dlistricts. In line with the coun-
try’s decentralisation policy, the districts are thasic unit of planning and political
administration. The districts implement governmguoiicies and their input influ-
ences administrative and developmental decisionimgakDistrict assemblies
provide input that informs Government decisions polities. The population is 25
million people living in a country that is approxately the size of the United
Kingdom and occupies a total land area of 238,58@ue kilometres.

In the mid-1980s, a dream of a national healthraxste began, but this did not
materialise until the National Health Insurance @att 650) was passed in August
2003. The Act enjoined all districts to establishtoal health insurance schemes
(Government of Ghana 2003). The National Healtludaisce Schemes (NHIS)
became operational in March 2004 with the projecti@t within five years, every
resident of Ghana should belong to a health ing@atheme that adequately
provided access to quality healthcare. The objeativthe NHIS is stated in the
National Health Insurance Policy Framework as fefio

Ultimately, the vision of government in institutimghealth insurance scheme ... is to assure
equitable and universal access for all residentshafna to an acceptable quality package of



essential healthcare...Within the next five yearergxesident of Ghana shall belong to a health
insurance scheme that adequately covers him @dagnst the need to pay out of pocket at the
point of service use to obtain access to a defoaettage of acceptable quality of health service
(Ministry of Health 2002 and 2004).

Figure 1.1  Map of Ghana
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Policy-makers based their decision to introduceNRgS on the risk-sharing
elements that were similar to the traditional smlity networks that many Ghana-
lans already participated in. Traditional solidanietworks are based on a relation-
ship of mutual trust and reciprocity for mutual bénh Therefore, the government
presented the NHIS as an opportunity for Ghandmpsotect themselves against
ill health, which is not the focus of most infornmautual support groups. Despite
the high aspirations and ambitious target, fivayé&ater the majority of Ghanaians
are still without health insurance. At the begirgad my fieldwork, when | asked a
community leader why people were not enrollingghee me a sermon. Below is a
summary of his words that gives a clear picturdhefcomplex reasons why NHIS
coverage is low:

Health insurance is good in the sense that it gess/the insured quick access to healthcare. Soone of
have not renewed our card because our expectdiimasnot been met. The problem is not so much about
the cost of premium, but we want to get drugs athtspital and not to go about roaming looking for
drugs that sometimes you have to pay for even thgog are insured. We also want to be treated with
respect. There are people who register and wagddong before getting their card. Others just'don
understand why they should pay if they are not gaanfall sick.

This study is the anthropological component ofgdaresearch project: ‘Reach-
ing the poor in Ghana’s NHIS’ that explores bagi&renrolment and retention of

members and the effect of a multi-stakeholder mmb$olving programme
(MSPSP) for improving NHIS’ enrolment and membepstetention rates and
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identification of indigents for premium exemptidiine project set out to investigate
how to improve NHIS coverage using multi-stakehofflteups. The research team
for the project included two health economists (JBbpiah and Aryeetey) and one
medical anthropologist, the author of this booke@fically, the research team
investigated the low rates of enrolment and redent the NHIS in Ghana. For the
anthropological component of the study, | usedtanagraphic approach to hear
from stakeholders at all levels of the Ghanaiaritheare system including the
patients. Local-level stakeholders of the NHIS (ommity members, health
providers and DHIS staff) gave suggestions forirgetions to improve enrolment
and retention. The suggested interventions weréeimgnted and their effective-
ness evaluated. The findings that are presentdtisrbook include work | per-
formed as a member of the research team, as weibdsl conducted alone.

The study used a multi-level approach to deternmadeasibility of using multi-
stakeholder collaborative groups — problem-solgjraups (PSGs) — to stimulate
NHIS enrolment and retain members. This approacbhuwages the engagement of
public policy stakeholders to address public polglementation challenges. The
rationale for the PSG concept is encompassed #kan? proverb: Tikor nk
agyina” (One head does not go into consultation). Thidigephat problems are
better solved when two or more people engage isutation and share ideas.
Thus, PSGs comprised of key NHIS stakeholders sa&trap in fifteen intervention
communities in the Central Region (seven commw)ia@d Eastern Region (eight
communities) of Ghana to identify barriers to enmreht as well as to develop and
implement interventions to increase enrolment agtdim members. The study
makes significant contributions to public policynstderation of the use of stake-
holder collaborations to address implementatioriehges.

Health insurance in Ghana: A brief overview

Itis necessary to provide a brief overview ofeional Health Insurance Scheme
(NHIS) as a relatively new health financing polioyGhana to contextualise this
study.

! PSG is a concept used in this study to describelti-stakeholder problem-solving group made up of

representatives of the three key local stakeholofettee NHIS. The rationale underlying the PSGhat t
many issues that affect implementation of the NEH& multi-dimensional such that interventions de-
signed by a single stakeholder working alone migittaddress problems in the communities; health
facilities or DHISs (see further Chapters 4 and 5).

2 Akan is the dominant Ghanaian language and spokéne majority of Ghanaians.
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Evolution of national health insurance in Ghana

The genesis of modern healthcare in Ghana datéstbdlce mid 1800s when the
first hospital was built in 1868, which was a Bsiticolony at the time (see Senah
1997, Arhinful 2003). Initially, the British wanted provide affordable healthcare
for Europeans, so public health facilities werakkshed in the southern part of the
country. Civil and public servants enjoyed freeltieare while the rest of the
population paid minimal fees. Interestingly, despite limited facilities, equity was
assured by a payment structure that required higiteme earners to pay more
when their utilisation exceeded a certain limite(gehinful 2003). However, this
situation changed in 1930-31 as a result of theatGbepression when the Gold
Coast Medical Department increased the fees feagipatients. With the passage
of the first Hospital and Dispensary Fee Ordinancg898, government officials
and their dependants were charged small admissasindvhile non-official Africans
and Europeans paid according to their occupationssatus (Arhinful 2003).

In 1952, Ghana was given self-rule, and the Maumlai@ission’s report recom-
mended free healthcare service in public facilittesall Gold Coasters. Since then,
attempts to ensure equity in access to qualitytiheale resulted in the introduction
of various health-financing policies including fre€’, user-fee} cash and carry
and health insurance.

When Ghana achieved independence in 1957, fedvdiadéhcare was introduced
in all public facilities and at all levels as pait President Nkrumah'’s socialist
development agenda to ensure equity in accessatyguealthcare for all Ghana-
ians. However, during the economic decline in t®&0k, sustaining the free
healthcare regime became a challenge. As a réisalljovernment introduced the
Hospital Fees Regulation in 1963 (Legislative lmstent (LI) 1277) leading to the
implementation of what was termed ‘insignificanesé After the overthrow of
Nkrumah in 1966, the National Liberation CouncilL@) set up the Easmon
Committee to revise a range of social and econ@nicies. The committee
recommended that hospital fees be raised. Thi®léte enactment of the Hospital
Fee Decree 360 in 1969, which was followed by thepital Fee Amendment Act
325in 1970 and the Hospital Fee Act 387 in 197thkyProgress Party under Prime
Minister Busia, who took over power from the Naabhiberation Council (NLC).
Under these regimes, user-fees were charged puhblic health facilities in the
country. The fees were heavily subsidised and gidgi, and therefore, healthcare
was often described as virtually free. Unsurprisinthe fees did not solve the

Fee-free refers to free access to healthcarallfoesidents in Ghana at public facilities.

User-fees refer to out-of-pocket payments forasdmalthcare services at the point of utilisation.
Cash and carry led to out-of-pocket payment ftirdost of drugs in public health facilities. ltas a
WHO and UNICEEF initiative adopted by African Healtfinisters in Bamako, Mali, in 1987, that was
expected to improve drug supplies in public hetdtilities.
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problems of shortages of essential drugs, deteémgréuildings or the quality of
services (Goodman & Waddington 1993). Nonethel&ssher decline in the
economy in the late 1970s and 1980s resulted myhaas in budgetary allocations
to the health sector and made the system unsulkaifidis resulted in consistent
shortfalls in drugs, unavailability of equipmentdasther consumables in public
health institutions (Ministry of Health 2002, 2004)

In 1981, the Provisional National Defence CourRNIDC) raised fees for hospi-
tal services since the government could no longar the full cost of healthcare for
all Ghanaians. Notwithstanding the adverse findithgd user-fees denied many
Ghanaians access to healthcare, the LI 1277 wéscezgbwith LI 1313 in 1985.
The LI 1313 was a comprehensive cost-sharing agvfidieservice system except
for specified conditions and communicable diseaBes Act aimed to improve the
guality of healthcare service, and create a 15@atrrecovery of recurrent expendi-
ture as well as the full-cost recovery of drugghAugh the policy improved the
quality of care, shortages of drugs and poor staffvation negatively impacted the
accessibility of vulnerable groups and this wadipalby criticised. The availability
of medicines in health facilities improved, but aditpatients were able to pay for
their drugs (Asensu-Okyere et al. 1998, Nyonatd€i&zin 1999, Waddington &
Enyimayew 1989, 1990, Garshong et al. 2001).

The projection of the negative impact of user-f@eghe utilisation and afforda-
bility of drugs by vulnerable groups made an aléue healthcare financing policy
imperative. As expected, the reaction to the ingqgui access to healthcare in a
low-income country like Ghana was strong; so theDEBNresponded to these
criticisms by contracting local and internationgperts in the early 1990s to make
recommendations for creating a national healthrarsze organisation. At this time,
the first Health Sector Five Year Programme of Wand§ect analysed the nation’s
health. Several challenges including geographiodl fenancial access to basic
services, inadequate funding of health services, goality of care and poor inter-
sectoral linkages were identified as constraintifwoving the health of Ghanaians
(Aikins 2003). Consequently, many organisationsiuding the International
Labour Organisation (ILO), World Health Organisat{®/HO) and the European
Union proposed establishing national health insteato improve healthcare
delivery in the country.

As a result, in August 1995, the Ministry of HeallhoH) received proposals
from a private consultancy group on the feasibiifyestablishing a centralised
company to provide a compulsory social health imsce for all Social Security and
National Insurance Trust (SSNFfontributors and registered cocoa farmers. The

® SSNIT is a government pension scheme in Gharartbst formal sector workers and their employers

contribute to.
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report also recommended setting up pilot rural-B@senmunity-finance schemes
for non-formal sector workers. These events finldly to the launch of a pilot
national health insurance scheme by the Nationahd@eatic Congress (NDC)
government in four districts (New Juabeng, Birimutp Kwawu South and the
Suhum Kraboah Coaltar) in the Eastern Region iry 198is pilot stalled and was
never realised (see Arhinful 2003). Though thetpslmuld not provide practical
lessons about the feasibility of a national heaigurance in the country, it in-
creased awareness about alternative healthcaneifigamechanisms and served to
stimulate further debate to find a sustainable theafte financing system that
reflected the needs and aspirations of Ghanaians.

These events culminated in the creation of commitirased health insurance
schemes (CBHISs) run by religious and communityigsoand local government
administration in the early 1990s. The MoH encoadathe creation of CBHISs
with support from international donors. Many CBHI8seived logistic, cash and
technical support at various times from the MoHigreus organisations and
development partners such as The World Bank, Danismational Development
Agency (DANIDA) and Partnership for Health Reformp{PHRplus) Following
the establishment of CBHISs, district-based volgntautual health insurance
schemes proliferated between 2001 and 2003. Thdarwsnncreased from 47 in
2001 to 168 in 2003. Although some of the inite@iemes collapsed, many of them
endured until the NHIS was introduced. The Nkorasddeeme, which was judged
as the best performing scheme, covered 30 perdfethieir target population.
However, it must be noted that this scheme wasatggh by DANIDA and other
NGOs (Arhin Tenkorang 2001), which might have aected for their relative
success.

Despite the fact that the pilot NHIS stalled in 29¢he MoH maintained that
they should remain the promoter and facilitator mmican implementer of the NHIS
after re-examining the scheme. The governmentnggsred by the modest success
of some CBHISs and continued the initiative of blsaing a viable NHIS. The
SSNIT also began planning another centralised in@sturance scheme to be run
by a company, the Ghana Health Care Company (Agyefddjei 2008), but this
did not materialise before the change in governrmarit January 2001.

In January 2001, upon resuming office and havingrodted to implement a
national health insurance, the New Patriotic P@xyP) created a seven member
Ministerial Health Financing Task Force under thaiomanship of the Director for
Policy, Planning, Monitoring and Evaluation of the®H. The Task Force was to

" PHRplus is an organisation funded by the UniteeS Agency for International Development (USAID)

as an attempt to address the growing inequalibhegithcare access.
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advise the government on how to develop approphi@idth insurance legislation
and finance it.

The NHIS was a major policy shift in health finamgitherefore, experts in the
field, service providers and all Ghanaians keealp¥ved the development of the
programme. This explains why the NPP (the main epiom party) capitalised on
the NDC'’s inability to institute a national heailitisurance and included the NHIS in
their manifesto for the 2000 general election. Maogial commentators described
the policy-making policy as full of wrangling andlpical rhetoric (Rajkotia 2007,
Agyepong & Adjei 2008) and being dominated by “tagsand close political
associates” of the government (Agyepong & Adjei 0B85). This led to the
resignation of several members of the Task Fordbatoby the end of 2002 only
one original member remained. Nevertheless, thed¢@Brnment was determined
to implement the NHIS before the general electiori3ecember 2004, so they put
the bill before Parliament one week prior to tlmegess in July 2003 (see Agyepong
& Adjei 2008). This drew various reactions from ividuals depending on which
political side they belonged to. Notwithstandinge thickering in and outside
Parliament in protest, the bill was passed as aMational Health Insurance Law
(Act 650¥ under a certificate of urgency in 2003 (Governnwéi@hana 2003). The
NHIS became operational in March 2004, and Distdeath Insurance Schemes
(DHISs) were established in all districts in theietyy by the end of 2005. The goal
was to replace cash-and-carry systems, correatdiglity in access to healthcare,
and protect people (especially the poor) from tlgé kosts of healthcare services.
Though the Act enjoins every Ghanaian to belong@riansurance scheme, the
individual does not suffer a penalty for not enngl

The NHI Act established three main health insurasatemes:

District Mutual Health Insurance Schemes
Private Mutual Health Insurance Schemes
Private Commercial Health Insurance Schemes

Structure of the National Health Insurance Authprit

The Act established the National Health InsuranaeCil, now Authority (NHIA),
as a governing body that is headed by a Chief BExkexOfficer (CEO). The Act
gives the President of Ghana the sole power toiajgpe chairperson and members
of the Council (Government of Ghana 2003). As apleamenting agency of the
NHIS, the NHIA is responsible for policy planningonitoring and evaluation of
DHISs. It has the following structure:

The National Health Insurance Authority (NHIA)

8 The NDC walked out of Parliament in protest agathe passage of National Health Insurance Bill.



The National Health Insurance Secretariat
Regional Offices
District Health Insurance Schemes

Since the healthcare system’s preparedness fentbeth beginning of the NHIS
was critical, the criteria for healthcare facilititor accreditatiohto operate under
the NHIS were specified in the National Health hagsice Regulations (NHIRS)
2004 (LI 1809). The NHIA grants accreditation tatbpublic and private healthcare
providers and monitors their performance. It aldmmisters the National Health
Insurance Fund (NHIF), which includes:

2.5 per cent Value Added Tax (VAT)

2.5 per cent SSNIT contribution of formal sectorkess as their premium
Premiums from non-SSNIT contributors in the forreattor and informal
sector

Money allocated to the NHIF fund by Parliament

Income from investments by NHIA, donations andggift

The NHIA pays service providers from the fund.lsitamakes proposals to the
MoH for policy formulation (such as reviews of tR&llS drug list) and sets tariffs
and benefits for subscribers in consultation wittksholders.

Regional managers, who serve as links betweenkt& NDHISs and healthcare
providers, run NHIA regional offices. They monitmmd supervise DHISs’ opera-
tions and provide technical support for capacityed@oment and claims manage-
ment. The District Health Insurance Assembly sufsptire Board of Trustees to
appoint the management team to handle the dayyt@dinistration of DHISs.
The functions of the Board are enforcement of thestitution and budget approval.
The Board also checks the DHISs’ operations anéitbacial accounts. The Board
was dissolved in January 2009 and its functionsewaken over by a Caretaker
Committees® The management team consists of the scheme maaageuntant,
management information system manager, claims neajyagplicity and marketing
manager (popularly called public relations offi¢®RO) and the data entry operator.

°® To qualify for accreditation, a healthcare fagilnust have: operated for at least six monthsyadg

record in healthcare services delivery and theireduhuman resources, equipment, physical strugture
and other requirements set by the NHIA. There rhasicceptance of quality assurance standards and
payment mechanism and adoption of the referralopd$, practice guidelines and health resource-
sharing arrangements of the schemes as approubd biHIA. Also, health facilities seeking accredita
tion must have their own formal quality assurana@gpmmme, respect the rights of patients, adhere to
information system requirements, have a reportimghanism and maintain accurate client records,
results and cost of services rendered. The heattiaaility must comply with all corrective actiots
ensure quality of service and agree to allow ingpeof facilities and financial and other recorelevant

to health insurance (National Health Insurance Reiguns 2004).

The Caretaker Committee consists of the Dis@mbrdinating Director, the District Finance Officar
representative of the NHIA from the regional offaed the DHIS manager.

10
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The DHISs mobilise revenue from informal sector kevs, and recruit and train
collectors who collect premiums from informal sectworkers and undertake
education about health insurance in the distriot gfficient operations, each DHIS
was expected to be divided into Health Insurance@anities and a Community
Health Insurance Committee (CHIC) formed to ovetbeeollection of premiums
and registration fees and to ensure that monidsotet! are deposited in the District
Health Insurance Fund. The CHIC members are meahetselected from the
community and include a chairman, secretary, cls¢ PRO and a member.
However, the few CHICs that were set up collapsed sfter formation due to lack
of financial support. Other DHISs never set up éh@smmunities and committees.
Only the collectors were active in the communitiethe time of data collection.

Features of Ghana’s National Health insurance Sah¢RHIS)

The NHIS is unique in the sense that unlike othemes in African countries, such
as Benin, Rwanda, Senegal and Tanzania (Chankala208), it is a fusion of
elements of both the social health insurance sciShikS)* and community-based
health insurance scheme (CBHiSjnodels to ensure nation-wide coverage of
formal and informal sector workers. Thus, the Nk $he first scheme in Africa
initiated by a government with a centralised autli@nd national coverage. With
the NHIS, residents in a district (local governmadininistration area) prepay for
healthcare services under a united nationalisetkrsysf service provision and
financing determined by the NHIA. The DHISs operateler a decentralised
administration with some level of operational awiry.

Though enrolment in the NHIS is meant to be congylsn essence, it is volun-
tary and based on a mutual or participatory madelhich the NHIA functions as
the insurer. In this model, an insurer collectstabations from members or
households and pays service providers. As a tlairty pit protects the contributors’
interest by ensuring good quality of care and natgs both benefit packages and
the cost of care (Criel 2000, Ekman 2004). The NBI8un on the basis of the
household as the unit of registration; childrenragistered under at least one parent

1 SHISs take many forms. They are usually set tipgavernment funds as part of social securityesyst

and are compulsory. Premiums are generally sulesidiy the government and applied to formal sector
workers with pre-defined payments (related to tingiome) by employer and employee rather than risks
with specified benefits. The advantages includeecage for more people, regular flow of funds it
scheme and protection of patients’ rights. Thetgalisadvantage is the exclusion of the pooedine
insurance is usually biased towards urban areag@retnment employees while neglecting the rurdl an
informal sector workers (Con &Walford 1998, Atim98).

CBHISs are normally locally based and often foummiral areas. They cover both rich and poorimia
sector workers and have a very strong social sitydfanction (Atim 1998). Though CBHISs have faile

to meet their intended objectives due to poor deaitd implementation, they stand a better chance of
improving healthcare access for the poor than fesss{see Bennet & Gilson 2001) and of reducing the
gap between the poor and the less poor (De Al&@auerborn 2007).

12
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or guardian. Furthermore, unlike many other schehwddepend mainly on cross-
subsidisation of contributions from formal and tefaly “better off” informal sector
workers to subsidise the contribution from the ptloe NHIS is also dependent on
2.5 per cent value-added tax specifically introdutesupport it. The NHIA also
sets a minimum premium lev&lfor non-SSNIT formal and non-formal sector
workers determined by economic groups. It provalegxemption for vulnerable
groups. The rationale is to ensure that NHIS do¢bacome an unequally distrib-
uted national resource and to minimise the exctusiovulnerable people while
helping the government fulfil the vision of providi equitable and sustainable
quality healthcare as a model for poverty reductidational Health Insurance
Authority 2008). Vulnerable groups include: the ag@&0 years and above and
SSNIT pensioners), indigents, and children belowd&s (if at least one of the
parents is registered) (National Health Insuranegufations 2004). Pregnant
women were subsequently added to the exempt growgigerua special safe-
motherhood initiative. Everyone, except pregnantneo, pays a registration fee
and wait for a three-month mandatory period befmeessing services. Member-
ships are renewed annually. However, it must bedttat since 2010, children
below five years of age do not have to be regidtereoncert with their parents or
guardians and their waiting period has also beaunesa

The Act specifies a minimum package that covers®®ent of diseases reported
in health facilities in Ghana and requires no cgrapent. The insurance covers
healthcare services at all levels except the falgw

Rehabilitation other than physiotherapy; appliarares prostheses; cosmetic
surgery; HIV retroviral drugs; assisted reproductiechocardiography; pho-
tography; angiography; orthoptics; kidney dialys¢isart and brain surgery
other than those resulting from accidents; cameatrnent other than cervical
and breast cancer and organ transplant, VIP wardi$raatment abroad
Non-listed drugs

Medical examinations for visas, employment and adion to academic insti-
tutions etc.

Mortuary service (National Health Insurance Autho#008).

It is worth mentioning that among the three scheaségblished by the NHI Act,
only the NHIS has been embraced by most Ghandiarscould be because of the
low premium levels due to the significant governtaérinancial support and
subsidy for enrolling vulnerable groups. Thesef@atures that were not applicable

13 A minimum premium paid by the poor is about GH{dbout US$10], middle income earners pays GH¢
22 [about US$15] and maximum of GH¢ 48 [about U3$8paid by the very rich per adult household
member per annum in addition to GH¢ 4.00 [US$2s54 aegistration fee.
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in the other two schemes. As a result, the privateual health insurance schemes
died a natural death since they could not mob#idequate resources from the
private sector to sustain their operations. Thegbei commercial schemes on the
other hand, continue to exist, but cover less thram per cent of the population

(Ghana Statistical Service et al. 2009).

Healthcare delivery and seeking care under the NHIS

The health sector in Ghana functions on an agermmdemThe MoH is responsible
for policy making, sector oversight and coordinatamd is headed by the Minister
of Health. The Ghana Health Service (GHS) is thplémenting and regulatory
agency responsible for public sector service dgfivand controls all healthcare
professionals. The GHS is headed by a Director a¢néHealth with autonomous
power to administer health services.

Figure 1.2  The structure of the Ghana Health Service

Director General

» Ghana Health Service Council
National level ‘ « Office of the Director General and Deputy
‘  Eight National Divisional Directors

» Supported by Regional Health Management Teams
Regional level  Regions are headed by 10 Regional Directors of
Health Services
J » Regional Health Committees

* All 170 districts are headed by District DirectofsHealth
Services

District level « Supported by the District Health Management Teams
* District Health Committees
* Sub District Health Management Teams
ﬁ Sub-district level ’
D Represents the 3 administration levels
ﬁ Community level ‘

Source: Ghana Health Service, http://www.ghanahseaitice.org
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Functionally, GHS is organised at five levels: oaél, regional, district, sub-
district and community. The structure is verticahaa centralised administrative
system. However, as a result of the decentralisatidhe government and health
sector reform with an emphasis on primary healthaard participation of the
lowest level, services are now integrated fronmidgonal level to regions, districts,
sub-districts and communities.

The GHS is governed by the Ghana Health Servicen€lhuhich recommends
healthcare delivery policies and programmes tdvtimester of Health and advises
him or her on posts in the service. In additior,@hana Service Council promotes
collaboration between the MoH, teaching hospitatstae GHS. The three teaching
hospitals located regionally (in Accra, the captify} located in the Greater Accra
Region; in Kumasi, the capital of the Ashanti Regi@and in Tamale, the capital of
the Northern Region) are autonomous and used esakfacilities.

At the regional level, there are Regional HealtfeBtiorates managed by Region-
al Directors of Health Services and services aligated at the regional hospitals,
which are the final referral point within the regg At the district level, the District
Director of Health Services (DDHSs) heads the izisHealth Directorate (DHD)
that supervises all health facilities in the digtand provides support to the sub-
districts. All but the newly created districts havelistrict hospital that serves as
referral point in the district. The sub-districtalprovides preventive and curative
services and supervises health centres, healtts,pogsinmunity-based health
planning and services (CHP&)ynder their area of control. At the community leve
basic preventive and curative services for minoegses are addressed at health
post and CHPS compounds. Although the majorityeadlth facilities in Ghana are
public, there are a significant number of faithdmhgmainly Christian Health
Association of Ghartd) and private facilities owned by institutions andividuals
throughout the country.

Under the NHIS, healthcare is obtained within goraped network of providers:
all public health, faith-based, quasi-governmerd aome private facilities. In
addition, some private pharmacies and chemist slaopsalso approved. The

14 CHPS is a national programme of community-basee provided by resident nurses who are referred to
as community health officers. CHPS, introduced %99, reduces barriers to geographical access to
healthcare and provides basic level preventivecanative services for minor ailments at the comryuni
and household levels (Nyonator et al. 2005).

The Christian Health Association of Ghana (CHA&Ra non-governmental organisation that brings
together churches that provide health services. Gli#&he second largest provider of health seniites
the country (about 42% of care in Ghana is deliddrgthe 183 member institutions, including didtric
hospitals), and is predominantly located in rural anderserved communities throughout the country.
CHAG's ultimate goal is to improve people’s headthtus, especially the marginalised and the poor in
fulfilment of Christ’s healing ministry and to hei@nslate the government’s policy of ensuring gquai
access to healthcare through the NHIS (see alpd/itivw.chagghana.org).

15
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Figure 1.3 Ghana Health Service healthcare services by level

.

Nationg] level ' * Curative services are delivered at the regionapitals and public health
\ services by the District Health Management TeamNDMHas well as the
‘ . Public Health division of the regional hospital.
‘ . ¢ The Regional Health Administration or Directora®HA) provides
Regional leve] supervision and management support to the distmassub-districts within

. each region.

« Curative services are provided by district hospitahiny of which are mission or
faith based. Public health services are providethbYDHMT and the Public
| Health unit of the district hospitals.
District level * The District Health Administration (DHA) providesgervision and
management support to their sub-districts.

e

« Both preventive and curative services are providethe health centers as
well as out-reach services to the communities witheir catchment area.
« Basic preventive and curative services for minbnemts are being
addressed at the community and household levelthéfintroduction of
the Community-based Health Planning and ServicetP®).
) 1evel and « The role played by the traditional birth attendgfi8As) and the
Sub—distrl;tity e vel traditional healers is also receiving national gettion.
u

Comm

e

Source: Ghana Health Service, http://www.ghanahseattice.org

|

LI 1809 mandates that the first point of accedsst@thcare under the NHIS should
be a primary healthcare facility that includes camity-based health planning and
services (CHPS), health centres, district hospitptsyclinics®, quasi-public
hospitals, private hospitals, clinics and materhidynes. However, where the only
facility in the community is a regional hospitdi,i$ also considered a primary
healthcare facility.

Health providers operate under contract with thd®&hd are paid a predeter-
mined tariff based on a diagnostics-related stredtur all service providers. Claims
are made within specific guidelines for reimbursetnélhe National Health
Insurance Regulations (NHIRs) oblige health progde apply and pass renewable
accreditation appraisal to qualify for service pson. This requires that healthcare

6 A polyclinic is the urban version of a health werand usually larger, Polyclinics are found mginl
metropolitan areas, manned by physicians and oftee comprehensive healthcare services.
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Figure 1.4  Ghana Health Service facilities

Health Centre (rural)

Medical Assistant and staffed with o _
programme heads in the areas of midwifelry, District Hospitals
laboratory services, public health,

environmental, and nutrition. Each health are the facilities for
center serves a population of approximately clinical care at the
20,000. They provide basic curative and district level. District
preventive medicine for adults and children hospitals serve an
as well as reproductive health services. They | average population of
provide minor surgical services such as 100,000-200,000
incision and drainage. They augment their people in a clearly 5 Regional
service coverage with outreach services and | defined geographica Hospitals
refer severe and complicated conditions to area. The number of
appropriate levels beds in a district
hospital is usually
.| between 50 and 60. It
is the first referral

hospital and forms and

Polyclinic (urban) integral part of the
district health system

Polyclinics are usually larger, offer a more
comprehensive array of services, are manned
by physicians, and can offer complicated
surgical services.

providers are professionally qualified and haveesdt to the quality assurance
programme set by the GHS. The NHIA also applieedopmance-monitoring
system that involves periodic inspection of hedétbilities, data collection for
service rendered to determine the cost and effsudiss of service, and adherence to
accepted and known standards of healthcare prgda#onal Health Insurance
Regulations 2004).

Research objective and questions

Research objective

The main objective of this study (as the anthrogmial component of the larger
project, ‘Reaching the poor in Ghana’'s NHIS’) iseiplore if and how problem-

solving groups (PSGs) can increase enrolment iNHI& and help retain members.
The use of PSGs to identify barriers to enrolmerd design and implement
interventions aims to encourage stakeholders tptamioopen and critical posture
needed to address NHIS implementation challengégedével of the community,

health facility and DHIS as well as improve NHISretage.
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This study provides information on how the mulaistholder problem-solving
programme (MSPSP), a bottom-up participatory irgation approach can be used
to influence people to enrol and stay in the NHiSeeks to add to the knowledge
base of how to effectively engage key stakeholttesddress the challenges of
public policies. This study also provides informatthat can guide other developing
countries struggling to expand SHISs and CBHISsaye. Conclusions drawn
from this pilot study might make the MSPSP attraeto policy makers in Ghana
and allow for nationwide scale-up. This work isoaéxpected to prompt further
research in the field.

Research questions

The central question this study addresses is: Hmgtese are PSGs in increasing
NHIS enrolment and retention of members? To anghisrquestion, this study
focused on both the process and outcome of the %P8 posed the following
questions:

What factors influence enrolment in the NHIS and-nenewal of member-
ship?

What are the processes involved in setting up PSGs?

How do PSGs identify barriers, and develop andemgnt intervention activ-
ities?

What factors enhanced problems-solving groups’eaaments?

What are the outcomes of PSG intervention acts/tie

Each empirical chapter in this study focuses onadribe above questions. The
study presents the process and attendant actieitieating PSGs as well as the
intervention implementation process and outcomés Work is based on the
assumption that many stakeholder collaborationa@ireuccessful because they do
not follow a rigorous process of recruiting memtaad effectively engaging them
to identify and implement locally tailored solutgto achieve a maximum impact.

Significance of the study

We have done everything possible since the introaluof the scheme to get people insured.
But the people are difficult and will not regist&ome will register and will not renew their card
until they are sick, then they come to worry us. &l@ays educate them on the benefits of
health insurance and the need to regularly reneiwvdhrd. But they think if they don't fall sick,
then they have been cheated (Henry, a DHIS manager)

The comment above is the summary of a chat | h#dkenry, a District Health
Insurance Scheme’s (DHIS) public relations offig&RO), when | went to register
my mother in the NHIS, a year before the starhaf $tudy. His lamentation about

the limited progress in expanding NHIS coverage bansummarised with an
expression in Akan as followsS* wotw ahoma na s mma a, na biribi kura niu
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(If you are pulling a rope and it does not comerehs something holding it back).
In the context of this study, the expression higjtis the need to explore what is
holding back the DHISs’ ability to improve NHIS @rage to appreciable levels
and retain members.

Since health is a merit good, the government iniced the NHIS to ensure that
all Ghanaians had optimal healthcare. Despite itirgfeantly subsidised premi-
ums, evidence shows that NHIS enrolment is 102008, the Ghana Demographic
and Health Survey found that a high proportion ehn(i70%) and women (60%),
aged 15-49 and 15-59 respectively, were not covieydaealth insurance (Ghana
Statistical Service et al. 2009). Although heatisurance premium exemptions in
general were shifted from a health facility-basgstesm plagued with implementa-
tion problems (see Nyonator & Kutzin 1999, Garshengl. 2001, Badasu 2004) to
a national health insurance-based exemption, ttex Elso appears to exclude the
core poor population (Aikins & Arhinful 2006, Witt& Garshong 2009, MoH
2008). Unfortunately, it appears that very few peodpenefit from the NHIS
premium exemption.

Bitran & Giedlon (2003) reviewed health insurangeraptions in low-income
countries (Kenya, Ghana, Zimbabwe, Indonesia, @&hdiland Chile) and concluded
that they all have problems with eligibility crii@rThus, the DHISs’ failure to reach
the majority of Ghanaians, especially the core padespite granting them premium
exemptions, undermines the objective of the NHI&poT his is a critical issue that
needs to be explored in a period when the goverhofegdhana is making frantic
efforts to reach the health-related Millennium Diepenent Goals (MGDs) using
the NHIS.

This study goes beyond the scope of most studagdhus on one stakeholder
and often use only quantitative methods (Asantek8n& 2008, Basaza et al. 2008).
This research used ethnographic methods to engagé NHIS stakeholders to
explore and address barriers to enrolment andretambers. An effective investi-
gation that included all stakeholders was requiiiddis the multi-level approach
made it possible to assemble the findings intogmates and provided evidence that
captured the ‘whole story’ of low NHIS enrolmentaetention rates. The findings
also provided in-depth information about the inkeyf barriers at the community,
health provider and DHIS levels; therefore, we m@awve a better understanding of
how each stakeholder’'s actions affect the peopgdealth insurance decision-
making.

The NHIS is a new payment mechanism for health®@améces and this creates a
new relationship between insured patients and hgalbviders with attendant
challenges. This study explores this new relatigmahd provides an ethnographic
account of the patients, and providers’ experiendée NHIS was introduced
within a historical context that made it an inhehempolitical intervention. This
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study also explored how the politics surrounding thtroduction of the NHIS
affected people’s decision to enrol or not andvibek of DHISs.

In the social sciences, approaches that engagehstiglers to share ideas and
carry out intervention activities have been fouade helpful in solving social
problems (Van der Geest 1990, Tones & Green 2Q004fprtunately, the use of
stakeholder input at the local level to explore tmallenges of public policy
implementation has not been explored much in Ghasaightly pointed out by
Lasker & Weiss (2003), collaborations where comntyustakeholders and members
are only asked to provide feedback and input attwit plans do not produce the
best result for solving community problems. Thirg éffective engagement of
stakeholders from the onset of a programme lik&tHES is more likely to address
the challenges, since the local stakeholders h&e¢ter understanding of the local
context and what works best for them. Also, usimg MSPSP’s approach and
examining the views of participants involved in theervention while exploring
contextual factors provides a rigorous interpretadf the situation.

Finally, stakeholders’ intervention studies in liedihancing, especially to im-
prove enrolment in SHISs, are scarce. This studgigged evidence to show that it
is feasible to engage stakeholders of the NHISnmorove coverage and make a
valuable contribution regarding how to stimulateotment and retain members.
Also, analysing PSG members’ and stakeholdersigyaation in an intervention
provides information about factors that might ¢élemoperation and sustain com-
mitment as well as identifying who should lead seftbrts. The MSPSP, therefore,
provides an evidence-based intervention and shawsstakeholders at the local
level can be mobilised to develop and carry owrirgntions that address public
policy implementation challenges. This approachtroutes to the theory and
practice of a stakeholder-collaborative intervemtiad provides a useful framework
to guide the NHIA, DHISs and other institutions ragimg similar schemes in low-
income countries for addressing the difficult tagkexpanding and retaining
members to translate the goal of ensuring equi¢aess to healthcare into reality.

Theoretical framework and concepts

The theoretical orientation of this study is siagatvithin critical medical anthropol-
ogy, which advocates for stakeholder engagemen¢dpond to problems with
interventions (Singer 1989, Scheper-Hughes 1990)es$ponse to criticism that
medical anthropologists have failed to contributesalving mankind’s problems
(Kiefer 1971) and lacked accountability to the eesbed (Glasser 1988), medical
anthropologists began to consider that the diswphas both a professional and
moral obligation to reveal, discuss and addresadsocio-economic, cultural and
political contexts in which health inequities araniiested (Farmer 2005, Scheper-
Hughes 1992). This also addressed the concermidital anthropology had too
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restrictive a focus on the micro-level (Singer 19&83thers added that decision-
making without considering what happens at locakle effectively misses a
majority of people whose lives are affected by épslicies (Van der Geest et al.
1990, Press 1990). These authors argued thatitrzalitanthropologists who
confine themselves to one level when studying aaphenon gain limited infor-
mation, since important factors at other levels imayverlooked.

In this study, the theoretical concepts of a mieliel perspective as well as resil-
ience and trust were chosen based on the pringhéghe NHIS was introduced as
a social development agenda that required thetefteengagement of implementers
and targets of the policy to identify and addresplémentation challenges. The
collaboration must be based on trust to enablegtbap to work effectively to
improve confidence in the NHIS and ensure the gbatrengthening patients to
manage the adversities of ill health is attaindeesE concepts are intertwined and
provide an in-depth understanding of NHIS coverage the outcome of a multi-
stakeholder problem-solving programme. The concepgsexplained and the
background of each is discussed to provide a thiealentroduction to the empiri-
cal chapters.

Multi-level perspective

The multi-level perspective (MLP) departs from trealy medical anthropology
perspective, which often excluded a wider contéxstakeholders’ experiences in
analysing healthcare issues (Baer et al 1986)MIlfe approach emphasises that to
understand a phenomenon, information should begadtirom actors and events at
various levels of a social organisation. This wilable the researcher to provide a
comprehensive description of the phenomenon, giveige credible explanation
and draw more convincing conclusions. ProponentseMLP argue that macro-
and micro-level processes and structures as watlitass’ varied interest interact to
affect a phenomenon (Van der Geest et al. 199GsPt890). The MLP is thus
based on the assumption that:

Developments at the various levels are linked wamother and that the nature of these linkages
has to be studied in order to understand propengttakes place at a specific level. The word
‘level’, a metaphor, refers in particular to théeimational, national, regional and local tiers of
social organisation (Van der Geest et al. 19906102

Regarding healthcare issues, the MLP is used aslda explore and explain
actors’ interest, behaviour and power relationsteowl these affect the outcome of
policies and programmes. Press (1990) was concahedt the inequality of
medical resources and the control of Western biociezl over local medical
systems, especially in countries with limited reses. He asserted that both
patients and clinicians tend to have disparateegasdund behavioural characteristics
that may not be fully understood or explained tigltoa model that gives excessive
weight to a ‘single element’ of a ‘single actor’naspared to one that uses a ‘multi-
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level’, ‘multi-element’ approach (Press 1990: 1Q00B2). Press put nationalism,
Islam and Christianity at the top of the socialamgational ladder. Communities
and sub-systems were next. Finally, at the ind&idievel were the worldviews of
participants in a clinical interaction. In generfatess proposes a multi-level ap-
proach to counter a ‘mono-focal’ approach to prevadcausal explanation of a
phenomenon (1990: 1002). For the MLP, the theakdsissumption is that various
actors on multiple levels are involved in a policyprogramme and have their own
interests that determine how they react. The MILB thghlights how these interests
guide the actors’ beliefs and actions and why thay clash with those who have
other interests.

The MLP also considers that ideas and events ffeatt@ phenomenon are not
uni-directional. The influence of these ideas arehés can be from higher to lower
levels and vice versa or even be circular (VanGeest et al. 1990: 1026). As will
be seen later in this book, actors’ dissenting sidwring the implementation of the
NHIS policy-making process transcended from the Nmttie remotest community
in Ghana and drew distinct reactions from varioesgbe depending on their
political affiliation. Those who saw the NHIS agi@avernmental political tool to
retain power prevented DHISs’ staff from promotthg scheme and discouraged
people from enrolling. This means that actors @ldlwest level can also influence
reactions to a policy and undermine implementdferes.

Van der Geest et al. (1990: 1025) argued that gvitkving state intervention in
rural societies and the increase of global economerdependence, researchers
who confine their work to one level gain only a esiged perspective on a phenom-
enon. They emphasised social phenomenon studiekidghmlinked to all levels of
social organisations and called it ‘linkages pecsge’ (1990: 1026). The authors
referred to the ‘linkages’ as: “Some form of comneation transmitted by man or
by material means and moving from one level to la@dt(Van der Geest et al.
1990: 1026).

The MLP also considers that linkages take placesactime. Thus considering
the historical development of a phenomenon ensudeEeper understanding and
helps to provide a better explanation than focusimlg on the present. As shownin
the empirical chapters, events leading to the dutction of the NHIS and the
policy-making process affected how stakeholderstegkto it and had consequences
for acceptance.

These points indicate the potential benefits ohtiodti-level perspective (MLP)
for anthropological work. | used the MLP as a cqtaal and methodological tool
to guide this study. The MLP provides an appropticgmework to help conceptual-
ise the NHIS as a health financing policy that ines various actors at multiple
levels of the health system. As will become appanerthe empirical chapters,
policy makers, implementers and community membave lvaried interests in the
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NHIS that determine their behaviour and practiedsch often conflict with policy
goals and make it difficult to achieve the goaluoiversal coverage and ensure
equity in access to healthcare. The nature of tirgseactions and subsequent
effects are complex and can only be fully undemdtopexploring what happens at
all the levels. I will thus use the MLP to unear#ious types of linkages to capture
the varied interests, beliefs and practices as agetiontextual factors that affect
enrolment in the NHIS and retention of memberssWiil help provide in-depth
information that reflects stakeholders’ worldvieatut the NHIS and give credible
explanations to the persistent low enrolment atehten rates.

Methodologically, the MLP provides a useful todatkwill help achieve the goals
of the multi-stakeholder problem-solving programimsSPSP) to be instituted by
this study. | thus posit that engaging local stakedrs at multiple levels in the
MSPSP (rather than focusing on a single level akedtolder) has the potential of
producing the synergy needed to get to the roosesmwf barriers and develop
appropriate intervention activities that can adslthsir varied concerns. It will also
help develop implementation strategies to reactaedlets and improve enrolment
and retention of members in the NHIS.

Literature supporting the use of MLP

Van der Geest et al. (1990) applied the MLP to ararwhy Primary Healthcare
(PHC) did not work in many countries as intendeolutfh it was unanimously
approved at a WHO meeting in Alma Ata, Kazakhstar,978. They show how
national governments, health professionals and aamtgnmembers had conflicting
interests in the PHC. Governments were interestetie PHC because it could
provide cheap healthcare services and advance ploétical interest. Health
professionals disliked PHC because of a lack d@rfanal opportunities and local
communities often saw it as inferior healthcaree @bithors’ study thus provided a
comprehensive explanation why PHC’s goal of prawgdaealth for all by the year
2000 was not achieved. Twelve years after the Pé&dithe of providing health for
all by the 2000, many countries still have poorltiheiadicators.

Kinsman (2008) employed the multi-level approacemaluate HIV/AIDS inter-
vention programmes in Uganda and showed that poliepge can come from both
higher and lower levels and vice versa. His stuthyned how national- and local-
level actors involved in the provision of anti-etirus (ARV) medications resisted
scale-up because it was not in their interesth@ttational level, some actors feared
a loss of authority and financing in other area8I&fS control in which they were
important players. At the local level, there wascdimfort when some of the best
doctors moved into ARV provision and about the tiggaeffects this had on other
aspects of the health system. The doctors’ inteneste prioritised above saving
dying patients. Kinsman shows that the doctorgregsts were eventually given up,
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though reluctantly, and the government was forcedhitange their policy when
cheap generic drugs were imported into the country private organisation. This
indicates how a major policy change can emanata foover to higher levels.

Although Agyepong & Adjei (2008) did not explicitipention the MLP, they
demonstrate that interests of actors involved enNtiHIS policy making process
weakened the checks and balances needed to pitededform processes. They
illustrate how the government’s interest in thedeeprove the regime’s legitimacy
along with the technocrats’ and bureaucrats’ désiraaintain scientific integrity
and political neutrality did not result in the bpsticy choices. Their paper revealed
the need to effectively engage key stakeholderdeiining and addressing the
challenges of a new policy to ensure attaining gbals. With the concept of
conflicting interest in mind, one can see how &timterests often undermine the
policy making process so explanations of low enssitmust not only be sought at
the community level, but also at the national leWreladdition, events during the
policy making process must also be considered.

Regarding the planning and implementation of irgation programmes, studies
have illustrated the value of employing a multideapproach in promoting and
addressing challenges of health policies. They gshatvengaging key stakeholders
in intervention programmes has the potential ofceas. Nastasi & Hitchcock
(2009) in their study of a community-based multidesexual risk-prevention
programme in the United States found that involvst@keholders from various
levels built ownership and commitment to the ingevon. Their study showed that
adopting a multi-level approach and engaging kalgedtolders in an intervention
programme translated into adequate support antedrdee necessary conditions for
achieving positive outcomes.

Challenges when using the MLP
The concept of the MLP and results from studies tisad it as presented above,
indicate its value for anthropological research amdrvention studies. But the
approach has challenges. The most difficult isnte¢hodological requirement of
research being performed at multiple sites usingrsé data sources. This usually
involves significant travel, making the researcpeansive, time-consuming, and
complex compared to studies that focus on a siegkd or one stakeholder.
Another challenge is that although interventiorgpaomes can be well designed
and theoretically grounded, the natural settingh®focial context, implementers
and targets can be more varied than initially etguecThis increases the linkages to
be explored and may lead to an expansion of themarelk focus to cover a wider
context than initially planned further compoundlagistical problems. However,
the advantage to this approach is a more comprafeesgplanation of the phenom-
enon, since significantly more interacting factars captured.
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The MLP, like many other anthropological perspexti\has been criticised for its
complexity in data interpretation. The more datarses, the more difficult it is to
determine relationships and draw conclusions. Daietal. (1998: 114) point out
that the multi-level approach has great potential,needs to be used cautiously.
They argued that the model: “Opens up the possilafiinterpretive confusion and
overstatement of conclusions.” As seen later mlliok, the difficulty in this study
was the complexity of determining the most imparfantor or factors at each level
or levels that had the greatest effect on NHIS lemeat and membership non-
renewal rate. This problem may be seen as a tturéae validity and generalisabil-
ity of the results, especially in the context & #ffectiveness of randomised control
trials. But, this is actually the reality of the NFintervention that involves a social
phenomenon. When many factors interact, they be@mnasset instead of a threat
to validity. The multiple factors help explain \aions in the intervention’s out-
come.

In summary, regardless of these difficulties, thHePvhas the advantage of help-
ing reveal more hidden layers of information aratjpice results that more accurate
ly reflect the reality than a focus on a singleelear one stakeholder would have
done.

Resilience
Resilience, as a concept, has been used for igaéisins in a number of disciplines
such as ecology, climate, psychology and health€areexample, ecologists apply
the concept to ecological systems to explain envirental sustainability despite
exposure to adverse conditions. Violanti et al0o@@efine resilience in the field of
trauma as a function of personal characteristicstha existence of community
practices that help mitigate the consequencesvaraily and maximise the poten-
tial for recovery and growth. In clinical termssilieence is used to account for
successful adaptations to ill health (Brown & Muell®70). According to Niehof
(2008: 217) the concept of resilience overlaps witlnerability and is socially and
culturally embedded and shaped by emotions andpalisy characteristics. Niehof
suggests that the ‘sources’ of resilience can liereal (e.g. social support or
financial help) as well as internal (e.g. psychrersgth).

In this study, | define resilience as the capaaiyccess resources that strengthen
a person’s ability to regain health or adapt tasease. Thus resilience does not
mean ignoring feelings of stress nor does it necdggemove stress, but rather
resilience strengthens the patient to adapt pe$jtio the condition and overcome
the worst impact of disease. Despite the variatiothe definition and use of
resilience as a concept, it is generally definedsscall disciplines as coping with
adversity and the ability to ‘bounce-back’ (see Ba993, Niehof 2008, Van der
Geest 2008).
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Two main tenets of resilience are as follows: (1)raividual must first experi-
ence adversity that encompasses negative liferostances, which makes him or
her vulnerable, then resilience is developed to aganthe stress and resume
previous levels of functioning and (2) resiliensa function of internal strength that
enables an individual to take action to utiliseeenél support to produce sustained
strength to recover from or adapt positively t@adwerse condition. This conceptu-
alisation of resilience applies to my study becaiskness is a stressful condition
that needs both inner power and external suppedpleé must make a choice to
enrol in the NHIS to harness financial protectigaiast expensive healthcare costs
and in doing so, they are strengthened to prevail the hardship and recover from
the suffering that accompanies sickness and bdwaxdeto normalcy or adapt to it
and live positively with their condition.

Studies have shown the relevance of both intemdlexternal factors in the
development of resilience. Van der Geest (2008)oezd the experience of old
people in Ghana who were confronted with declimedealth and precarious
economic conditions. He reports that although thesaditions usually cause
misery, his respondents accepted their adverseitcmrg] without giving in to
bitterness, and adapted positively. One woman’ptagabehaviour was attributed
to her personal strength and family support. Ituas of HIV/AIDS patients in
northern Zambia, Wiegers (2008) observes thatriffees in responses to AIDS-
related adversity largely depend on resilience ithatresult of social protection,
economic support and access to ARV treatment. &heds that the individual’s
ability to mobilise resources plays a role in deti@ing whether resilience is
developed or not.

While | agree with the abovementioned authorsvhabus external factors aid
the development of resilience during ill healtlenhphasise the economic factor
because sickness diverts productive work and sayiaupairs livelihoods, thereby
increasing patients’ vulnerability. With the morsation of healthcare, patients face
a heavy financial burden (especially those suftefiom chronic diseases); hence
there is a need for economic support to recoven foo cope with their condition.
As Kitano & Lewis (2005) point out, poverty playseay role in the lack of resili-
ence during ill health. In Ghana, support from eged family members who
provide material and social support to sick ped@s dwindled or is no more
(Kumado & Gockel 2003, Arhinful 2003). The nucléamily’s support is also lost
due to the high cost of treatment. Poor patiemsrare vulnerable to the adversities
of sickness due to a lack of access to healthcagrpensive healthcare payments.
In Ghana, protracted sickness is usually interdragea curse resulting from wrong
doing on the part of the patient (cf. Dapaah 201Ris often leads to the withdrawal
of social and financial support even by nuclearifamembers, which causes
considerable stress and weakens the patient’sergsel to manage the devastating
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effect of the disease. From these perspectived\ith8 as a support that is outside
the family has become a critical factor in the depment of resilience when sick.

Considering one important focus of this study -€héag the poor in the NHIS — |
use resilience to explain why people enrol andwetheir membership in the NHIS,
or do not. | use resilience to examine three msswues: (1) whether the NHIS
strengthens patients not to succumb to adversifisgckness, but rather strive to
regain their health or adapt to chronic diseagseXplain what happens to unin-
sured patients, especially the poor, (3) to idgnttéctors that prevent people,
especially the poor who need health insurance nwstanage the adversities of ill-
health by enrolling in the NHIS. | conceive the MHb be an external support that
enhances people’s resilience and people must dctisa their internal power to
harness its potential benefits to manage ill health

The studies presented above, show the value béres in healthcare and health
insurance research, but also present methodologlalenges. As mentioned
earlier, resilience is a function of inner strengidl external support. The difficulty
is that one has to also rely on the patient’s refmoestimate their inner strength
while developing resilience. This often dependa person’s emotional state, which
can fluctuate. As Van der Geest (2008) observassistudy, one respondent gave
contradictory responses regarding her feelings e#ienadverse condition. Moreo-
ver, there are many external factors that can ptepeople from developing
resilience, so the difficulty is how to determimeit resilience or lack of it. For
example, how can the researcher estimate whethennalling in the NHIS is due
to lack of inner strength or structural factors fhr@vented people from enrolling or
remaining in an insurance scheme?

| suggest that resilience in healthcare and hea#itirance is best measured
through combining qualitative information with quiéative data. This gives better
insight into whether health insurance is a resdeernhancing factor or not and
what factors account for the non-enrolment of pe@gio need it most. Spending a
significant amount of time interacting with key anfmnants on several occasions
makes it possible to reconcile the ambiguitieshiirt narratives. Otherwise, the
results could be understated or overestimated.maans that resilience cannot be
accurately measured using only quantitative metlbo@yen one-time interviews,
since these techniques are often snapshots ofebafal after and likely to miss
relevant information to give a credible accounte3ddifficulties highlight the need
to use resilience with caution in healthcare asdrance research and conclusions
should be drawn with restraint.

Trust
In this study, trust will be used to: (1) explone teasons for enrolling, not enrolling
and remaining in the NHIS, (2) explore the basig?8G members’ and stakehold-
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ers’ participation in the MSPSP. Trust is describedn optimistic expectation of
honest behaviour by agents involved in a transadiessed on the belief that the
outcome will be beneficial to them. By and largest is used to explain the reasons
behind actors’ behaviour towards one other andsiitutions involved in a transac-
tion. Gambetta (2000) contends that trust in hurakations is based on the expecta-
tion that they are likely to behave in ways tha&t laeneficial or at least not harmful
to them.

In the social sciences, trust is classified in ivays: personalised trust and gen-
eralised trust (see Simmel 1990, Kaaridginen 200306 2006). Personalised trust
develops on the basis of experience and interawtitmthe other person who has
proven worthy of trust. Generalised trust refersrist in people and institutions
whether we know them or have interacted with themad. The main principle is
that we expect others and/or the institutions toi@our interest. For example,
institutions such as the church, police, healthtesysand their employees are
expected to protect our interest. Trust serves ladracant of social relations at
various levels that ensures that society functisnsoothly (Simmel 1990,
Kaaridinen 2007). Simmel (1990) makes the strongast about the value of trust
contending that without general trust, society didlintegrate.

In Ghana, people trust traditional leaders anctheftaincy institution because
they are considered to be the repository of trawlti norms and values and are
expected to act in ways that protect the commumeégnbers’ interests. Community
members see their chiefs and elders as trustwartiyely on them to settle civil
and some criminal cases such as land disputesageproblems and theft because
they believe they will receive fair judgement. Tradso serves as the basis of
support systems and networks suclpasase’ andnnoboa® Trust thus ensures
the survival of individuals and communities as eoleh However, there is also
general distrust in some formal institutions beeanfspast experiences with local
mutual support schemes and inefficient enforceraérggulatory mechanisms to
address corruption and ensure accountability ansbaig officials (cf. Arhinful
2003).

Trust in health insurance is generally defined ealth providers’ competence
and quality of service (Gilson 2003, Mechanic 1998hneider 2005). These are
considered important in building trust in healteurance schemes because health
providers have been contracted to provide heakhead make vital decisions

" pataaseis an association of mostly fishermen who comestiogy to support each other in times of

economic stress. They provide financial assistdoa@embers. Their main focus is funeral costs of
members or their close relatives.

Nnoboa(support weeding) is a mutual help group. The neefers to local support networks formed by
farmers to support each other on their farms. és¢rgroups, trust and commitment to achieve indalid
and group objectives is the key principle.

18
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concerning the patient. How they provide the sewiand interact with insured
patients affects enrolment in the scheme. In tiveot of healthcare, Gilson (2003:
1456) describes trust as “A strategic behavioura@ risk and expectations about
how another person will behave.” She explains tiust ranges between complete
trust and complete distrust and contends that @ffebealthcare requires not only
care, but also a trusting relationship between ideyg and patients. Hall et al.
(2001) also defines trust as an optimistic accaeyganf a vulnerable situation in
which a person believes that their interest willdoasidered by another person.
They argue that illness makes patients vulneraidesa they need to trust a physi-
cian whose duty is to promote their interest byhmg appropriate treatment. For
health insurance, trust gives the insured assutthatée or she will be treated well
when sick and influences him or her to enrol. Stadiave revealed that trust and
mistrust are based on multiple factors. Mechan®®8) describes trust in health
insurance in three dimensions:

1. Patients’ trust in health providers, which is basedheir previous experience
with providers’ technical and interpersonal compege that is, their ability to
diagnose and treat illness and act in patienterast.

2. Patients’ trust in insurers is based on their rafanh of providing consistent
and improved access to healthcare.

3. Trust is generated by the control mechanism foallegforcement of com-
mitment like contracts.

Mechanic concludes that insurers can build a rejoumtaf trustworthiness by
demonstrating control over the healthcare processtheir responsiveness to
consumers needs, and ensuring quality healthceln@e®ler (2005), in his study of
health insurance schemes in Rwanda, confirms Meéckarsbservation and adds
that state authorities who join the same schemecangbaign for membership as
well as supervise providers’ performances creatst-touilding structures. Thus
health providers and insurers are expected toeeettistworthy relationship with
the clients to stimulate enrolment; making trustimportant element in health
insurance decision-making.

The above-mentioned conceptualisations and prettomsi of trust are relevant
for this study because individuals are potentialljnerable to sickness, so they
make a strategic decision to enrol in health insceawith the belief that the insurer
will contract a physician to provide good qualiggfthcare services. In addition, the
NHIS benefits stated in the policy are to reguilagebehaviour of the insured, health
providers and insurers. However, the NHIS’ inapilib pay health providers
promptly and provide insured patients with whaingmised often creates distrust
and discourages people from enrolling. | preséemeexamples of health insurance
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studies that show the relevance of trust and nsstruhealth insurance decision-
making.

Arhinful (2003) reports that enrolment in insurasckemes in Ghana is based on
trust and mistrust leads to non-enrolment. Som@fespondents indicated that
they would not join a health insurance scheme lsxdoey had no trust in the
scheme. He showed that the health facilities’ iltghio meet insured patients’
expectations of good quality healthcare servicesaliraged other people from
enrolling. Basaza et al. (2007) in their evaluabbtwo health insurance schemes in
Uganda identified a lack of information, limitedromunity involvement, and lack
of trust in the management of the schemes as batitrg to their underachieve-
ment. In a study of health insurance schemes imdagSchneider (2005) reveals
that the companies often lack the capacity to baingut better quality of care and
this negatively affects enrolment. He observesgtatiders’ interpersonal skills are
one of the key factors in building trust in servpreviders.

Given the objective of this study — to exploreritldnow problem-solving groups
(PSGs) can improve NHIS enrolment and retentioasrat my interest was to
understand the pre-conditions of trust and distanst their effect on enrolment.
Therefore, | use trust and mistrust to assess taio mBsues: (1) to examine the
reasons for low enrolment in the NHIS and retentiate, (2) to determine the
approaches PSGs could adopt to improve trust amdlste NHIS enrolment and
retention of members. | used trust to analyse heople strategically take the risk
of purchasing health insurance premiums based erexipectation that DHISs
would issue NHIS cards promptly and health faefitwould provide access to
quality healthcare services. When the patient'setqiions are not met, there can
be complete distrust and they do not renew thembweship. Alternatively, the
patient’'s level of trust declines, but they st#inrain in the insurance scheme
because it is better than accessing healthcane asiasured patient.

Regarding the MSPSP, | assume that trust elicipexative behaviour and en-
sures the effective participation by members aakedtolders in the intervention.
From this perspective, | use trust to examine fadiwat elicit cooperation among
PSG members and stakeholders and sustain their itbor@nt to the intervention
while working together to achieve positive outcomes

Studies have shown that trust elicits cooperatiooray group members and leads
to a commitment to achieve common goals (D’Amowl 2005, Henneman et al.
1995, Gambetta 2000, Currall & Inkpen 2006). Gaab@000), in his analysis of
the basis of cooperative behaviour, contends that tacilitates collective action,
and elicits cooperation. He suggests that trustiis through individual and group
member’s attitudes (that contain information altbeir trustworthiness or mistrust)
towards each other. Currall & Inkpen (2006), initkeudy about how trust evolves,
reported that building trust follows an incremepiaiern. According to the authors,
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trust originates from one-on-one relationships agnardividuals, groups and
organisations and evolves over time. During theettigpment phase, one may first
trust in small ways, observe whether the trusplsald or violated, and then proceed
with caution to develop trust in the group. Thigngiies that trust is built through
constant interaction among those involved and ramiatl through conscious
activities, such as effective communication angeesfor each other’s views. Thus,
although groups are formed by mutual consent,-tsased relationships need to be
created and sustained to encourage individual membeemain committed to the
group to ensure their effective participation imtiates. Since my study involves
engaging representatives from communities, healtilities and DHISs to form
problem-solving groups (PSGs), | will examine ho&@facilitators build trust
among group members and stakeholders to elicisasthin their cooperation and
commitment to the intervention. In this respedistuss trust as a factor that creates
the synergy needed to enhance PSG activities amdvaenent of intervention
goals. | argue that with trust, PSG members tabnbpabout their challenges and
expectations without fear of intimidation. This eals conditions that usually affect
participation in group activities and interventiomtcome and provides guidelines
for developing effective intervention programmegtomote public policy.

Despite the relevance of trust in helping undedseamolment in health insurance
schemes and retention of members, assessing tmditions might be difficult
because other factors influence health insurancesida-making. For example,
accepting the need to invest in health insuraniteeince enrolment and does not
depend on trust or mistrust. However, respondeightmot disclose other reasons
for not enrolling or renewing their membershighéy feel it might be embarrassing.
As made apparent in the empirical chapters, resgpasaan give socially desirable
responses that contradict their real motives faremolling and renewing their
membership in the NHIS. Their real motives only eged after further discussions.
This means a methodological approach that provitesesearcher the opportunity
to delve into the key informants’ real motives @agture the non-verbal cues that
add meaning to their expressions is required. Adls isolate trust-building factors
and other factors that create mistrust and proaidere credible explanation for
low NHIS coverage.

Regarding participation in PSG activities, groupmbers could have other inter-
ests apart from trust as the basis for their ppgtmon in collaborative groups and
not necessarily the commitment to the programmeabives. This can only be
revealed using ethnographic methods that creategpertunity to probe further
why people participate or do not participate inugractivities other than only
relying on their expressions. This helps the redearto carefully examine the
participant’s narratives about the basis and canditof trust before drawing
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conclusions. Again, the participants’ level of trgannot be measured through
surveys or one-time interviews that risk captuandy socially desirable answers.

Outline of the study

The study is organised in nine chapters. Chapteriotmoduces the study and

provides an overview of health insurance in Ghawkhealth service delivery under

the NHIS. | state the study objective, researchstioies, and significance of the

study. | also discuss the theoretical orientaticthe study and explain the concepts
that will appear in the book. The chapter ends wastloutline of the book. The study
design, relevant information about the study sidlasa collection tools and analyti-

cal techniques are presented in chapter two. lladedhe chapter with a reflection

on the researcher’s role as participant observéranntervention group.

Chapter three discusses barriers and enablersdioremt in the NHIS and reten-
tion of members. It presents NHIS implementatiomlieimges experienced by
community members, health workers and DHIS stadftaow they affect enrolment
and retention rates. Attention is also given togbkics surrounding the introduc-
tion of the NHIS and the effect on enrolment.

Chapters four, five and six focus on the MSPSPthadutcomes. Chapter four
describes procedures followed in setting up therwgntion group, PSGs and
processes used to select members and facilit&@bepter five discusses the tools
and approaches that the PSGs developed to iddrdtifyers to enrolment in the
NHIS and retention of members, and the implemeontadf intervention activities.
Chapter six presents and explains the outcomeeahtkrvention.

Chapter seven discusses factors that enhanced R8@8bning while chapter
eight examines factors that limited their effottsgroving enrolment and retention
rates.

Chapter nine concludes the book with a brief ovewof the MSPSP and the
theoretical reflection on the findings taking up ttoncepts of MLP, resilience and
trust. | end the chapter with conclusions and renendations regarding what could
be done to improve NHIS coverage and retentionehiyers and implications for
further research.






Study design, fieldwork and
methodological issues

Introduction

In recent years, multi-level stakeholder intervems$i have become common in the
social sciences using various study designs depegradh the level at which change
is measured. The aim of this study — to exploesad how problem-solving groups
(PSGs) can stimulate enrolment and retention of beemin Ghana’s National
Health Insurance Scheme (NHIS) — requires a metbgaal approach that can
capture the perspectives of all stakeholders iresland the factors that influence
peoples’ decisions to enrol (or not to enrol) aathain in the scheme. In this
chapter, | discuss the research design, studyasitgsnethodological issues. | start
with a description of the design and study sitks,data sources and techniques.
Next, through reflection, | discuss methodologisalies encountered in the field. |
end with presentation of the ethical issues relatatie conduct of health-related
research in Ghana.

Study design

This study is the anthropological component of altigigciplinary cluster-
randomised trial (CRT) to explore problems of lawament in the NHIS and the
high rates of membership non-renewal. The resgamhct, ‘Reaching the poor in
Ghana’s National Health Insurance Scheme’ incl@@edistricts in the Central and
Eastern Region of Ghana. The research team inclwaeldealth economists whose
main focus was on barriers to enrolment in the NHiisation of healthcare
services and identification of the poor for premiexemption. Although this



32

ethnographic study was carried out in two intermentommunities in the Central
Region (Assin Achiano and Anomabo), it also drawsdata from five other

intervention communities in the Central Region gmd- and post-intervention
household surveys conducted in 30communities iCe@ral and Eastern Region.

A cluster-randomised trial (CRT) design is a forlmamdomised controlled trial
in which communities rather than individuals or selolds are randomised into
either intervention or control groups. The CRT gatg stands out as an approach
to gather evidence and provide the clearest p@ss#isults on the effectiveness of
interventions (see Donner & Klar 2000). Randommsaéinsures that there will be an
even distribution of the demographic, economicgvéural and other characteris-
tics of study participants for all interventionsdanontrol groups; hence, this
approach permits comparability of results acrossirnanities (Hennerkens &
Buring 1987). However, a major challenge for inetvon programmes carried out
across multiple sites is the potential for variatio the context, participants and
implementers. Questions of causality are usuallt bedressed via randomised
controlled trial (RCT) designs (Shadish et al. 200®wever, nuances that are
missed in RCT may be examined through qualitagy@@aches (Brantlinger et al.
2005). The combination of quantitative and qualieatnethods accounts for process
and context factors as noted by Tones & Green (RUf&Hitional notions of
experimental designs for implementing and evalgatirtervention using only
quantitative methods do not consider contextuahtians within natural settings
that may be more varied than initially expectedndeethey miss the possible
interaction of process and context factors thagri@ine outcome. To account for
these factors, | used both qualitative and qudiv&aata to assess the intervention
outcomes to make the generalisability of resultieuspecific conditions acceptable
(see Roland & Torgensen 1998). Mixed methods pme@mnprehensive explana-
tions and bring out critical elements such astkerest, behaviours and practices of
stakeholders that interact to influence outcom#higrespect, Nutbeam (1999:100)
suggests: “The most compelling evidence of effectess comes from studies that
combine different research methods — quantitatiite wualitative.” Hence my
combined methodologies permitted me to triangutaeitecess and context infor-
mation about the intervention with survey datavaleate the effectiveness of the
PSGs’ intervention activities across communitiesng the best of ‘both worlds’, |
am able to provide a holistic picture of the intariion and better explanation of the
outcomes.

The study was divided into three phases. Figursl2oWs the three phases of the
study: pre-intervention, intervention and postdinémtion. Phase one was the pre-
intervention household survey conducted in 30 conitias in the Central and
Eastern Region of Ghana. The purpose of the peevieition survey was to provide
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Figure 2.1  Study framework

Phase 1: Pre-intervention

Purposely selected 30 districts in Central anddfagRegions to participate in the study
and pre-intervention household survey

Phase 2: Intervention ﬂ
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information about the NHIS status of householdsiadtviduals in all communi-
ties" against which the effect of the intervention cooédmeasured.

The second phase involved creating problem-solyingps (PSGs) consisting of
representatives of communities, health providedsiidlSs staff in seven of the 13
randomly selected communities in the Central Regiahin eight of the 17 random-
ly selected communities from the Eastern Regionwiesie designated as interven-
tion communities. The intervention communities weratched with non-
intervention communities with similar charactedsti(seven non-intervention
communities in the Central Region and eight inEhastern Region). The interven-
tion was launched in June 2009. During the intetigeri was a participant observer
in two PSGs in the Central Region (Assin Achianthie Assin North District and
Anomabo in the Mfantsiman East District). | focusedPSG meetings and inter-
vention activities designed to improve NHIS enratnand retention. | also con-
ducted key informant interviews and had conversatiwith stakeholders in both
communities. However, | also had conversations WG members in the other
five intervention communities in the Central Regivhile visiting them during the
course of the intervention.

In the third phase, the post-intervention, the fpatgrvention household survey
data was collected once again in all 30 commurtiti@shad participated in the pre-
intervention household survey. | held focused grdiggussions (FGDs) with all
PSG members in the Central Region. The resultiseopte- and post-intervention
household surveys were used to assess the eff@$Gfactivities on enrolment
with the NHIS and retention of members, while tbalgative information was used
to explain the outcome of the intervention.

Study setting

Figure 2.2 shows the two regions — Central anddfast where the study was
conducted. Ghana is divided into 10 administrategions, which are further
divided into 170 districts with well-defined geoghacal boundaries. The two
regions were purposely selected because it wasted$e have similar regions with
comparable demographic, socio-economic and cultinaacteristics to include 30
districts with DHISs offices in the CRT. Both reggare comparable in terms of
rural/urban composition, poverty incidence, magris-economic activities, social
organisation (in terms of living arrangements)omifal support network and access
to healthcare. These characteristics were conslderee possible influences on a
person’s decision to enrol in the NHIS and renesirttnembership. The dominant

! A community is defined as a unit of social netvaithin a geographical area. In this study itéfided

as an enumeration area (EA) demarcated by Ghatiati8td Service (GSS). An EA covers a whole
community, part of a community or a number of sreattlements.
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ethnic group in both regions is Akan and minoritpups are the Krobo in the
Eastern Region and the Effutu in the Central Reghmaess to healthcare services
is 60.1 per cent and 67.2 per cent in Eastern asmir@ Region respectively,
compared to the national average of 57.8 per ¢&ndifa Statistical Service et al.
2004).

Figure 2.2  Map of Ghana showing the two study regions withrtenber of
districts with DHIS offices

GHANA BURKINA FASO

COTE
D'IVOIRE

Eastern Region:
17 districts with
DHIS offices

Central Region:
13 Districts with
DHIS offices

The Central Region is situated in coastal and fam@ses in Southern Ghana with
17 administrative districts and a population of4B&03. At the time of the pre-
intervention household survey, the Eastern Regazhan estimated population of
2,322,030 and 21 administrative districts and wisest area. The majority of the
work force in both regions is engaged in the adfucal sector — mainly farming
and fishing. The sector employs 33.1 per cent ahemand 35.7 per cent of men
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aged 15-49 years in the Central Region and 22.6gdrof women and 45 per cent
of men in the Eastern Region (Ghana StatisticaliSeet al. 2009). Fishing is the
predominant occupation along the coast in the @eRtegion, but less so in the
Eastern Region (only persons living in communit&sng the Volta Lake are

engaged in fishing). The two regions have simitargsty incidence of 45 per cent
and 40 per cent respectively (Ghana Statisticali&er2007), but the Central

Region has a lower (23.2%) currently insured pdputeaged 15-49 years than the
Eastern Region (49.6%) (Ghana Statistical Servied. 2009).

Selection of study sites for intervention actigitie

The district assembly concept and the on-going riteaiésation process make the
districts the focus of government policies. Therdisofficials are thus responsible
for implementing public policies with the regiorsng a supervisory role. Hence,
the district level was the focus of the study mésition. Each district has a health
directorate that coordinates and supervises allises of both public and private

health facilities that provide basic and refereavices. Many, but not all, districts
have at least one hospital. Similarly, the DIHSgces are located in each district
capital with NHIS collectors based throughout tbenxmunities.

All 30 districts with DHIS offices in the two regis — 13 in the Central Region
and 17 in the Eastern Region — were included irsthey. Newly created districts
without DHIS offices were excluded from the stifdyne census enumeration area
(EA) was randomly selected from a district usinghpater-generated numbers in
Excel and a lottery approach. For the purposeisfdiudy, EAs are referred to as
communities. Of the 30 communities, 39.5 per carewrban, 38.8 per cent semi-
urban and 21.8 rural.

Since it was not possible to blind control commiasiiocated within the same
district to intervention activities, the districagthe unit of randomisation to prevent
experimental contamination. Therefore, one commuwets randomly selected from
each of the 30 districts to ensure that controlmoimties were blinded to interven-
tion activities and the risk of a spill-over effeeas eliminated. Following the pre-
intervention household survey, we stratified the@hmunities in the two regions
into rural, semi-urban and urban and randomly sete@5 communities in each
region for the intervention. We took into considemathe current enrolment levels
and poverty incidence as captured by our basebnedhold survey to minimise an
imbalance of socio-economic and demographic chewatts in the two groups.

Intervention activities were carried out in 15 mention communities, the health
facilities they patronised and DHIS offices (eighthe East Region and seven in

2 There were newly created districts in both regitvat did not have DHIS offices, hence were irilelkg

for the study.
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the Central Region). No activity was carried outontrol communities. These
measures made it possible for drawing causal inb&®between intervention and
control communities about the effect of PSG intatiom activities on the dependent
variable (enrolment and non-renewal rate).

In the Central Region, two intervention communitiegAnomabo and Assin
Achiano — were selected for the anthropological ponent of the study that is
reported here (Figure 2.3/4).

Figure 2.3/4 Map of Anomabo (A on left) and Assin Achiano (A oght)
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Selection of Anomabo and Assin Achiano as casg studmunities

Both Anomabo and Assin Achiano are in the CenteiBn. They were used as
case study communities for the anthropological comept of the study because
they represent the ecology and the main econortivataes of the region — coastal
and forest as well as fishing and farming. Anomesa fishing community while
farming is the main economic activity in Assin Agho. They also have similar
socio-cultural practices and proximity to healtleiliies. Indicators in the two
communities that affect enrolment and retentiath&@NHIS include the seasonality
of income and proximity to health facilities.

Anomabo, an urban fishing community in the Mfantsmiast District of the
Central Region, is located along the Atlantic Oceanthe Accra-Cape Coast
Highway. It is approximately 10 kilometres from @apoast, the regional capital.
The main source of income for the men is fishingjlevthe women engage in
trading, which is normally selling fish. Assin Aamo on the other hand, is a rural
farming community located in the forest zone in Assin North district of the
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Central Region. It is off the Cape Coast-Nyamorafgmasi Highway. Both men
and women are engaged in farming. They grow condad palm as commercial
crops and food (cassava, plantain and cocoyam)yrfairtheir own consumption.

Though income is seasonal in both communities, sth#ation is worse in
Anomabo where the majority of the population aremaployed half of the year.
Fishing is done mainly from June to November aftbrch only few fishermen
engage in deep-sea fishing and earn income. Tinisih is slightly better in Assin
Achiano, where, after the cocoa season (SeptensbBretember), people still
receive some minimal income from palmnut, cassabpdantain.

Our pre-intervention household survey result shotlvationly 4.8 per cent of the
population were currently insuréith Anomabo, 11.3 per cent had been previously
insured and 83.8 per cent had never insdréal Assin Achiano 20.5 per cent were
currently insured, 12.7 per cent previously insuaed 66.9 per cent had never
insured.

The educational level of the population is reldgnew in both communities but
worse in Anomabo where almost half the populatéth2%) have had no formal
education and 44.2 per cent completed primary dci@dy nine per cent have
completed secondary school and less than one pefc6%) tertiary education. In
Assin Achiano, 18.5 per cent had no formal eduoattl.5 per cent completed
primary education, 42.3 per cent completed seconelducation and 3.7 per cent
completed tertiary education (Table A.1, Appendix 2

In terms of access to health facilities, both ditdrhave a district hospital with
numerous lower levels of health facilities (heattntres, clinics, private health
facilities and CHPS compound (see figure 1.4 iptéraone). Access to healthcare
is 74.3 per cent and 67.0 per cent in the Mfantsimwad Assin North districts
respectively (Ghana Statistical Service 2004). Hawewith the expansion of the
community-based health planning and services (CkiR8rent times, the situation
has improved with many more communities having sst@a health facility within
five kilometres. Regarding proximity, there is aahle centre in Anomabo and a
district hospital at Saltpond, the district capitabout eight kilometres away.
Achiano on the other hand, is located between teaith centres — Kushea about
five kilometres away and Praso seven kilometres/altawever, Praso Presbyteri-
an Health Centre is patronised by the majorityheffieople in Achiano because of
its strategic location close to the district hoapit

People who are currently insured with a valid SHtlards are eligible to access healthcare services
without paying.

People who were previously insured but did noeve their membership, could not access healthcare
with their NHIS cards.

People who were never insured are those who éeer megistered with the NHIS.
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Social organisation and social security in Anomainol Assin Achiano

Anomabo and Assin Achiano are closely knit commasitvith extended families
living close to each other as is usual in Ghaneiaal and traditional urban settle-
ments. The typical living arrangement is extendedilies living in one structure
referred to as a compound hous8ompound houses usually consist of various
household5sand/or nuclear families as sub-units. The pedpéeih the compound
house and interact with each other, but functiggassely. Although this kind of
communal living is expected to translate into affgrsupport in times of adversity
such as ill-health, these traditions have dimingsivéh modernity making extend-
ed-family support a secondary responsibility. Theganty of respondents in this
study live in compound houses with other extendedilly members, but do not
necessarily receive support from them.

Quantitative data collection

Quantitative data was obtained from two rounds ofisehold surveys (pre-
intervention and post-intervention), conductedmEastern and Central Regions of
Ghana between 8 March and 6 April 2009 and 7 M&@hl to 4 April 2011
respectively.

Selection of respondents for the household suraeggata collection

The sample was drawn using a three-stage proceBust, the research team
purposely selected all the 30 districts with DettHealth Insurance Scheme (DHIS)
offices from the two regions (17 from the Easteggien and 13 from the Central
Region). Second, we randomly selected one enurnarated (community) from
each district. Third, the research team mappechantbered all residential struc-
tures within the selected communities out of wHitb households were randomly
selected. The pre-intervention survey involved B,80useholds, which covered
13,857 individuals. This total consisted of 1,646i$eholds (7,234 individuals) in
the intervention communities and 1,635 househo&d62@ individuals) in the
control communities in the two regions. In 2011,3a801 household heads who
participated in the pre-intervention household sywere followed-up to assess the
effect of the MSPSP on enrolment and retentionsrdie the post-intervention
household survey, 149 households were lost reduzingost-intervention sample
to 3,152 households with 12,810 individuals. Thauded 1,562 households (6,790

A compound house is a structure made up of omeave households who see themselves as separate
units with distinct living arrangements.

A household consist of a person or persons wiottigether in the same house or room in a compound
and share the same housekeeping arrangementseatigeseselves as one unit.

EAs are clusters of residential structures di@gsby the Ghana Statistical Services (Ghana Siizei
Services 2002).
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individuals) from intervention communities and 105,020 individuals) from
control communities in the two regions. The chariggke number of households
and individuals were mainly due to household rdioca to other communities or
the death of individual household members.

The data collected in the pre-intervention survegluded socio-demographic
information about the respondents’ age, sex, odtpaeducation, religion and
marital status, income and expenditure, NHIS statesons for enrolling or not
enrolling with the NHIS or not renewing membershigd the effect of NHIS on
utilisation of healthcare services. There were glsestions on opinions related to
health providers’ attitudes and behaviour, DHISvieess, quality of healthcare
services and community beliefs and practices.

To address the issue of validity, households wardomly selected to participate
in the pre-intervention survey and data sourcegwéectively triangulated. The
pre-intervention household survey questionnaire wasslated using a back
translation method. Experienced research assistarstrained in techniques of
questionnaire administration to reduce interviebias. The questionnaires were
pretested and challenges identified and addred3esl. and post-intervention
household surveys were identical. Finally, reseassistants worked independently
from the PSG members who implemented the intereert also reduce bias.

Quantitative data analysis

Quantitative data from the pre-and post-interventiousehold surveys was used to
measure the effect of the intervention on enrolnetihe NHIS and retention of
members. The analysis included descriptive stesisincluding: frequencies,
crosstabs and chi-square to show relationship amarigbles. NHIS status was
placed into three categories: currently insureelipusly insured and never insured.
Probit logistic regression was used to analysetfeet of PSG intervention ac-
tivities on the two outcomes measures: enrolmethieamNHIS and membership non-
renewal rate. The model is often used to predkettinent effects in case control and
intervention studies to determine the success ituréaof the programme. The
category coded 1 is the ‘response’ category, exptusexperimental condition and
the referent group, not exposed to the experimelt (Field 2009). The model
predicts changes in the dependent variable, thaniolment in the NHIS and
membership non-renewal rate in intervention comtmesiias a result of their
exposure to PSG activities compared to the cogoalp. It shows how likely or
unlikely residents in intervention communities @aoeenrol or not renew their
membership compared to those in the control grBapexample, if the estimated
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() (the treatment effect for enrolmeritls 0.5 then respondents in intervention
communities are 50 per cent more likely to be dadotompared to those in the
control group (see Hosmer & Lemeshow 2000: 47-56¢ associated confidence
interval (Cl) standard errors are used to assessuhability of the model and p-
values, the strength of the association. To asédhe change in enrolment is
explained by exposure to PSG activities, key sdeimographic variables includ-
ing: place of residence, wealth, sex, age and ¢iducanarital status, religion,
household size and chronic disease known to affleciiment in SHISs and the
NHIS (see Asante & Aikins 2008, Adusei-Asante 20®&pong et al. 2010, Jehu-
Appiah et al. 2011) were used as covariates imbeel.

To assess whether the intervention improved enmairaed membership non-
renewal rate among the poor, cross tabulation vgasl io examine changes in
enrolment among wealth quintiles between basehdartervention period (2009
and 2011). Finally, the impact of the interventammthe enrolment and retention
rates in specific communities was assessed usiag®®s chi-square test conduct-
ed as two-sided and declared significant for p-@aki0.05. All analyses were done
in STATA 10 and SPSS version 16.

Qualitative data collection

Qualitative information to assess the effect of R&@®vities on community mem-
bers, health providers and DHIS staff was gath#rexlighout the three phases of
the study. Key informants were selected from comtyumembers, health providers
and DHIS staff. My data collection focused on PSGvdies, the behaviours and
opinions of community members, health providers@H(S staff. Techniques used
to gather information included participant obseistinformal conversation, key
informant interviews and focus group discussionGIPB). | triangulated these
methods and data sources by asking various patitspthe same questions in
disparate contexts. These data sources and vagghgiques helped generate in-
depth information about the issues being expldfedexample, barriers identified
at PSG meetings were discussed with key informantsdividual conversations
with community members, health providers and DHI&fs| also presented
information gathered from key informants and indihal conversations, community
leaders and stakeholders’ meetings for discusgiB$& meetings. This approach
of triangulation described by Jenkins (1992: 55gadpromiscuity of methods’

° is the coefficient of the independent variablenfduy for intervention) on the dependent variable. It

shows the amount of change on the dependent vaaalolis used to predict the effect of the intetivan
on enrolment and non-renewal rates. Positive vadhiesy positive relationship and negative indicates
inverse relationship.
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provided multiple perspectives about the issuetoeg@ and in-depth information
while creating a means of verifying the authenyiot the data.

Selection of key informants

Twenty key informants were purposely selected fearch of the two study sites for
a total of 40. The key informants were as follodvs:from the community, 5 from

local health facilities, 2 from the District Healfhrectorate and 2 from the DHISs.
Additional key informants were selected from thaoraal level of healthcare: two

from the NHIA and one from the MoH and one from Ghadquarters.

Key informants were not selected before going ofteld. They were chosen
after a few weeks of fieldwork. | began identifyikgy informants after | had met
PSG members or was approached by people who wemsbdre their experiences
with either DHIS staff or health providers whehacame known that | was investi-
gating insurance. Some key informants were seldayederendipity since they
happened to be in the same location where | wagyday research. The selection
of community key informants was based on two isstiesr potential to provide
meaningful information and their representativersésse of the three categories of
the population of interest (currently insured, poegly insured and never insured).
Gender, education and health status were alsod=resi.

Key informants who were health providers or workethe DHIS offices, on the
other hand, were purposely selected at the onsle¢ dieldwork. The main criterion
used to select them was their work schedule and ¢batact with community
members or insight into NHIS operations in thestitutions.

Key informant interviews
In intervention studies, changes in individual bebars and institutional practices
can be measured using surveys, but they do ndy rgalbeyond the observed
change to provide reasons for the outcomes. Qrititmation about participants’
perspectives, processes and contexts that explkicaiuse-and-effect relationship
characteristic of intervention studies is oftensas As Lapan (2004) observes,
face-to-face interviews provide perspectives armjlts into special knowledge that
only participants possess. | heard the participgaispectives and opinions and
observe what they often expressed through theiuges As a result, | was able to
capture their perspectives, experiences and howgdbl environment affected
their decisions about health insurance. Nonethgtgssviews were time consuming
since discordant views often led to long argumehsther difficulty was that the
interviews attracted on-lookers who express opsibiat had to be discussed.

| conducted 44 key-informant interviews with comntymembers and health
providers in Anomabo and Assin Achiano and stafdBeilSs, the NHIA, MoH and
GHS headquarters (see Table A.2, Appendix 2, feir frofiles). The interviews
lasted between 20 and 30 minutes. They were aithaio recorded or hand written
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depending on the interviewee’s preference or theunistances. | engaged all
informants (except the four from the NHIA, MoH a@#S) in conversation during
the intervention. In addition, | had informal cons&ions and discussions with
community members, DHIS officials and health prevewho | did not consider to
be key informants. Information gathered from comityumembers included
reasons why they did not enrol or renew their mastbps, the benefits they
derived from the NHIS, insured patients’ experienaecessing healthcare, and
quality of service delivery among others. | so&diinformation on the challenges
experienced in implementing the NHIS policy from 34’ staff and health provid-
ers.

When the intervention was complete, | engagedegllikformants in follow-up
interviews to explore the results. Discussions Uggtarted with a presentation of
the pre- and post-intervention household surveyli®$érom the entire study (30
districts) and specific community survey resultse Burvey results were used to
explore factors that may have accounted for themiesl outcome. The key inform-
ants who were interviewed before the interventi@ranalso engaged in regular
informal conversations during the course of therwvention and had follow-up
interviews after the intervention (except for taa@ommunity leader who died and a
District Director of Health Services (DHSSs) whosmaansferred during the
intervention). | did however interview the two keyormants who replaced the
missing two mentioned above, because they wereawglte of the intervention and
had participated in some PSG activities. The topxdored in these key informant
interviews included knowledge of intervention aities and the effects on commu-
nity members, health providers and DHIS staff.

Participant observation

Participant observation was a main technique foa dallection. This trademark

distinguishes anthropologists’ work from other sbscientists. As Spradley (1980)
argues participant observation creates a socimtgn that makes it possible for the
researcher to engage in activities appropriatéhéosituation by observing the

subject of study and their activities. He point$ the approach allows pertinent
features of the daily life of the study settingbi® recorded even if they are not
discussed by interviewees. Thus, my participatahe intervention PSGs allowed
me to observe aspects of the participants’ aatiwiind gather relevant information
that might not have been revealed through intersiew

1% For example, when the interview was conductedratisy place, audio recording was not feasiblés Th
normally occurred at the beach where fishermen Wwasy mending their nets or in compound houses
where others played loud music.
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During the intervention, | was a participant obseia the PSGs in Anomabo and
Assin Achiano. My daily research tasks were obg@mand participation in PSG
meetings and intervention activities. | also hddrimal conversations with mem-
bers of the two intervention communities, healtovpers in the local health
facilities and district health directorates theyrpaised and staff from their respec-
tive DHISs. Since the majority of my fieldwork wa&s Anomabo and Assin
Achiano, | divided my time between the two commigsiand planned my schedule
around those PSG activities and frequently wehetlth facilities that the people
patronised and the respective DHIS offices for oleg@n. | also chatted with staff
and the clients. In addition, | visited the otheefPSGs in Central Region at least
three times and took part in their meetings anerig@ntion activities. During my
stay in each community, | had informal interactiavith community members,
health providers and DHIS staff.

| also visited key informants at home and sharedlsnith them in Anomabo
and Assin Achiano. | adopted this strategy bec#&usas not possible to observe
sensitive issues such as corruption or get infdondtom people directly involved.
These strategies gave me the opportunity to eamesdr conversations about the
research issues. This approach also ensured theitdimal perspectives were not
missed which was particularly helpful because pgrints talked more in informal
individual conversation than in group discussianggrviews or in answers on
qguestionnaires. Sometimes, | heard rumours thaedeme re-direct my line of
enquiry. | also observed how problem-solving taoisl participatory approaches
were used to identify barriers to enrolment, depedad implement intervention
activities to improve enrolment and retain members.

Focus group discussions

Focus group discussions (FGDs) are used to gadeth information (see Senah
1997). FGDs generally provide information that @ wcaptured by other data
collection methods. In my case, FGDs were partitulaseful for obtaining relevant

feedback on collected data and to enrich my uraledstg of various key-informant

perspectives.

At the end of the intervention, | held FGDs with@®embers in all seven inter-
vention-communities in the Central Region to astessffect of the intervention on
all stakeholders. The main issues discussed wergsvon the intervention and
outcome. The information gathered included: (1) R&&nbers’ views about the
intervention, (2) how stakeholders were involve®81 activities, (3) the effect of
the intervention on community members, health mtess and DHIS staff, and (4)
the processes and intervention activities and fa¢hat contributed to the outcome.
This provided evidence to construct a holisticynietof what had happened, how it
occurred and why a particular outcome was achieVhd.interactions provided
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deeper insight into the data as participants’ imi@tion was probed and sometimes
challenged and credibility established.

To address the issue of validity, four steps waken to ensure that the infor-
mation gathered reflected the studied phenomergardimg the implementation of
the MSPSP and the conduct of PSG activities, PS@baes and facilitators were
selected using the same method. All facilitatorsewteained in leadership and
facilitation skills. The application of problem-soig tools was given in one
workshop to ensure uniformity in the executionred MSPSP. | also explored and
verified issues that emerged across communitiegramgbs to explore contradictory
data. Above all, | used the FGDs as a final chec#aia gathered from interviews,
observations and survey results. The reactioneadbiack that | received from PSG
members provided deeper insight into the data, hvhiglped me ensure that it
reflected the views of participants and minimisebitke biases in my interpretation
of the data. | believe that | present a fair rdftec of participants’ views and
represent the target population.

Qualitative data analysis

The information gathered was manually analysed.li@tise information pro-
cessing started with regular organisation of myeokstions, discussions and
conversation notes while in the field to addressesgarch questions and identify
initial patterns in the data. As fieldwork progreds| manually transcribed my
interviews and grouped them according to themeghéend of my fieldwork, the
data set was then analysed in its entirety andresgs from various participants
grouped under each theme according to the thr&erstlder groups: community
members, health providers and DHIS officials.

As Oakley et al. (2006) observed using processatmbme data to measure the
effectiveness of intervention activities enrichég tnterpretation of results. |
arranged typical narratives by key informants asd@sRAmembers that described
barriers to enrolment in the NHIS and retentionnedmbers, the intervention
process (including activities), and events thatuosd during the intervention
period and finally, my respondents’ observed chamgeong community members,
health providers and DHIS staff. | also categoriaat my respondents thought
had caused the changes. The information from nporedents (key informants and
PSG members) was grouped according to what waswaukat each level that they
linked to the changes in enrolment and retentitesra used the typical expressions
that my respondents used to create summary statentext | created a list of
comments related to each theme and systematidadigked them for information
that supported the summary statements and expldéieeguantitative results of the
outcome of the intervention. When respondents’ cemtsisuggested dissimilar
points of view, the contradiction was described abservations in the field were
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used to explain what | believed guided people’soaang. Summary statements that
described each stakeholder’s points of view werdigd by discussing my sum-
mary statements with key informants and PSG mentbelstermine whether | had
summarised their comments accurately.

Finally, the information was subjected to thematid content analysis to exam-
ine factors that had direct effect on PSG actisitdad thus on enrolment in the
NHIS and non-renewal of membership from the stakigre’ perspectives. This
helped me to explore the respondents’ narrativas depicted antecedents that
governed participants’ behaviour and practiceselbas the intervention outcome
(increase in enrolment and no improvement in regemates). Thus interrogation of
the data highlighted the core issues that the lstdéters were most concerned about.
These analytical approaches, careful selectionegf ikformants and effective
triangulation of data sources minimised bias indat presented in this book.

Double role of the researcher: An asset or hindganc

The ensuing discussion explores whether the resei@'dual role as a member of
an intervention group was an asset or an obstatheiresearch process. The issues
raised in this discussion are situated within thire research process and focus on
methodological issues. | start with the peculiarsadages that | gained as a result of
my dual role. | then address the dilemmas and ehgdls | faced and how | man-
aged them to optimise playing both roles.

Benefits of dual roles in a research process
In this study, my combining observation of and jggration in PSG intervention
activities was a complex enterprise with opporiesitand challenges. | used
reflective skills and an empathic understandinthefsocial context to effectively
manage the challenges and benefit from the opptdsn

A number of social scientists have discussed thefits of dual roles in ethno-
graphic studies (Harrington 2002, Kinsman 2008, kiyea 2011, Dapaah 2012),
while others have given account of challenges taegd (Oosterhoff 2008, Mulemi
2010). According to Van der Geest & Finkler (20G4E tenets of anthropological
study pose peculiar challenges for carrying outWerk especially in a health
facility. For example, it is not uncommon for resdeaprojects to be delayed
because gatekeepers, such as health provideegpprehensive about allowing an
outsider into their work space. As a result, soesearchers have hidden their
identity or gone completely undercover to gain ascéor instance, Dapaah (2012)
reports on healthcare providers’ reservation albositpresence in a Ghanaian
hospital. However, a double role in this case ap & researcher to bypass power-
ful gatekeepers. Since | was a participant in thervention group, access to the
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healthcare facilities was not a problem. Eventydliierived three benefits from my
dual role.

First, my membership in the PSG gave me the adgartBgaining access to the
‘field’ and | had a smooth entry to my study sitesmmunities, health facilities and
DHISs’ offices. At health facilities, | was introded to colleagues of the PSG
members as a group member, and thus | was allavedheir midst and the staff
willingly accepted my interview appointments. Moveo, because | was often seen
in the company of health providers and DHIS stafftloe premises, after a few
weeks my presence became less noticeable andvevasi

Second, it could have been very difficult for mexplore my research topic with
healthcare personnel and community members as pletaoutsider only playing
the role of a researcher. | resolved the probleobtiusiveness that could have led
to pretence and holding back information by hangiwg with individual PSG
members and engaging them in informal conversatibraéso helped that | am a
Ghanaian and speak the local language. This madiessef a stranger, not only to
PSG members, but also their colleagues. So | ea&ht to the beach, church
services and visited PSG members and key informaintsome. The frequent
informal interactions minimised pretence and th&R&mbers and key informants
allowed me to have conversations about the studyg @hen | did not initiate the
subject. Thus, | was able to observe the backsiagaviour of some community
members, health providers and DHIS staff. | hadofy@ortunity to ask follow-up
questions within and outside group meetings onitemsssues such as malpractice
and confirmed that it does occur. For examplectilection of unauthorised fees
was denied at PSG meetings and could not be oltkdvue was revealed during
these more ‘casual’ times with PSG members adigqatevhat had transpired during
intervention activities and listening to spontarecemarks at PSG meetings.

Third, my deep involvement in PSG activities helpeglexperience the reality of
the intervention process and gain deeper insigbicontextual factors and structur-
al challenges that affected the PSGs’ work anddmgequence the outcome of the
intervention. My role as a PSG member made stakleh®kee me as someone who
appreciated their challenges and could help imptbe& situation, so they had
forthright conversations with me. Community membarsparticular saw my
presence as an opportunity for expressing thesatisfaction about the quality of
healthcare services. Thus my dual role facilitadath collection and provided
reliable information that helped me construct aeraecurate picture of the inter-
vention programme as it unfolded. This role aldal@dshed the credibility of my
reports, since | heard stories with deeper nuathegsan outsider just observing the
intervention process would have done.

Despite the advantages, | also point out that ptagidual role creates the prob-
lem of the researcher’s persona hindering somel@dapn participating in inter-
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vention activities. Based on the behaviour of a RSG members, heads of health
facilities and DHIS managers towards my presenseiyrietimes believed that they
thought | was evaluating their work to write a jpemhance report. Some PSG
members defended negative things said about thengdiiscussions and | noticed
from their gestures that their defence was jusiteampt to present a good image of
their institution. Their gestures sometimes shothati they were not sure whether
or not my observations would be shared with théarities. | believe these key
informants held back information that they thoughs embarrassing. In the case of
heads of institutions, | observed what | referdéeagentleman’s behaviour’. Some
of them did not honour invitations to stakeholdersetings and intervention
activities. The impression | got was that they welectant to have an open and
frank discussion because they feared it might levegative things about them or
their institution. Perhaps due to their apprehensibbey sent subordinates when
invited. This did not create the same impressiaheis presence would have done.
For example, the presence of heads of health tiasiland DHIS managers in
stakeholders’ meetings and community durbanseated a better impression of the
intervention since community representatives pgeckit as a show of support for
the NHIS and the intervention thereby increasimgrtbommitment to PSG activi-
ties. Health providers and DHIS staff also attaghede seriousness to the interven-
tion when the head of their institution attende@R8tivities. The head’s presence
thus assured health providers and DHIS staff (witimd outside PSGs) that the
challenges they faced implementing the NHIS wod@ddressed. Unfortunately,
not many heads of institutions attended stakehsldezetings and community
durbars.

Methodological dilemmas
| faced three main challenges during this resediicst, whether or not to contribute
to discussions during PSG meetings and thus natgtithe group environment, or
how and to what extent | should participate innvwation activities; second, how |
should manage participants’ expectations; and timoav | could ensure that the
intervention process and events were recorded i@écand the outcome results
interpreted dispassionately.

| decided to only prompt PSG facilitators when lideed that the theoretical
basis of the intervention was not being followddl had not done so, then the
purpose of the intervention would have been defedtethis action, | drew their
attention to critical issues that the group somesimverlooked. This occurred early

1 Community durbars are usually public gatheringiitio celebrate festivals or used as a platform to
sensitise community members and other stakehoddmrgt public issues that affect them. Durbars are
usually attended by chiefs and their elders andnaonity members and officials who interact and com-
municate their views on the issues discussed.
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in the PSG activities, especially during problerentification. At this time, |
observed that depending on who facilitated a meggtiie PSG member consciously
or unconsciously tried to focus on negative beha@@nd practices attributed to
others and paid less attention to barriers at teeel. For example, when health
providers or DHIS staffs were leading discussidinsy focused on barriers at the
community level as the main cause of low enrolnetite NHIS and high member-
ship non-renewal rate and gave less attentionsigess related to their negative
behaviours and practices. In such situations,wdheir attention to the need to be
open-minded and look at barriers from all leveld ant draw hasty conclusions.
After a few such contributions to discussions firaivoked debates in critical areas
of the intervention, | noticed PSG members werdebeit conceptualising the
intervention and rationale. Addressing a similathadological concern Harrington
(2002: 50) points out: “Making ethnography crediidpends on walking a fine line
between participation and observation: being imetwenough to know what you
are talking about while being separate enoughfer af critical analysis.”

In this study, | can say that my double role helpetto give a critical and in-
depth account of the intervention process and svafthat is important is to
develop strategies to be a successful participhs¢rwer. Self-management and
critical reflection abilities are essential to 8etits and maintain a good balance
between observation and participation during dalizction.

Further, though every researcher encounters prahtethe field, playing double
roles especially in an intervention programmeithailved multiple stakeholders in
the researcher’'s home country presents challehgésnay affect data collection.
First, since enrolment in a health insurance schierhased on values and behav-
iour, | anticipated that my background as a Ghanstiadying in my home country
and my personal views on the subject might biasudisions at meetings. My
familiarity with the subject might make me take m#mngs for granted and not pay
attention to details, thereby biasing my intergieta of participants’ views. |
managed these issues by not being on the fror@fikSG activities, limiting my
talking, and increasing my listening during dis¢oss; | only asked questions to
clarify observations | had made. By not making nigws known on pertinent
issues, the discussions remained open for pantitspa express their views. My
questions helped me to understand the particippetspectives and realities and
decreased biased interpretation.

The second dilemma was how to manage the expatsatibkey informants
especially so | could continue to enjoy their caapien. The problem of partici-
pants requesting financial assistance from so@akarchers has been widely
discussed in the literature. Scott et al. (2009: spkak of a ‘project syndrome’
when researchers are treated as sources of fihanpiaort for study participants. |
had to manage the key informants who asked merfan€ial support. PSG mem-
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bers asked me to help the elderly pay their regjistn fees for the NHIS and help
the core poor receive an exemption. Although | ineteduced as a researcher and
reminded PSG and community members several timmst aby role and that the
project did not provide financial support, theipegtations of financial support and
demands did not stop. Some PSG and community mendoasidered me as a
programme manager working in a non-governmentarasgtion (NGO); hence
they expected me to provide financial supporteirtparticipation in intervention
activities and the study. | must state that sonmeaghels were made because of a lack
of experience with intervention studies. In my cersations with some PSG
members and key informants, they indicated thay tthdy knew of NGOs that
implement interventions, which are accompanieddiyes financial assistance or
hand-outs. So | occasionally gave gifts to enshear tcontinuous cooperation.
However, | did take the opportunity to clearly eaiplmy role as a researcher and
not a programme manager, so they should not egogcinancial assistance.

PSG and community members also expected me toartrifre DHIS staff and
collectors who did not want to register people tleeypsidered as qualified for
exemption. Similar to Evans-Pritchard (1976) andeper-Hughes (1992), who
both intervened during their research to help thteidy participants, | found myself
initiating procedures to help people by recommegudincollectors and DHIS staff
that the core poor must be exempted. In a few casess successful; however, |
was cautious and tried not to show signs of alignuith a particular stakeholder.
Some community representatives in the PSGs expeantedo confront health
providers and DHISs staff who they accused of guron. But considering the
implications of this action for my study, | turnddwn the requests. However, | did
raise these incidents during key informant intemae PSGs and stakeholders’
meetings for the group to decide on what acticiake.

The third issue was how to ensure that my partimpalid not bias my interpre-
tation of the intervention process, events andaugs. There is a general percep-
tion that when doing fieldwork in one’s home coyna researcher runs the risk of
developing ‘over rapport’ with research subjectijoll might impede receiving
objective information (Zaman 2005 : 31). In my gals@as not just that | was doing
research at home, but | was also working with aider’s perspective on the NHIS,
which | term as both ‘positive’ and ‘negative’ imfpation. The mutual trust that |
developed with PSG members led to empathy and soe®tsympathy. For
example, my familiar relationship with DHIS staffich community members
sometimes led me to sympathise with some of th&irupt practices that they
termed ‘giving favours’, e.g., not sanctioning défers and collecting more than the
premium and registration fees. This created a praldn how to distance myself
from the ‘negative’ information that was importantthe subject of study but may
have been embarrassing to individual group memivee published. As Okely
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(1984) observes, the research report bears theohfuture scrutiny and | call this
image management. Is it more important to mairdaiesearcher’s position when
the findings are made public, or to be concernemitbpholding the trust of key
informants? In this respect, my dilemma was whetbepublish the ‘negative’
without looking over my shoulder for PSG membeesiation when they read about
what they had told me in confidence. In this reg&@h Ginkel (1994: 15) notes:
“Many ethnographers refrain from writing thingstthee potentially harmful to their
key informants’ interest.” This demands a negodiaeproach to maintain objectivi-
ty while keeping the participants’ trust. | usediaterpretive perspective in my
analysis (O'Brien 2001). | did this through selfleetion and employed enifc
perspectives and etitaccounts of the various issues. | maintained nsjtion as a
researcher and brought out both the positive agdtive information while keeping
stakeholders’ identities confidential.

| was also cautious of Davidson & Layder’s (19983ervation that reflexivity
could lead to researchers’ hypersensitivity torthae in constructing the data and
lack of confidence in the findings. | was persoydikappointed that the interven-
tion did not achieve all objectives. In the endg thtervention only increased
enrolment overall, but failed to improve retentiate and enrolment among the core
poor. As an initiator of the intervention and witty interest in the PSGs’ perfor-
mance, | had to make a conscious effort to stankl While writing and interpreting
the processes dispassionately. | was assiste@ Isythey results, which determined
the final outcome of the intervention. The poseimention household survey
provided the final quantitative answers about tieesss and failure of the project.
Triangulating qualitative and quantitative datapleel me to interpret the results. |
also organised a focus group with all PSG memilmettsal Central Region after the
intervention was complete to examine the outconiesé& discussions provided
additional explanations for the intervention outepmvhich | added to my final data
making me confident that | captured the participamality and point of view in my
interpretation and conclusions. Although the infation presented in the following
chapters may be complex and sometimes confliciinig, my interpretation of
events based on data that | believe to be reliablé no more. My participant role
might have prevented me from being an independeetdast-free researcher and
thus, | make no universal claims that what | presehias free.

To conclude, the debate regarding the advantagéslisadvantages of a re-
searcher playing dual role is not an either/oriaffam convinced my participation
in PSG intervention activities was necessary.|jiéd me capture more dimensions

12 An ‘emic’ perspective describes behaviours ardeustandings in terms of meaningful experiencésgo
actor.

13 By contrast, an ‘etic’ account is a descriptiém@henomenon in terms of its meaning to the olisgr
outsider.
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of the phenomenon and process factors that enafdedrovide in-depth causal
explanations to the outcomes of the interventios1.Qosterhoff (2009: 257-258)
argues: “In public health action research, the goalot just to learn but also to
change and improve the status quo.” Similarly, msolvement in PSG activities
made it possible for me to offer suggestions iticai areas of the intervention that
helped the PSGs to better conceptualise the inteoveand enhanced their work. In
addition, my insider’'s knowledge of what PSGs’ exgeced implementing the
problem-solving intervention programme helped nve gin in-depth account of the
intervention process, factors and challenges tifitanced PSGs’ work and by
consequence the outcome of the intervention. Mymdmathus helped me not to be
disconnected from reality, so | could offer insightsuggestions to improve
intervention practice.

Ethical issues

For health-related research to be conducted in &hams obligatory to obtain
ethical approval from a recognised board to prdtexinterests of participants. The
Ghana Health Service (GHS) vets research propisaisure that proposed studies
use appropriate designs especially for data cadlecstorage and publication to
ensure researchers do not cause harm to partisiJdre proposal for this study was
vetted and approved by the ethics committee oGHS.

Before | had access to health facilities and DHV&8s][the project team] had to
seek approval from the National Health Insurancthéuty (NHIA) and GHS, the
two institutions directly involved in the implemaitibn of the NHIS policy. Before
the study commenced, we held discussions withojhefficials at the headquarters
of both institutions to inform them about the prdjerhen we went to the regional
and district levels before going to individual rtadhcilities that provide healthcare
to the communities and which were selected fosthdy to discuss the project. We
also sought the officials’ permission to use t&aiff as PSG members. These visits
were preceded by official letters to NHIA and GH&atquarters and the two
Regional Directors of Health Services (DDHSs) aktiAregional managers who
in turn wrote to the District Directors of Healtker8ices in their respective regions,
heads of health facilities and District Health Ireswce Scheme (DHIS) managers.
Many of these officials were gatekeepers who predidrotection against undesira-
ble interference in the study and intervention.

Following these protocols was quite easy becausigegbrincipal investigator’s
(one of my local supervisors in Ghana and a regidinactor of GHS) connection
with regional directors of GHS and DDHSs. Equathpbrtant was seeking permis-
sion from traditional leaders to carry out the gtuntheir communities. The staff of
the various District Health Directorates faciliéhtgur approval from the traditional
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leaders as they had good relationships with thémayintroduced us to the chiefs
and opinion leaders who readily granted us peromst go forward.

Anonymity of respondents

Although there was no potential risk in participgtin this study, utmost care was
taken to protect the confidentiality and identifyparticipants. The political percep-
tion of the NHIS makes the issue of protecting oesients’ anonymity rather
complex in the writing of this book. Similar to Vder Geest’s (2003) observation
that all key informants in his study of old ageGhana were disappointed when
their names did not appear in his book, here tseeléor anonymity was mixed and
| had various reactions from key informants. At teenmunity level, the need for
anonymity was less relevant as they did not caceitatevealing their identities.
They wanted their names and pictures to be attathékir views in my study.
However, health providers and DHIS staff did nohtta be associated with views
on topics they perceived as critical of their origations. Some were reluctant to
have their interviews recorded, so | had to wiikrtresponses.

As Green & Thorogood (2005: 60) note: “Case stugiesent particular chal-
lenges in terms of anonymity.” The following comrhess typical of some DHIS
staff’s reaction when | presented the summary eftfeliminary findings for their
feedback: “Though the results reflect what waswdised, | am not comfortable with
the political issues in your report because ofpbiéics surrounding the NHIS and
our work” (a DHIS manager). Fortunately, becaussdd two study sites and also
visited other five intervention communities in QahtRegion, | was able to use
pseudonyms when discussing the results to hidieémity of the communities and
protect their confidentiality so that sensitiveamhation could not be linked to a
specific person. The individual identities of infeaints were also protected by using
pseudonyms.

To prevent others from having access to the da¢aladier data entry, the ques-
tionnaires were stored in a safe room and onlyrésearch team had access.
Recorded conversations were destroyed while spff tanscripts were protected
by a password. | did this to ensure that inforrmapoovided could not be easily
associated with particular individuals, communit@shealth facilities and DHISs.

Informed consent

The consent form stated the aim of the study aedettpected contribution to

increasing access to healthcare in Ghana. Pantisipgere told about the option to
participate or decline and the right to opt ot time. | had consent forms that |
gave to those participants who could read and Ugrbgplained the study to those
who could not before seeking their permission todewt interviews. Although the

consent form had a column for participants who egte take part in the study to
sign, nobody signed; they told me it was not nesrgss also asked permission to
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take photographs, record interviews and includerménts’ pictures in presenta-
tions and publications if necessary to which nobobjected. However, a few
people told me not to associate them with somenmétion they had given me. In
such cases, | did not record those portions oiritesviews.

In conclusion, | have provided detailed informataisout the study design and
context, and various approaches used to carnh@ustudy. Also, | have presented
methodological reflections regarding the double itglayed as a researcher and a
member of an intervention group. This informatiooMides context to the empirical
chapters and yields a better understanding ofitioknigs and conclusions | present
next.



Barriers and enablers to
enrolment and retention in
the National Health Insurance
Scheme in Ghana

Introduction

The focus of this chapter is to explore barrierd anablers to enrolment in the
National Health Insurance Scheme (NHIS) and memdtention. The operation of
NHIS, has earned Ghana the reputation of havirgadively reliable nation-wide
health insurance. Despite this achievement, theerbariers that have resulted in
low enrolment and high membership non-renewal raié® pre-intervention
household survey carried out in March 2009 in Easied Central Regions showed
that only a third (30.1%) of the 3,301 household@securrently insured, 14.3 per
cent had been previously insured and 55.6 per@@hhever been insured. Current
enrolment of households varied considerably amongunities ranging from 9.2
to 56.9 per cent and non-renewal rates from 2.27té6 per cent. Of the 13,857
individuals covered in the survey, only a third¢d0wvas currently insured, 15.6 per
cent had been previously insured and 54.4 pert@hnhever enrolled. Individual
enrolment also varied among communities rangingn a8 to 66.2 per cent (Table
A.3, Appendix 2). The reasons why enrolment is émd non-renewal rate high are
discussed in this chapter.

A multi-level perspective (MLP) was used to analstskeholders’ (community
members, health providers and DHIS staff) behagicamd practices and the
challenges of implementing the NHIS that influeroeolment and retention rates.
The MLP emphasises that stakeholders and eveait$eatels of social organisation
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must be considered when studying a phenomenorédstf focusing on one level
(see chapter 1).

This chapter presents the problems of the NHISafreathe focus of this study —
to identify barriers to enrolment and establiskeiiméntions to expand coverage and
retain members. It should be noted that despitdéneers presented here, health
providers and district health insurance scheme (DHIS) steffacknowledged for
their contribution to promoting the scheme destitechallenging circumstances
under which they work.

For my analysis, | draw on qualitative informatfomm seven intervention com-
munities in the Central Region and data from theebae household survey we
conducted in 30 communities in the Central anddtagRegions of Ghana. Both
techniques were used in an effort to present holistormation on barriers and
enablers to enrolment with the NHIS and retentibmembers (see chapter 2).

In health economic literature, low coverage of tieialsurance schemes is gener-
ally linked to economic determinants that give esspee weight to the ability to pay
and the cost of premiums (Asante & Aikins 2008, &aset al. 2008, Jutting 2004).
This chapter looks beyond economic determinanenigyaging the three key NHIS
stakeholders (community members, health providecs@HIS staff) to explore
factors that influence people’s decision not tookor renew their membership.
Attention is also paid to the historical antecedeatthe introduction of the NHIS
and their effect on enrolment.

Barriers experienced by community members

In everyday conversation in the community, peopsctibed the NHIS as an
advance payment towards healthcare and assertethiiag a good arrangement to
ensure that everybody had access to healthcamss\gi@thered from key informants
and discussions in problem-solving group (PSG) mestindicated that almost
everyone has heard about NHIS and believes thhast improved access to
healthcare. A community member described the NBISAdvance payment that
gives access to healthcare. When you have thetabsaid [NHIS card] you do not
have much problem when sick. It is helping manypgbego to the hospital nowa-
days.”

However, the overwhelming endorsement of the schiémes not translate into
high enrolment and regular renewal of membersHips.actual decision to enrol
and stay with the scheme is influenced by a nunabdactors categorised as
poverty, “not often sick” and traditional concepfsrisk-sharing, poor quality of

! Health providers referred to in this study indutiedical doctors, medical assistants, nursesaskse

control officers, dispensary assistants, healtlstsgs and laboratory technicians among othersaséo
in contact with insured patients and work on NH8&is in public health facilities.
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service delivery, payment of unauthorised fees palitical overtones in the
perception of the NHIS.

“No money to pay premium”

When | engaged community members in conversationsvloy they were not

enrolling or renewing their membership in the NH8yerty was often mentioned.
“No money to pay” was normally the first responsesg by previously or never-

insured informants. This trend was reflected iniptervention household survey
(N=3301) results in which an overwhelming majorggid they did not enrol

(72.5%) or renew their membership (61.4%) in thelSlHecause they could not
afford the cost of premium (Table A.4, Appendix 2).

Serwa, a disease surveillance volunteer and contyrbased growth promoter
used by Ghana Health Service for field activitiekl me some people could not pay
the premium and needed help. For example, she danéto help Ama to get
exemption from paying NHIS premium. Ama was knowrabmost everyone in the
community as being extremely poor. Serwa summatisedituation of the core
poor as follows:

They are very poor individuals who have no stablese of income. They live on the benevo-

lence of family members, friends and neighbourgyBtruggle to survive. Even to get one meal
a day is a problem and they cannot afford the @gtemium.

| discussed Ama’s situation with the NHIS collecamd requested she submits
her name for exemption. But when | asked the cleewhat had happened after
two months, she had not submitted her name foxamption. | decided to speak to
Ama to ascertain if what Serwa had told me was & to ‘push’ for Ama’s
exemption. What | saw actually confirmed that Anoald not enrol in the NHIS
because of poverty. She was living with a womaraauaintance, who decided to
house her when she first came from a nearby villagke town looking for a job.
Ama described her situation as follows:

I have five children, including twins. | want torehbecause if | compare the cost of premium to

the cost of healthcare it is cheap, but | haveagaoilar source of income and even what to eat is

a problem. I do menial jobs and live with this wam@hough she is not a relative, she was kind

enough to host me. People in this house suppotbatéhey are not ready to give me money to

enrol. As you know, one of my twin daughters diedduse | had no money to take her to the
hospital when she was sick. It was so painful khast my daughter because of poverty.

The death of Ama’s daughter and her inability ttaoban exemption illustrates
that poverty accounted for some people’s failureriml, even if they wanted to.
Ama’s complaint also indicates that she knew thd®\Would give her access to
healthcare and could have prevented her child’thdea

That said, | talked to a number of people who wetgpoor by local standards to
explore further the “no money to pay” response &ohd that the issue goes
beyond the premium. For example, although the pramand registration fees are
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relatively low, enrolling all members of large hebslds in the Ghanaian social
context is problematic since it may not be affotdalespite families owning cocoa
and food crop farms and engaging in fishing (bdttwhich create substantial
incomes). Therefore, some households did selestin@ment of specific household
members — often those who needed healthcare. Knaoaoepoa farmer and a father
of six children (one above 18 years) and two adefiendents (his mother and a
nephew) said he could only enrol his wife and fthildren because he did not have
money to pay for everybody. Paying GH¢ 4.00 (ahé®$2.5) for each child and
his mother to cover the registration fee and premfior an adult dependant was a
problem. When | asked him why he made this chdieagplied:

Though premium and registration fees are low, éingpthe whole household is expensive so |

enrolled my wife and four children and left theathbecause there was no money to pay for
everybody. | enrolled those who go to the hospitel are likely to use the NHIS card.

Nonetheless, other respondents gave additionalmedsr not paying: “not get-
ting sick often”, poor quality healthcare serviadiery, negative behaviour of
health providers and health insurance is not aipridiscussions in PSG, stake-
holders’ and community leaders’ meetings indicdabed the core reasons for not
enrolling or renewing NHIS cards was neither poyexr the high cost of premi-
ums. There was a consensus that the premium caste@sonable: GH¢ 4.00
(US$2.5) initial registration fee and GH¢ 14.00 @18) per year premium (if
applicable — GH¢ 1.00 annual administrative renefi@a). Although income is
seasonal, the respondents stated that anyone ceatiyitted to enrolling could do
so during harvest time when most healthy peoplddcafiiord to pay.

This assertion by most key informants caused nggiéstion the “no money to
pay” response. So, | analysed the poverty situatiohoth the farming (Assin
Achiano) and fishing (Anomabo) communities to expthe difference between the
pre-intervention household survey and qualitatesutts from my conversations.
The pre-intervention household survey was conduatéite peak of the dry season
when poverty was at its worst. Qualitative datatlos other hand was gathered
throughout the year and the inhabitants’ poverty @lzserved and discussed. Views
from key informants, community leaders and PSG nemimdicate that poverty is
seasonal. People experience less poverty duringngér harvest when almost
everyone has income. In the fishing communities) merk for boat owners or do
canoe fishing while women sell fish and other go&isnilarly, in farming commu-
nities, people have income either from their owoozoor food crop farms or work
for commercial farmers. After the harvest timeome levels fall drastically for the
majority of fishermen and farmers (except those wivn boats and do deep-sea
fishing or large food crop farmers who still eaabstantial income). The respond-
ents’ financial status on the pre-intervention syrwas not recorded during harvest
time; therefore, their reported income did noteefftheir average financial situation



59

throughout the year. This explains why the majasityespondents said they could
not afford the cost of premium. An uninsured fishan summarised the situation as
follows:

It is a pity that most of us have not enrolled wirefact we can afford to pay GH¢ 18.00 [for
premium and registration fee] to enrol and GH¢ @$-0US$10] to renew our card every year at
least during harvest time. The low level of enrahin@ our community shows how insuring
against ill-health is not our priority. Ghanaiansgeneral don’t prepare for sickness until it
happens.

The “no money to pay premium” response can be tipeesd when the pre-
intervention household survey results are compaceolss communities. With the
exception of Koforidua and Akosombo (in the Eastegion), where the majority
of the respondents are Social Security and Natibmarance Trust (SSNIT)
contributor$, a low poverty incidence does not necessarilyteaigh enrolment in
the NHIS. The poverty incidence was calculatedgidata from detailed consump-
tion expenditure on food and non-food items andithelling characteristics (e.qg.
water supply and availability of electricity amoaitpers) that are used in the Ghana
Living Standard Survey (GLSS V) (Ghana Statistiaivice 2007). Durable goods
were not limited to the month preceding the sumsiage their prices are more stable
and less amenable to seasonal fluctuations (D81, Deaton & Zaidi 1999).
The GLSS V (chosen to have uniformity with existohgia) set the lower poverty
line at GH¢ 288/year (US$ 206) and the upper pgJare at GH¢ 370/year (US$
264). We also estimatedonthly household per capita expendituasshe monthly
consumption expenditure divided by household si4es represented the total
amount of money needed to meet food and non-foondwaption requirements of
household members (for more details see Aryeetdy2010). Thus, all households
whosemonthly per capita expenditurfell below theupper poverty lingGH¢
370/year) were considered poor. Households whnsghly per capita expenditure
fell below the lower poverty line (GH¢ 288/year)eonsidered to be extremely
poor. For this study, poverty incidence (PI) isided as the number of households
identified as poor divided by the total number ofiseholds in the community (see
Ghana Statistical Survey 2007, Aryeetey et al. 200M@ considered this as proxies
for household wealth and used principal componanédysis to estimate a house-
hold socio-economic status (SES) score. Finallyskbolds were ranked into
wealth quintiles based on their SES (core poorr,paeerage, rich and very rich)
quintiles (see Jehu-Appiah et al. 2011 and, Aryeeteal. 2010 for details).

2 The Census enumeration areas in Koforidua andsévbo are communities where the majority of

residents contribute to SNNIT and NHIS registraimnompulsory for them. Their premium is directly
deducted from their salary. They only pay regigirafee of GH¢ 4.00 [about US$2.5] and GH¢ 1.00
[about US$0.75]. In Koforidua for example, wheresls part of the household survey team, the communi-
ty is popularly called SSNIT Flats, an estate Hoiltgovernment workers. Almost all household heads
who were interviewed, were SSNIT contributors.
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Table 3.1 is an extract from the analysis of oeriptervention household survey
data showing the Pl and the individual insuranatustin 30 communities. It shows
that Winneba (Central Region) with 11.8 per centtdd only 8.7 per cent current
enrolment and 12.4 per cent previously insured @eg to Burukum Maumi
(Eastern Region) with the highest (56.4%) PI haghér current enrolment (31%)
and lower previous enrolment (11.5%). Also, Ofraen@sastern Region) with a Pl
of 29.4 per cent had the highest current enrolr{@2%) and one of the lowest
non-renewal rates (5.2%). This was in contrastdfmKHdua (Eastern Region) where
no one is below the poverty line and NHIS premidiarghe majority of respond-
ents are directly deducted from their salaries haly 56.1 per cent of the popula-
tion were currently insured and 22.7 per cent vpeexiously insured (Table 3.1).
These examples indicate that enrolment does ndlyna@arelate with economic
status; there is more to the “no money to pay puemiresponse.

Table 3.1 Poverty incidence in selected communities and Nstid®us of

individuals

Community Poverty Current enrolmel  Previous enrolme

incidence(%) (%) (%)
Winneba (Central Region) 11.8 8.7 12.4
Anomabo (Central Region) 321 4.8 11.3
Burukum Maumi (Eastern Region) 56.4 31.0 115
Akosombo (Eastern Region) 11.9 35.7 33.6
Oframase (Eastern Region) 29.4 66.2 5.2
Koforidua (Eastern Region) 0 56.1 22.7

See the complete Table A.3 in Appendix 2 for furtthetails

Multinomial logistic regression shows that curremrolment is significantly
(p=0.000) higher among the richest quintile (41B&tthe poorest quintile (27%).
The non-renewal rate is significantly (p<0.000) ésmvamong the core poor (13%)
than the richest (17%) (for details see Jehu-Apptadl. 2011). This indicates that
although poverty contributes to low enrolmentsitass significant for renewing
membership. This findings supports the large nuroberformants who state that
poverty is the main reason why they do not ennti does not explain why affluent
communities, like Koforidua (SSNIT Flats) whereidests’ premiums are deducted
from their salaries and they pay only registratieaes, had lower enrolment and
higher non-renewal rates than Oframase, for examydiech is a relatively poor
farming community.
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The NHIS was introduced as a poverty reductioriesgsato provide accessible,
affordable and good quality healthcare to all Gleam& Therefore, the minimum
premium for informal-sector workers was fixed takimto consideration the
prevailing economic conditions of the majority di&aians. Premiums are there-
fore heavily subsidised with a value-added tax (YARd SNNIT contributions
(Government of Ghana 2004, Witter & Garshong 2@@®)inimise the exclusion of
poor people. Also, participants’ comments and mgeobations indicate that for
most people the “no money to pay” response wasasroent excuse to rationalise
non-enrolment and non-renewal of their membershiphe NHIS. “No money”
served as a socially accepted idiom to hide negtigeand lack of responsible
parenthood. Key informants suggested that mossuraa people have the ability to
pay, but are just apathetic towards the NHIS. thetkey informants did accept that
the NHIS was a better alternative to ‘cash andytarhe conclusion at all PSG and
stakeholders’ meetings and interviews was thattdpan the core poor and poor
people with large households, household headswitlb enrol and renew NHIS
cards for their members can do so during harvest.tiThis suggests that the
significant factor that influences the average Gleamand rich Ghanaian’s decision
to enrol and remain in the NHIS is neither the haght of premium nor the afforda-
bility of the premium. This view differs from preaas studies in which poverty was
found to be largely responsible for low enrolmenthwSHISs (De Allegri &
Sauerborn 2007, Asante & Aikins 2008). Povertyrasxxuse for most respondents
who did not enrol or renew their membership in §eIS is ingrained in other
factors, which will be discussed below.

“I'm not often sick” and traditional concepts ofsk sharing
Another typical response from the previously insusenever insured respondents
was: ‘Mentaa nyaré(l am not often sick). They saw themselves ay\vew or no
risk for illness, so there was no need to enrakoew their NHIS membership. A
community key informant asked me in an intervieWWHy should | pay for or
continue to pay toward something I'm not likelyaenefit from?” Others said they
only registered their wives and children becausey tvere most in need of
healthcare. During a PSG meeting, one member eqadhis non-enrolment as
follows:
You know health insurance is new and means littlmost of us. We, Ghanaians don’t think
about securing ourselves against ill health urgilare seriously ill. Health insurance is not our

priority. | registered my children and wife becatisey have the greatest need for healthcare. |
did not enrol because | hardly get sick.

The perceived health status of each household nranilbenced the decision by
the head of the household to enrol in NHIS and twhenrol. Healthy individuals

were less likely to enrol, while those who thouthiety would need healthcare were
more likely to enrol and regularly renew their mearghip. Criel (1998) also found
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this phenomenon in his work on Masisi hospital rasge in Eastern Congo where
women of child-bearing age enrol because of thdigtien of need for healthcare.
Further discussions at PSG meetings revealed dmateinity risk-sharing ar-
rangements also influenced their enrolment decssidmvo prominent informal
mutual support groups similar to the NHIS were tdesd: pataasein fishing
communities aneéinoboain farming communities. The two groups are somawha
similar to the NHIS; the difference lies in thegeas for joining the groups and the
benefits.Pataasemembers see death as a greater concern thamalthh®ne
pataasemember argued: “Death is a certain event, so ams prepare for it but
sickness may or may not befall you.” In the casenafboa people join when they
need support on their farms and withdraw afterw&ehefits for both support
groups are commensurate to one’s contribution aricheed. These operational
principles contrast with the NHIS' risk- and cokiaging based on need. In many of
my conversations, | noticed that those who seetlih@@urance as a kind of large
pataaseor nnoboaoften gave the “I'm not often sitkesponse. They compared the
two programs and did not understand why people e#we expensive operations,
such as for a hernia, and those who continuousigsschealthcare pay the same
amount as those who have not gone to the hospitta¢ipast year. They felt cheated
and argued that their premium for subsequent y&asld be reduced if they had
not accessed the healthcare system. This arguroefticts with the fundamental
principles of health insurance where premiums aset on income irrespective of a
members’ risk level. The respondents’ behaviour amgdiment suggest that they
have not fully understood the redistribution prples of health insurance and have
confused it with their mutual support groups. Aswlar Geest et al. (1990: 1026-
1030) wrote: “differences in stakeholders’ intetpt®ns affect policy outcomes.”
Thus, although the aggregate meanings of riskstpaof traditional mutual ar-
rangements and health insurance could be the saendifferences make it wishful
thinking that people will easily appreciate thesh&eenrol in the NHS and consist-
ently renew their membership because of the pofiaikers’ assumed benefits.
Those who did not enrol in the NHIS because thelyrait have a need for
healthcare pursue their short-term self-interest litile consideration for what may
happen to them in the long term or in the evemad adversity. This phenomenon
could be the influence of traditional risk-sharigipups where every member is
certain to benefit according to his or her contiiiimy, while an insured person has
largely unlimited access to healthcare when sidkréceives nothing if they are
well. As Van der Geest (1992) posits, a culturaspective limits the possibilities
for thinking and acting in new situations. Thoughidarity and reciprocity are
predominant features of both traditional mutuak-skaring arrangements and
health insurance, the respondents’ reaction téatker is influenced by the princi-
ples of the former. Thus, people’s existing knowkedargely determines their
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reaction to new policies and not simply the besgfitaditional ideas undermine
enrolment in health insurance schemes. Therefooee rducation is needed to
improve Ghanaians’ understanding and appreciatidheocost- and risk-sharing
embedded in the NHIS so they do not consider tleFatipnal principles of the

NHIS as the same as traditional mutual supportggou

Quality of service

Medical practice in many countries including Ghéwaa come under scrutiny in
recent years since clients are demanding better Aastudy by Ballard et al. (2004)
observes that quality healthcare should aim atigray care that is timely, efficient,
equitable and patient-centred. Literature on thaityuof care is generally catego-
rised as the quality of technical care and serd&la/ery. Technical care includes
doctors’ diagnoses, the effectiveness of treatrandtthe quality of drugs. In this
study, the technical quality of care did not seemfluence the participants’ NHIS
enrolment or renewal decisions; the respondentg,wawever, concerned with
healthcare service delivery.

In developed countries, healthcare services hasabe market goods supplied
by healthcare providers to satisfy patients’ ne&usured patients are guaranteed
quality services, while uninsured patients havdialifty navigating the health
system (Ferlie & Shortell 2001) and in some cases telays in obtaining care.
This study found the opposite — NHIS insured pasiamGhana experience delays
at health facilities while uninsured patients a¥esed earlier and better. Respond-
ents who were insured complained of health progideegative behaviour, long
waiting times and the lack of drugs at health faes.

Complaints about healthcare providers’ negativedebur

This section describes the behaviours of healtlvigeos during their clinical
encounters with insured patients and the influeftes on enrolment and retention
in the NHIS. | used behaviour as a term to desdridye health providers interact
with clients and not as a theoretical concept. @dtgaviours that discourage people
from enrolling and remaining in the NHIS are reéerto as negative and those that
encourage people to enrol and renew their memlgeeskilabelled as positive. |
dwell more on the negative behaviours in this sedbecause that is the focus of the
study; positive behaviours that encourage peoatol are acknowledged later in
the chapter.

The issue of health providers’ negative behaviowsarrds insured clients (as
opposed to uninsured) arose at all the PSG, st&derisband community leaders’
meetings and community durbars | attended. Formseghtive behaviour men-
tioned by respondents were not showing respechdared patients and using
derogatory language. The phrases the insured astbtribe their treatment was:
“Wommu yn” (They don’t respect us). In Ghana, showing resjpecrucial in
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social life and is the basis for judging the quadit interaction between people. This
compels people to initially respect those they corttecontact with. Good commu-
nication between health providers and patientssleéagatient satisfaction while
poor communication results in frustration. In Ghaitas common that health
providers do not show respect to patients. As SE@0P) observed, practicing and
assessing biomedicine is embedded in and infludngethster-servant relationship
where patients must submit to the authority of theatoviders.

To explore the veracity of these reports in my stualy locations, | spent time at
health facilities and observed that some healtkigens capitalise on the difference
in their power and the patients’ power and showedjsect. Further discussions with
participants show that after the introduction of thHIS, new patient categories
have emerged — the insured and the uninsured -+wtiications for health provid-
er-patient encounters. While it is acknowledge@rana that health providers do
not respect patients, the categories of insurediaimgured patients have introduced
a new dimension to this phenomenon. Andersen (26i8d)issed the various ways
that patients were treated in a regional hospitélorthern Ghana depending on
their social status such as education, wealth aladionship with staff members.
This study found that being insured exposes a miatteeworse treatment by the
health providers resulting in a greater dissattsfacamong insured patients. The
informants believed that these experiences conétbio the high membership non-
renewal rate. The level of disrespect shown bytheafte staff differed across
Ghana. In one research site, people spoke unfaviguaiout their experience at the
health centre. However, participants in a secorsdah site said that they occa-
sionally experienced such behaviour at the distiospital, but rarely at the health
centre. In the second site, a medical assistamtdasie in a conversation: “Who
should I give preference to; is it someone who#enii be paid even if there are
delays or one who I’'m not sure can pay since tlmsuned sometimes abscond after
treatment?”

Health providers’ negative behaviour is a sensisgee. Since they knew that |
was a researcher, the providers did not openly shegative behaviours in my
presence. Nonetheless, what they told me sugdesisdoes happen. For example,
| overheard nurses making derogatory remarks absuted patients several times.
At PSG meetings, nurses also described insuredntatas ‘difficult’. A typical
phrase when discussing issues related to insurgenmawas: W n a w kuta
apomuden nsiakyibaa krataa no hanyadwene”(NHIS card holders disturb us).
One respondent narrated his experience when hanpecoed a relative to the
hospital during a PSG meeting.

When you go to the hospital they talk to you anyhdkey make you wait for several hours. In

fact, | nearly quarrelled with a nurse when we tadamily member with insurance card to the

hospital. But for the sick person, | would haveuitesd her and left the hospital. They don'’t
respect us.
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During PSG meetings, healthcare providers’ reastioncomplaints about the
disrespect of insured patients were divided. Tiveeee those who argued that
ideally health providers should strive to provideality service to their patients
irrespective of their NHIS status. Others acknogtstiaccusations of disrespectful
behaviour, but argued that not all health providgdi®y negative behaviour towards
insured patients.

| verified these accusations by exploring the viewsther healthcare providers
who were not PSG members. One reacted.

These are genuine complaints; health workers’ hetiais not predictable. I've spoken to some
of my colleagues several times on this. Some dioné respect patients and see the insured in
particular as giving us extra work.

Nurse Julia responding to allegations that shertbextas ‘false rumours’ ended
by saying:
They [insured patients] think because they haverarxe they can come here [health facility]

anytime. They wait and come to disturb us afterkimgy hours with all sorts of complaints that
are not emergencies [meaning conditions they carageat home or report the next day].

This implies that some health providers, and celtdhose at that facility, are
not happy when the insured report for treatmentnihe outpatient department
(OPD) has closed. Their concern was that they akeady overburdened during
the day, so when the insured come to the factitydmplain about an iliness that
started three days or a week ago, this was imgaiihey consider these patients as:
“Disturbing them after a hectic day’s work.”

DHIS staff also confirmed the insured patientsimaand emphasised that it was
hindering their effort to promote the NHIS. Janasaénted: “Some health workers
are not helping us. Their attitude and behaviowuleunmine our effort. We work hard
to get people enrolled, they [healthcare workecshdt treat them [patients] well
and we lose them.” Although experiences of disreispeuld arise from the nurses
being overburdened with a heavy workload in busglthefacilities, they are
exacerbated by the insured patients’ increasedotiservices. The healthcare
workers’ disrespect discourages people from emgland or remaining in the
NHIS.

Long waiting time

It is a common sight of patients waiting for hours busy health facility in Ghana.
The insured’s concern was that they wait longem thase who are uninsured. From
my observations, what makes the situation worghas health providers do not
follow a ‘first come, first serve’ principle. Alth@h both insured and uninsured
patients indicated their dissatisfaction with @iqiproach, insured patients seemed to
be most affected. Evidence shows that long waliiimgs at health facilities are
partly due to an unorganised flow of patients dmsl indermine patients’ satisfac-
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tion with their care (see Rondeau 1998). But tlieasion is more complex in
Ghana. Abena description of her experience illustrates thaaykefor insured
patients go beyond the lack of an organised paflient She showed me both her
expired NHIS card and her six year old son’s and: sa
| didn’t renew my card because health providers dernot treat us nicely. The only time | sent
my son to the hospital, the nurse kept us waitargaf long time well over an hour without
telling me anything. Others come, pay and go armbdyp told me why | had to wait. | was fed
up and asked her why she was not attending tohesre&orted, “You wait”. From that day |
decided I was not going to renew my card. Thisalbtaliscourages many of us from enrolling

or renewing our card. If you have your money, whgudd you go and waste time at the hospi-
tal? They should be told to change their behaviour.

When | asked a health provider about insured patieomplaints about delays at
health facilities, he acknowledged their concems said:

Health providers are suffering from ‘patient faggurhe NHIS has come to expose the weak-
ness of our health system; delay in service delieexd negative attitudes. If we improve our
attitudes and everything remains the same, wegetlbetter results. ...When people go to an
overcrowded facility they don’t mind waiting patten provided you explain to them why they
have to wait. If you tell them politely that yoweaalone so they should have patience and you
will attend to all of them, it will be fine with #m. But when you shout at them, why are you
now coming, and tell them because of health insigou are coming to worry me, how would
they understand the situation?

Even though this assertion is true in some casdsplobserved many instances
where health providers were chatting with each rodrel showed no sense of
urgency while patients were waiting. As one PSG tmanndicated: “They [health
providers] think it is normal for patients to wkit hours, so they don’t care if they
see many people waiting.”

Though insured patients attribute their long waitimes to the fact that they are
not paying cash, this might not always be the clse.long waiting times may be
legitimate and related to the providers’ heavy Wmakl. However, the health
providers lack good communication skills to expldie situation in the facility and
tell insured patients why they have to wait. Mostred patients | spoke with were
not even aware of the extra time needed to fiirtNellS forms — something that is
not required for the uninsured. Unfortunately, dugoor communication, some
health providers are not able to explain the stgfSituation and administrative
procedures that accompany the NHIS coverage atehithenake comments that the
insured attribute to their NHIS status. This echGesl’'s (1998) observation that
the low enrolment in health insurance schemes hadpbpulations’ perceived
quality care is influenced by the health workeea€K of consultation skills.

Lack of drugs in health facilities

Being given drugs at health facilities was gengnadbarded as an essential aspect
of quality service delivery. Access to drugs magsgpeople to seek healthcare and
also to enrol and remain in the NHIS; a lack ofggrmnakes health insurance less
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attractive. John told me he feels disappointed wieis not given medicine, but
instead is given a prescription to go and looldfoigs in accredited pharmacy shops
that he sometimes must pay for. These assertionss@oported by the pre-
intervention household survey, where an overwhejmajority (87%) of currently
insured respondents, previously insured (90.2% hawdr insured (84.7%) indicat-
ed that drug availability at health facilities neetwd be improved (Table A.6,
Appendix 2). Kumah’s description shows insuredegyas’ dissatisfaction:

We don’t have an NHIS accredited pharmacy heréabthey give us at the hospital is a pre-
scription to go and look for drugs we could as wgellto the store, describe our condition and
buy the drug. The last time, | ended up payingafalrug covered by health insurance in an
accredited pharmacy. Sometimes that is what hagpehse don't feel like renewing our cards.

These incidents make insured patients feel disappdabout the quality of ser-
vice at health facilities. Insured patients thihkttbecause they have prepaid for
healthcare, they have a strong entitlement andipate quality service including
drugs. A boat owner | conversed with told me:

| did not enrol or renew my membership because soeadth providers do not respect us.
Moreover, you waste a lot of time when you go ®hbspital so why do | bother myself if | can
just go and buy drugs at the store when sick.

My findings are similar to Kroeger (1983) who notedt health system factors
influence health-seeking behaviour and lead tod#na@sion not to seek care at a
health facility. The author mentioned health prefesals’ attitudes, satisfaction
with treatment and the shortage of drugs as fathatsdetermine health-seeking
behaviour in developing countries. Both findingswtthat there are similarities
between the factors that determine health-seelkahgwour and insurance decision-
making. Thus, there is a need to address factatsutidermine patients seeking
formal care when promoting health insurance siheed factors have implications
for enrolment.

The shortage of drugs on the Health Insurance Drsigin health facilities in
Ghana highlights the practice of Ghanaians depgnaimpharmacy and chemist
shops for treatment when they cannot afford thé aiolseatment under user-fees.
This has been documented in earlier studies (S&88KR, Asenso-Okyere et al.
1998), but has now taken a new direction. | fourad inder the NHIS, pharmacy
and chemical shops are being used as suitablengptitealth facilities not because
of financial barriers, but rather due to the laéldugs at health facilities. This
situation should be of interest to Ghanaian headiicy makers for two reasons.
First, an overreliance on pharmacy and chemist-&kepers, who act like doctors,
discourages people from enrolling and remaininghan NHIS scheme. Asenso-
Okyere et al. (1998) observed that treatment froqualified people at chemist and
pharmacy shops to health facilities has a negatfeet on people’s health. Second,
this practice undermines the policy makers’ amhitbusing the NHIS as a social
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security to provide quality healthcare to all Ghana and might lead to the collapse
of the NHIS in the long run.

The findings of this study also echo earlier firginthat show a growing dissatis-
faction with perceived quality of healthcare amamgured clients in the Dangme
West Health Insurance Scheme in Ghana (Bruce 20@8). Thus, participation in
the NHIS does not necessarily lead to better healéhservices. It must also be
noted that health facilities can hardly be blanmmdbt having essential drugs. The
problem is partly due to delays in claim reimbureatrby the NHIA and also the
DHISs inability to taking steps to ensure that éheme accredited pharmacy shops in
every town where there is a hospital or healthreemn conclusion, the burden of
having to travel outside healthcare facilitiesgogscribed drugs undermines health
providers’ efforts to deliver quality service amastserious consequences for health
insurance enrolment.

Accusation of corruption among health providers

Community members cited cases of corruption ameadjlicare providers associat-
ed with healthcare service delivery. Several instarof nurses, pharmacists and
other health providers exploiting insured patidntsprivate gains were reported.

Information gathered from my interviews and infotro@nversations suggest that
some health providers collect unauthorised fees frsured patients. They asked
them to pay for drugs covered by the NHIS and hakpards and also undersupply
prescribed drugs.

A major complaint was that health providers demzagh payments before treat-
ing insured patients after normal working hours amdweekends. The phrase
normally used to describe their behaviour wafssisi y n” (They cheat us). At a
community durbar combined with a mass NHIS regisinacampaign, Adjoa
narrated her experience at the health facilitypfeious evening just after we had
ended our monthly PSG meeting Adjoa went to thiitiaat about 5 pm because of
a sudden stomach pain. The nurse on duty toldieewsuld not accept her NHIS
card because she came late and demanded thatystespa She said the nurse did
not listen to her explanation for arriving late, stte left without treatment and
bought drugs from the chemist shop. Reflexivelgsked her whether she was
telling me the truth. She quickly responded: “lydon’t believe me | can go and
show you the nurse who demanded that | pay befxeiving treatment even
though | showed her my NHIS card.”

As a researcher, | asked myself if | should tal@san allegation seriously and
follow it up. | decided not to, since it was jubbat three months into my fieldwork
and | was worried it might jeopardise my data ailn. Moreover, the health
centre where Adjoa had this encounter was wherasually held PSG meetings
and had educational activities. However, to astettee authenticity of Adjoa’s
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accusation, | spoke to Anas, a nurse, while walkiogne after the durbar. | asked
her to comment on what Adjoa had said about theesibehaviour. She replied:

It is true, | wish the people involved and my basaere here. | won't deny it because I'm a
nurse. It is true that after normal working hounsne of my colleagues don’t want to treat
insured patients. The reason is that filling foforsnsured patients is tedious, so they don't see
why they should wait till after OPD had closed lvefooming. They see it as giving them extra
work especially when the condition is not an emecge

| also asked her about those who pay cash. ShiedefWell with them you
don’t have to fill any form for any claims. You &tethem, they pay cash and that is
all.”

In regard to the issue of paying for drugs andngy@s covered by the NHIS,
informants told me that sometimes they have nooghloiit to pay even though they
know they are being cheated. An assemblyhiaid me he paid for drugs when he
took his insured child to the hospital after workhours. He said: “They told me to
pay because the person to fill the claim form watsahwork. | paid, though | knew
| shouldn't.”

In another incident, a volunteer, a PSG membet emervened to collect money
that an insured patient at a health facility haidl par a hospital card. The patient,
unhappy about the demanded payment, reported ¢ideit to the volunteer who
happened to be at the facility and wanted to belarsed. The volunteer called me
immediately and this time | decided to follow-uelt it was an opportunity for me
to have concrete evidence to support the earlorte that | had received. It is
interesting that the provider refunded the monésraf short argument. Though she
tried to justify her action and said she thoughktphatient had misplaced her card, |
observed that this was just ‘a facing saving excl$e patient insisted that she had
told the healthcare worker that this was not thst fime she had come to the
facility. The volunteer told me after the incidefivhen we talk, people think we
are exaggerating. | often receive similar comptaahtnost every day in the commu-
nity.”

Health providers respond about corruption

To check the authenticity of these allegationsskeal DHIS officials for their
comments. They confirmed the community members’ glamts. One of them
lamented: “Collection of unauthorised fees by Heptbviders is undermining our
effort. When we struggle to get people enrolleéytlose confidence and do not
renew their membership because of the paymentaithorised fees.” This com-
ment and others that were similar suggest thatlimgjltrust in the NHIS is heavily

¥ Assemblymen are part of the political structar&hana; they are non-partisan local represenstivbe

District Assemblies. They work with the districiehexecutive who is the representative of govenmme
at the district level.
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dependent on health providers’ commitment to theese and the acceptance of
NHIS as a viable health financing policy.

Health providers also confirmed the activities ofmg of their colleagues that
undermined the credibility of the NHIS card. Onallie provider told me that his
colleagues sell drugs that are covered by the NéliBsured patients and ‘pocket
the money’ and charge the DHISs; some do not supplys to insured patients, yet
bill the scheme. They also told me about a recasé ©f health providers being
investigated for charging insured patients a ‘lagsfee’ for coming to the facility
late.

At a stakeholders’ meeting organised by a PSG, ti&, &vho is a medical super-
intendent of a district hospital, confirmed theeghtions of health providers’
negative practices and narrated the experiencev@fof his patients. One was
supposed to come for a review after finishing higd, but came earlier and insisted
he had taken all his drugs. When Dr. Atte followgs with the pharmacy, he
discovered that the patient had not been givemnsatrugs. The second incident was
when a patient suspected that she was not givaeratirugs, so she reported this to
the nurse. When the nurse and Dr. Atte followedhgy found that the patient had
not been given one of her drugs. In both casef)H1& was billed for all the drugs.
Kwesi, who is a DHIS staff and a PSG member, nedrhis experience of receiving
a prescription for his child to buy a drug. He delied up and found that the DHIS
was billed for the drug even though the drug wassapplied.

These negative practices by health providers mduit a lack of trust from
community members, and the insured questioned to@rmitment to the NHIS.
Thus, people who do not have regular need for healé prefer the user-fees or
receiving treatment at a pharmacy or chemical sbegn though it is more expen-
sive.

Basaza et al. (2007: 10) mentioned the “poor istasEhealth professionals” in
community health insurance as a barrier to enrolmret/ganda. In Ghana, the
health providers’ lack of interest in the NHIS mibistadded to their malfeasance as
in the cases of the assemblyman, Adjoa, and Kvwesbmmunity leader describes
the extent of distrust and scepticism about hegaltividers’ commitment to the
NHIS: “In fact, | don’t trust them [health providgdr | don’t think they like health
insurance. | wonder if they genuinely supportTitie healthcare providers’ behav-
iour can be explained as an excessive pursuieafplarochial interests, which is to
gain from the policy and not contribute to the golaénsuring equity in access to
guality healthcare by removing financial barriers.

Accusation of inefficiency and corruption among Stskaff
Community members complained about delays in reggitheir NHIS cards after
registration and also waiting for hours in DHISioés to obtain their cards. The
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most common complaint was waiting for more thaeéhmonths after registration
before they had their ID cards to access healthddrey complained that the
mandatory waiting period of three months is togland that some registrants even
wait for as long as five to six months, while otheever receive their cards. A
typical response | got when | asked people abotitngavas:
If you are lucky you get your card after waiting fbree months. Otherwise you have to come
here several times before you get it. Others nérdrtheirs. This is not fair because while

waiting for so long you may fall sick and have &ypthen when you receive the card you might
not fall sick before it expires.

The other common complaint was that people hawwpénd about two hours
waiting before they get their NHIS cards and in sarases the DHIS office could
not find the card at all. Many DHIS offices | visit were crowded with people
waiting to collect their ID cards. Several commymitembers | spoke with told me
that this is the normal situation. One of them esped her frustration as follows:
“I've been here for about two hours and have noggémy card. | don’t understand
why it is taking them so long to get me my card.”

| decided to inquire about the status of this woimaard from the public rela-
tions officer (PRO) in whose office the cards wieept. | spent just ten minutes in
his office, but even in this short time | had irgignto the problem. The office had
piles of cards in small boxes on the floor andngls staff member had to look for
the cards for about thirty people waiting that miegn Obviously, this was an
operational problem. The situation could be degctibs inefficiency regarding
storage of documents and retrieval or insufficiemding for DHISs. Inadequate
space, lack of cabinets and proper filing systeradercard retrieval difficult and
this resulted in clients waiting for hours.

The common complaint of malfeasance by some DHi ahd collectors was
unauthorised fee collection from their clients. &alreports of ‘fast track’ registra-
tion came up in the interviews, conversations,disclissions at PSG meetings. Fast
track registration is when DHIS staff connive wathllectors and register and issue
NHIS cards to people through the ‘back door’ withtheir having to wait for the
three months window. Some collectors also chargeealkhe approved premium
and registration fee, while others take money fangport before giving out the
NHIS cards. Participants told me they were awaseioh behaviours and described
them as undercover activities that damage the lafidgdiof DHISs and erode
confidence in the NHIS.

Although most DHIS staff denied this behaviour,esthconfirmed the practice.
For example, when | asked a collector why peopleevgéll not enrolling after a
PSG community durbar:

My people are difficult. Some of them wait untiéthare in trouble then they run to me for help.

Sometimes you have no choice but to try and h&mthin such cases, | had to take them to the
office and see somebody [DHIS staff] with some nyaioeprepare the card for them instantly.
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| observed another negative practice when | weiat RHIS office for a usual
visit. While | was conversing with two DHIS offidg two men walked in and
wanted to renew the NHIS card of a relative who Ibeeh involved in an accident
and admitted to the hospital for three days. Af@mplaining that people do not
renew their card until they are sick, the DHIS @il the two men to go and come
back and see the manager. From their conversadtiomjerstood that they were
aware of their negative behaviour. When the two teéinrone of the DHIS staff
turned to me and said: “This is how they worry usvent back to the DHIS office
the following day to find out if the two men hadhesved the card for their relative
in the hospital. They had indeed renewed his cdiftbwt having to wait for three
months before accessing healthcare since his adekpired more than three
months ago (see National Health Insurance Regu&®004). These favours are
not done for free; they are usually rewarded. Unfaately, these rewards are
difficult to verify since | could not observe whednspired between the DHIS staff
and the two men when | left. Malfeasance by DHESaff can be explained as an
excessive pursuit of self-interest instead of sufppy the sustainability of the
NHIS. The staff seemed to have little concern akanttioning defaulters to deter
others and influencing people to develop a habitoddntary enrolment and mem-
bership renewal.

Health providers’ and DHIS staff's dishonesty a¢g ntncommon in Ghana
(Gyimah-Boadi 2004, Kpundeh 2004). Armstrong (20@8tusses cheating as a
moral term and notes that although it is unaccégiatos adopted because of the
financial gains. In the same vein, the malfeasaaperted in this study, which is
against the ethics of public office holders in Gdnamccurs daily in public institu-
tions. In Ghana, where salary levels are low aadeéguate to meet expenditures,
the problem of supplementing incomes by collectinguthorised fees from clients
in public offices is not peculiar to health provis@nd DHIS staff. This situation
has bedevilled the health sector where paymennatithorised fees has been a
long-standing tradition (Agyepong 1999, Asenso-Q&y&998, Blas & Linbambala
2001, Aikins & Okang 2006). Thus, some public satsgursue extra income to
have a comfortable life. This is often termed ‘davival strategy’ of public
servants and in certain circles it is not even @egsz as a crime. Aryee (2005: 33),
in his assessment of anti-corruption and publioantability, described official
attitudes towards corruption as ranging from lukewto open hostility and calls it
the ‘AIDS of democracy in Africa’. | found that caption undermined the confi-
dence and the trust people had in the NHIS andthesitened its long-term surviv-
al. Obviously, corruption does not lead to the digwament of moral responsibility
that would make Ghanaians voluntarily enrol in WélS and religiously renew
their membership to achieve NHIS’ goal of universalerage.
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Barriers experienced by healthcare providers

In this section, | focus on what health provideesceived as barriers to NHIS
enrolment and retention. According to the healtbvglers, both their heavy
workload and delays in claiming disbursement undegrtheir quest to provide the
guality healthcare service needed to build trushenNHIS and make it a better
alternative to cash payment.

Heavy workload

The introduction of the NHIS has increased bothdi@cal and administrative
burden of health providers. Administratively, asigant amount of documentation
is required to give service to insured patientscakding to health providers, the
NHIS has increased the utilisation of healthcargises and consequently, their
workload. Filling NHIS forms prolongs the time spattending to insured patients
and this results in long working hours. Dr. Kasa@d)istrict Director of Health
Services, assertion typifies the health providdescription of the situation:

Insurance has increased utilisation services. @redausy days the OPD closes at 4 pm and
sometimes | leave here after 5 pm. In fact, the spent treating one insured patient amount to
two uninsured. You spend about five minutes filliagms for one patient. This is what insured
patients don't realise and make too much demangsoimhey think because they are insured,
when they come, you should leave everything amhdtto them.

The NHIS form (see Appendix 3) requires informatiorpatient’s personal data
and all services provided at a facility. Providevsplete the information about the
diagnosis, drugs, and claim summary. The time speefitl out the NHIS form
carefully prolongs the insured patient’s consuttats described by Dr Kasa above.
This NHIS procedure accounts for the long waithmg insured patients complained
about. There were cases of NHIS forms having bejected due to mistakes, which
cause delays in claims reimbursement. So in feslivhere patient attendance is
high, filling NHIS forms is an arduous task foreddy overburdened health provid-
ers. According to the health providers, they filtleess forms every day, week and
month. Thus the complexity of NHIS forms could etplwhy some health provid-
ers ask insured patients who seek healthcarevafiding hours to pay cash.

Moreover, although NHIS has increased the utilsatf healthcare, there has
been no corresponding expansion in the capacitgailth facilities to cater for the
increasing number of patients. Health facilitiel gperate with virtually the same
infrastructure, limited equipment and staff. Thasults in overcrowding, particular-
ly in district hospitals and busy health centrdsud the burden of the few health
providers who attend to so many patients undeicditfworking conditions frus-
trates some providers. This may explain their negaeaction towards insured
patients who appear to be making unnecessary denwemitiem. In the providers’
view, the insured patients’ conditions could be aged at home till the following
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morning. They collect fees from insured patiends.amly to make extra income, but
also to scare them from using the service aftesiagptimes and to avoid filling out
the NHIS forms.

Delay in reimbursing NHIS claims

Although NHIS helps improve health providers’ rementhe health providers
complained that delays in claim reimbursement megjgitaffect their cash flow and
supplies. This leads to low stock levels of drugfealth facilities. As discussed
earlier in this chapter, drug shortages in heddttilifies contribute to patients’
dissatisfaction about the quality of service andltheproviders see this as under-
mining their work.

The frequent shortages of drugs in health faclitvere of great concern to health
providers especially those working in facilitiecmmmunities where there were no
NHIS-accredited pharmacies to augment the drug lgupp medical assistant
lamented:

Having drugs in health facilities increases theratince of patients and a lack of drugs makes a
facility less attractive to them. Insured patientsarticular often show dissatisfaction about the
outcome of their consultation when they are notviged drugs at facilities, especially when
there are no accredited pharmacy shops and inpatits have to travel to other towns to get
drugs or buy from anywhere and pay. Due to thispfeeprefer going to pharmacies and chem-
ist shops to buy drugs directly or seek healtho@tead of coming here.

The medical assistant’s assertion confirmed thdtthgaoviders and insured
patients’ concerns that drug supplies in healtlilifi@s need to be improved as
stated earlier.

The NHIS has increased healthcare utilisation dsd3a indicated. However, the
inclusion of a large exemption group that accodiatsabout 50 per cent of the
general population (Table A.1, Appendix 2) doesmake the NHIS cost-effective.
Therefore, the NHIS must rely on the value-addedftam which the DHISs
receive about 80-90 per cent of the revenue framNHIA (Witter & Garshong
2009: 7). This reimbursement policy could be resgaa for delays in claim
payments. The authorities are not always able doige funds promptly for the
implementing institutions (including social intent®n programmes), to perform
their task efficiently. Although some improvemeheve been made recently in
claims reimbursement decreasing the waiting tinoenffive to six months (see
Witter & Garshong 2009) to about three monthss #till far from the stipulated
four-week period after submission. The delay iimigirsement makes it very
difficult for health providers to meet all the deugequirements of their clients. It
also contributes to some health providers givirg§grence to uninsured patients or
demanding cash payments from insured patients sarerthat the facility has
enough money to meet their drug needs while thetfaratheir DHIS claims to be
paid.
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Patrick, a health provider expressed his frustnategarding drug shortages in
health facilities as follows:
That is why I'm against the idea that facilitie®shd generate income and spend. The business
of health providers should be to provide qualitglfecare and not to be concerned about in-
come generation to manage their facilities. Duéhts, health providers do anything to get
money. There is a general overuse of drugs. Somédars are prescribing drugs they are not
qualified to administer, while others are chargmgured people in order to get money to meet
some of their basic needs and maintain their deneks, especially when the NHIA owes them
huge sums of money. Things should be streamlinkd. pfovision of equipment and drugs
needed by facilities should be managed by a diftdvedy at the district level and controlled by
a centralised body with very efficient monitoringgems. It should not be the business of facili-
ties to generate income for internal use.

Patrick’s argument could also be considered ase'gga and spend’. Facilities
with low patronage are adversely affected in theernally generated fund (IGF),
which in turn leads to low stock levels and lowlisdtion, thus perpetuating the
problem of drug shortages. Therefore, to fulfil thigective of increasing access and
providing quality service to all Ghanaians the goweent should make drugs
available to all health facilities irrespectivetbéir IGF, especially in communities
with low enrolment. After all, health facilities manly encourage people to enrol
and remain in the NHIS by providing quality serviemed that depends on drug
availability to a large extent.

To learn about others’ perspectives on claim dsbwment delays, | approached
the staff that processes claim forms at the Dishiiealth Directorate and DHIS
offices. A staff member explained that some clend are part of the problem. He
said:

I think some of my colleagues, especially thogbafacilities, have not yet come to terms with

filling the NHIS forms as part of their job and efuilly fill them according to the instructions.

They see it as a burden and make too many avoidabtaekes. This makes the vetting difficult
and slow, hence the delay.

He showed me some of the forms that were rejeaeduse the basic instruc-
tions were ignored. This indicates that followirng tbureaucratic procedures in

delivering healthcare to insured patients is yebéofully accepted by service
providers, which makes the vetting laborious andygeclaim reimbursement.

Barriers experienced by staff of District Healtilsunance
Schemes

This section examines the challenges experiencethé\DHIS officials when
implementing the NHIS. These challenges undernhieie &fficient functioning and
quality service, and consequently discourage pdapieenrolling and remaining in
the scheme. The barriers include inadequate sffitfe space and equipment, and
problems processing NHIS registration forms anaiyng exemption to indigents.
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Inadequate staff, office space and equipment

A major DHIS staff complaint is that inadequatefstendermines their desire to

provide quality service. They asserted that althotige volume of work has in-

creased since the NHIS was introduced; the nunfiq@rananent staff remains the
same, which puts pressure on them. However, a Dhd8ager explained that
although they have the option to hire extra hatigs; have to pay them from their
IGF which he claimed was not adequate to even thegtbasic needs. Thus they
are not able to hire enough temporary staff, aadhavy workload falls on the few
permanent staff members.

Office accommodation for many DHISs was not adegjudany of the offices |
visited were congested. The office space used bytwhree officers crowded in a
small room made moving and serving clients difficDuring my visits, | observed
that DHIS staff, especially those at the front datt&nd to many clients every day.
It was common to see many clients waiting for hairthe DHIS offices, which
frustrated not only them but also the staff.

Another DHIS staff concern was the inadequate nurabeameras to take peo-
ple photographs for their insurance cards espgaratommunities outside DHIS
office locations. As a result, the registrationgass takes much longer time. A PRO
explained the situation as follows: “Collectorsistgr people and arrange for their
pictures to be taken later. It makes processingNidgistration forms difficult and
slow.” This complicates the registration procesg;esthe two events take place at
separate times and are performed by two separetense

The DHIS staff complained about the inadequate rmummbcomputers to process
registration forms; the computers they have arenafiot functional. The staff told
me their data entry clerks often work on a rotadldrasis because they do not all
have access to computers. | saw non-functioningpobens in many offices that the
staff explained were as a result of a lack of fuladspair them immediately.

A lack of cabinets to properly file registrationriics and other documents for
easy retrieval hampered the DHISs’ effort to ensliaéclients did not wait too long
before receiving their ID cards. As mentioned earlivhen | visited DHIS offices, |
saw piles of ID cards in small cartons on the flaod staff spending a great deal of
time going through the piles before retrieving safar their clients. Thus inade-
guate equipment and supplies made it difficuldétiS staff to achieve efficiency
in their work.

Problems regarding processing NHIS registratiomisr

Delays in issuing NHIS ID cards are also attributegeople providing more than
one name when registering and having their phderntaFor example, when the
person has three names ‘Benedict Kwesi Mensalmjglet use Benedict Mensah to
register and Kwesi Mensah for his photo. Matchimgtivo sets of names is prob-
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lematic when processing the registration form. [@atay clerks told me they spend
a great deal of time matching registration formghvahotos. | was told about an
incident when a man came to the office severaldiara could not find his ID card
until they asked him for all his names. Next, theked which name he had used for
registration before they could retrieve his card.

| observed the same situation at a PSG mass NgiSnagion exercise. Although
the registration and photo taking occurred at #mestime, each was performed by
a specific person, so there were incidents of tegits using one set of names for
registration and another for their photo. Althougitew the officials’ attention to
the situation, they still had a difficult time mhieg photos with registration forms
due to the differences in given names.

Problems of granting exemption to the core poor

The primary goal of social health insurance sche(®#Ss) is to ensure that
everybody, including the poor, has access to hesléh It is generally asserted that
since wealth is unfairly distributed, some peopdmrot make wise insurance
decisions because they simply cannot afford tad@ackson 2008). This implies
that SHISs, and in this case the NHIS, need to kagmptions to ensure that those
who cannot pay premiums are covered. Ensuringeguéccess to healthcare and
reducing the exclusion of the poor has always hggeh of all health financing
regimes in Ghana. Unfortunately, attempts to preegemptions have historically
been challenging, dating back to the regime ofjmficant fees in the 1960s and the
hospital fee regulations policies of 1972 and 1985.

Ghana, as a low-income country, has decided to thelgpoor gain access to
healthcare under the NHIS. Policy makers havinggetsed that no matter how
small premiums are some people cannot pay andftherghey have provided
exemptions for them. But previous studies show dlaaier Ghanaian exemption
policies were not successful (Badasu 2004, AikinAr&inful 2006, Ministry of
Health 2008). The Ministry of Health (2008) noteattthe NHIS risk excluding the
poor due to identification difficulties

A key finding of this study is that exemptions untiee NHIS have only been
applied to a few indigents since the beginning t&vi& Garshong (2009: 5) found
that exemptions for indigents were one per ceR0DB. There are many reasons for
the implementation gap.

First, the DHIS staff claims the criteria set fdemtifying the core poor for pre-
mium exemption makes implementation difficult. Haweg after chatting with
them, | realised that the problem is not so muetdiFficulty of identification, but
rather the commitment to grant the poor an exemptice to bureaucratic proce-
dures. So DHISs use the strictest criterion foexamption that in fact eliminates
almost everyone. The staff put homelessness atahe of the conditions for a



78

person to qualify as an indigent, even if homelessrdoes not exist in their dis-
tricts. They often ignore the other indicationsrafigent status that consider local
descriptions of indigents as persons afflicteddmese poverty (see National Health
Insurance Regulations 2004, LI 1809, 58: 1-3).datbrs that the local population
and PSGs used to describe the poor are: individuidiso stable source of income
who live on the benevolence of friends and neighbauth no or inadequate
support from family members and struggle to survitele living in dilapidated
houses. For this group of people, having a mealyagproblematic. Other condi-
tions stated in the NHIS policy, such as unemplayare often ignored. This
makes the application of the policy quite restvietsince in Ghana, apart from the
cities, only ‘mad’ people live in the street. Evieogly has a home no matter how
poor. Indigents normally live in family houses, kviriends or acquaintances as
Serwa and Ama mentioned when describing the cayegarlier in this chapter. So
using homelessness as the core criteria for exemptieans almost all potential
beneficiaries are disqualified.

Second, in my interactions with DHIS managers datf,9t became clear that
they rarely grant an exemption to people who atesioi&. They wait until people
are sick and cannot pay their hospital bill. Resiiag to my question about why
they do not grant exemption to the core poor, a®iHhnager argued: “The criteria
disqualify almost everybody but we occasionallyegexemptions when health
providers refer patients who cannot pay their haspill to us. In such cases, we go
to their aide and register them.”

| describe this as ‘amnesty’ and not exemptionesthe person is rescued when
in crisis, which is not the objective of the NHISlipy. DHISs are supposed to
ensure that the core poor can access healthcane Ml other words, being
insured will encourage them to seek treatmentite g their inability to pay. The
DHIS officials agreed that it is their moral obligen to ensure that the core poor
have access to healthcare. However, my conversatith them revealed underly-
ing issues that do not motivate them to grant exemgto the poor. Their concern
was that since the DHISs are expected to buildhap tGF to meet some of their
operational costs, giving exemptions to the pooamsehey lose money that they
need. Therefore, considering their weak revenue, litagas not in their best interest
to vigorously look for indigents to exempt from priem payment. So they were not
keen to let people know about the exemption polinye DHIS official said: “We
have the problem of low enrolment and we need menéfjwe go to communities
and continue telling them we want to exempt sonoplee the others won't pay. So
how do we get revenue?”

Collectors who are supposed to be on the fronitleatifying the poor (NHIRs
2004, L1 1809, 58: 3) were found to rarely sendgbeto be considered for exemp-
tion. When | asked Emma, a collector, why she lodsagistered a single indigent,
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she told me that she had not found a core-pooppe#s this point, | told her about
Ama, the ‘core-poor’ woman mentioned earlier irstbhapter and suggested she
goes and verify Ama’s situation. A month laternfjaired whether she has gone to
see Ama. She answered in the negative, so | pexbdreg case at PSG meeting and
all those present including the DHISs staff agréed Ama should be exempted.
After two months, when a mass registration was rusgal by the PSG in the
community, Ama was still not registered. At thismment, Serwa, the volunteer who
had introduced Ama to me, told me that one of Anais daughters had died. She
had died at home since Ama did not have moneyki® lb@r to the hospital. Even
after discussing Ama’s misfortune with Emma, siledstl not register her until the
next mass registration campaign two months lateis fime the volunteer brought
Ama to Emma and so she had no choice but to re@isteEmma’s attitude showed
that she was not willing to register Ama, but caubdrefuse because PSG members
were present watching her. This shows the collsttetuctance to register indi-
gents for an exemption, even when they are easglytified and their impoverish
situation is established.

| later learnt that collectors are paid a commissialy on collected premiums
and not for registration and administrative fees.Efnma’s behaviour and other
collector’'s behaviour show that processing exenmgtior core poor is not in their
interest, hence they lack motivation to do so. Hewd observed that the collectors
were registering children and the elderly. Wherstdssed the issue with DHIS
managers and other officials, they admitted they thad not granted an exemption
to any core poor person in those communities. Afsmy conversations with Ama
and many community members, they revealed thatwleeg even not aware of the
exemption policy.

It is obvious that the exemption policy under thélS is far from achieving its
objective, since the homelessness criterion doésetfiect local conditions and
excludes potential beneficiaries. | acknowledgé¢nan if the criteria for identify-
ing indigents is complex, my observation and distrss with DHIS staff, PSG
members, community members and leaders show thedsitin closely knit rural
and urban communities (like Achiano and Anomalraigents are not difficult to
find. People who are eligible for an exemptionlkarewn by almost everyone in the
community as living in abject poverty, as the cafls&éma shows (see also Aryeetey
2012).However, DHISs’ staff were not keen to idgritidigents because it was not
in their interest and did not help them increasér tiGF.

Further discussions and observations suggestitairessure put on DHISs to
improve their IGF could explain the DHISs’ lacka@immitment to grant exemp-
tions to the core poor. A DHIS manager told me thair current premium revenue
is only 5 per cent of their claims. He also samt til the DHISS’ revenue accounts
for about 10 per cent of their total expenditufidee ratio of revenue to expenditures
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Is used to measure the DHISs’ performance. Thustdwenues put the DHISs in a
dilemma about granting exemptions. Should theytggre@mptions to indigents and
improve enrolment? Or is it better to apply the tmestrictive exemption criteria
thus eliminating potential beneficiaries and retpaople who can pay cash, which
increases their IGF.

The findings above highlight three important issisegolicy makers. First, the
homelessness criterion for granting exemption thgents disqualifies potential
beneficiaries. Second, the lack of a commissiaotiectors for registering the core
poor does not motivate them to recommend indigente considered for exemp-
tion. Third, the inadequate funds provided to DHt8ses them to focus on revenue
generation rather than recruiting the poor for epigon. The three issues suggest a
need to rethink the exemption policy, particulaHg homelessness criterion and
payment of registration fees by the core poor.

In conclusion, the decision of the average Ghanimiaanrol and remain in the
scheme is not necessarily influenced by povertiytrdither by factors such as a lack
of interest in health insurance, poor quality Hezdte services delivery, delay in
receiving NHIS cards and the possibility of enrglithrough the back door when
healthcare is needed. This calls for intensive atloe directed to healthcare
providers on the principles of the NHIS and effeetmechanisms to stop corrupt
practices. In addition, the quality of the DHISehace needs to be improved to
attract and retain people, especially those ilNHES rich category, by providing
adequate drugs at DHISs facilities and improvingltimeproviders’ behaviour
towards insured patients to assure better treatridésa, the DHISs should give
equal attention to identifying the core poor foesption to prevent their exclusion
to achieve the equity goal of the NHIS.

Effects of politics on enrolment

The politics surrounding the introduction of NHI8dathe effect of politics on
enrolment are discussed in this section becaus&pals a barrier to implementa-
tion was mentioned by respondents in all threeettakler categories and others
involved in NHIS implementation. Community membeds${IS staff and health
providers spoke about how the NHIS policy-makinggasss and the timing of its
introduction had adverse effects on enrolment. pbktical undertones of the
concerns of the Ministry of Health (MoH), Ghana He&ervice (GHS) and the
National Health Insurance Authority (NHIA) regardithe NHIS are also addressed.
The issue of politics and the NHIS arose when kedskommunity members,
DHIS staff and health providers why people wereamwblling in the scheme. Their
responses indicated that politics negatively ag#@diiHIS uptake irrespective of
knowledge about the potential benefits. | was amhatré&ow the politics within the
Ministerial Health Financing Task Force set ughat¥inistry of Health to draft the
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NHIS bill had reached households in the remote camties | visited. The media
had widely published the acrimony of debates inTthgk Force (see Agyepong &
Adjei 2008) and Parliament and this was keenlofe#d by community members
and influenced some not to enrol.

Discussions with both uninsured and insured padiais reflected their political
sentiments about the NHIS. The respondents exjoréssie sympathy for either the
New Patriotic Party (NPP) or the National Demoara@iongress (NDC). NPP
sympathisers described the NHIS as the best hagdtpolicy ever introduced in the
country. Their typical response was: “You don’t chihem. It's unto them [NDC
supporters]. They are saying because they are N&@Gron’t enrol. For me, | think
NPP did well by providing such a good policy.” TRBC sympathisers, however,
saw the policy-making process as acrimonious ahthig the only way they could
show their disapproval was by refusing to enrokyralso said they were not happy
about the process and the way NPP discredited i@ §overnment. John, a petty
trader and NDC sympathiser did not hesitate to mmerolitics as a factor that
influenced his decision not to enrol. He said:

| didn’t register because of politics | don’t betpto NNP who introduced health insurance. |

hate what they did and said about my party who ¢ioaceived the idea even long before they
won the elections. They should have acknowledge@ ®being the first to introduce the idea
of health insurance even if it did not materiabigéore they left power. That was why | waited

till now before registering.

Kwesi, a community member, also told me: “I thoutjiet NHIS cannot survive
any change in government and that it was goin@t@a imine days wonder’ and will
die when a new government comes to power.” | alsbreports about how NPP
politicians wrote people’s names and promised gaster them in the wake of the
2008 general elections, however, they never retuafier the elections to do so.
This issue arose at the beginning of my fieldwohHew people asked me whether |
was part of the group that had come to write thames and promised to register
them. Collectors at the PSG meetings confirmed\lR@ politicians’ action and
claimed that the politicians had contacted thenmgrthe campaign to compile lists
of widows and the poor, but they never heard froemt after the election.

Health providers also confirmed the situation diésd by community members
and spoke about the effect of politics on enrolmBnt Gyena told me:

Politics influenced people not to enrol when headgurance was introduced. This still lingers
on even after the change of government. | noticeali consulting room that most patients from
particular communities, which are strongholds eftiien opposition party, are not insured.

DHIS staff believed that the politicisation of tN&llS, especially during its in-
troduction, contributed to their operational diffites. They said that the NHIS was
used as a tool by both the ruling and the main sipipa parties to canvass votes
during their campaigns. As a result, political opgots who felt the NHIS was used
by the government to secure electoral victory redu® enrol. DHIS staff believed
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they were often perceived as political activistssping the interests of a single
political party and not as public servants who wenglementing public policy. This
perception undermined the DHISs efforts to prontiséeNHIS. A DHIS manager
described the situation in his district as follows:

The timing of the introduction of NHIS made it galal and contributed to people’s reluctance
to register. They thought because it was governfémtho introduced it they should not join.
In some communities we were treated as belongiagptditical party and chased out when we
went there to educate them. They hooted at usaadave had come to take their money for the
electioneering campaign. Communities that were Nfeghgholds were more receptive and
attended our promotional activities. You can saeaur enrolment figures. Generally, commu-
nities that were NPP strongholds registered mams those that were NDC supporters.

A DHIS staff also told me they were chased out willage because it was pre-
dominantly an NDC stronghold. He said:

Due to the timing of the introduction of the NHISdathe political climate at that time, just

before national elections in 2004, politicians tadkantage of the situation and played politics

with it. The main opposition party criticised thelipy, while the ruling party painted a vivid

picture promising that the NHIS gives free treattanif everything was covered. So people

expect to get everything at the facility. When thagsn’'t happen they feel disappointed and say
all sorts of things against us.

Furthermore, MoH and the GHS staff expressed coscaoout the lack of col-
laboration with the NHIA since the three instituitoexpected to ensure effective
implementation of the NHIS. The staff told me ttie politics were responsible for
the lack of collaboration and this undermined efic service delivery and ultimate-
ly enrolment. The main concern of the MoH and GE# svas the lack of openness
on the part of the NHIA. A GHS staff said that thek of consultations and regular
discussions were the main challenges they facseémvice delivery. He asserted
attempts to institute regular meetings of the M@&@HS, NHIA and DHISs to
discuss their activities and problems to make amglement decisions together
failed after the first meeting. The NHIA stoppedhbaring their invitation and gave
excuses including stating that the MoH could nehswon them to meetings. He
said:

Delay in claim reimbursement, which is at an avenage of five months, is because we [GHS]

have no way of finding out what the real problems ia claim processing. We [GHS and

NHIA] have not sat down at the national level toegon exactly what to do. Facilities send

both soft and the hard copies of NHIS claims. Tirestjon is why should we continue to make

claim processing so difficult for health facilite\lso, when it comes to monitoring, they

[NHIA] don’t involve us. They write to the facilgs without due regard to us. They only come
to us when there is a problem.

Moreover, NHIA piloted new software and set upth@€il system to authenticate NHIS mem-
bership without talking to us. They dealt with hidacilities directly. We told them to involve

us so we could send our staff with them to studystrstem. They refused and have gone ahead
to do their own thing. Now that they are aboutdblg the second phase which requires all
facilities to be computerised, have internal netwanmd be connected to their system, they are
now compelled to involve us so our facilities coptépare bills to fit the new system. As you
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know some facilities don’t have electricity. It nmsave have to provide generators and train our
staff to know how to use the new system; | donvwrat whose expense. We have not dis-
cussed these issues. These situations undermiratiopal efficiency and do not make NHIS
attractive for people to enrol.

The MoH staff also told me that the major probléeytfaced as a policy-making
body was the lack of collaboration. According te dificial, NHIA claims they are
under the Office of the President, so the MoH caiatl them to a meeting. The
official said:

The biggest challenge facing us is not only lackalfaboration, but that the NHIA doesn’t
share information. Their reports on NHIS are clees$i This doesn’t help build systems that
improve quality of service, hence the numerous daim{s.

An official of the NHIA spoke about the MoH and GldBicials’ allegations of a
lack of collaboration and transparency when disogsthe NHIS issues:

NHIS is a pro-poor policy with premiums based om ploverty level in the country. Premium
levels are low enough to make it possible for tlagomity of Ghanaians to enrol and exemptions
are also in place for vulnerable groups. But, tieblem is those implementing the policy. Some
of DHISs and health facilities have not performesetitably while others engage in all sorts of
corrupt practices. This has resulted in delaysaims reimbursement and other issues they are
complaining about. They have not yet absorbed tetses into the NHIS. They read politics
into whatever we do. The issues they are complgiabout are measures aimed at improving
and reducing corruption in the system. I'm surewileget there soon.

When | asked why they did not want to give out infation, another official
quickly responded: “It depends on what you are gaindo with the information.”
This statement confirms the concerns expresseddiy &d GHS officials about
lack of collaboration. This situation suggests satems that could make NHIA
more responsive to implementation challenges andrtirerging needs of stakehold-
ers to improve service delivery are not really geileveloped in a participatory
manner. Thus, effective collaboration to ensurgciefiit implementation of the
NHIS policy seems to be lacking at the highestlleve

John’s and Kwesi’'s decision not to enrol, the Mail &HS staff’'s concerns
about the lack of collaboration and the NHIA narshg information are underlying
issues that are worth discussing. The situatiomwstibat governments act in ways
that elicit negative reactions towards the verygyalhey are trying to promote in
pursuit of their political ambition. Community meers who politicise the NHIS
undermined the credibility of the scheme as a $@&aurity provision aimed at
ensuring equity in access to healthcare. Concepressed by MoH and GHS staff
suggest that the lack of collaboration does ndtlmyistems that will help improve
service delivery, since initiatives by NHIA aloneutd miss important challenges
confronting implementers and service providersp8iiticising social policies such
as the NHIS, politicians are stabbing themselvelaerback. The more they try to
ensure equity in healthcare access without effelgtengaging key stakeholders, the



84

more they seem to miss the real challenges thattod®e addressed, hence increas-
ing the likelihood of failure.

International politics and healthcare policy-making

Events at the international level indicate thatltheare reforms, especially health
insurance, generally generate fierce political tehaFor example, the US 2008
elections were also characterised by intense deldien President Obama cam-
paigned heavily on restructuring health insurarides led to enactment of the
Patient Protection and Affordable Care Act (PPA@AMarch 2010, informally
referred to as Obamacare. The main observationanelén this discussion was the
US approach to the policy-making process that ot lobbying within the
legislature and civil society groups as well. Pdwelobbyists were used to ma-
noeuvre the legislation process to get the bilspdsand safeguard transparency.
This is not to say that the process was a perfestlout as political scientists have
argued, the formulation of successful public pofhggdamentally depends on the
political environment and the checks and balantaisguide the process. Brinker-
hoff (2004) observes that stakeholder engagemesiires accountability and
compliance with procedures and improves performanchkis study of health
systems in the US. He argues that this engagenedpdg Qenerate a system-wide
perspective and reveals gaps that require atteatiohinterventions to improve
service delivery.

Another example is Mexico’s Ministry of Health thad the process of develop-
ing stakeholder support for a healthcare reformclwviexpanded social insurance
coverage to the poor. They used strong persuagjuennts and an evidence-based
approach to win the support of competing politaad special interest groups. In
Mexico, dissenting views did not lead to resentmé&his effort has been acknowl-
edged as one of the most successful policy refofrffsesident Fox’s government
(see Frenk 2006). It demonstrates that the effecivgagement of stakeholders
ensures that public policy-making does not dege¢eano bitter wrangling among
key actors.

The Mexican and the USA approaches both providevasit information and
lessons for politicians and policy makers in Ghaffeeir experiences show that
lobbying and engaging political opponents in thikcgemaking process is essential.
De Swaan (1988: 156), writing about state inteneernib promote social security in
nineteenth century Western Europe, provides ingigiat the role of politics in
social policy making: “Creating social security wesd political work. It demanded
strategic coalition building and tactical parliarteay and bureaucratic manoeu-
vring”. His observation shows that politicians slibeandeavour not to politicise
health insurance to advance their careers, bugrage diplomacy and negotiation
to allow for experts’ input to guide the policy-miags process. This would build
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trust in the NHIS and encourage people to enrollentimately ensuring the
equity that the politicians very much desire toiaet. Thus, when all stakeholder
voices are heard, the possibility of failure isueed.

Factors that encouraged enrolment in the NHIS andwal of
membership

During my fieldwork, | found issues that promotbd tNHIS that deserve attention
as well. These are discussed under two themegadijive attitudes of health
providers and (2) benefits derived from membershithe NHIS. These factors
encouraged people to enrol and remain in the schEmeeNHIS provided financial
relief for insured patients and reduced their vidbdity to ill health. For healthcare
providers, the NHIS was perceived as reducing dedaliome since insured patients
presented with less complicated cases. They appeecthat the NHIS enhanced
their work and encouraged their patients to enrol.

Positive behaviours of health providers
As stated earlier in this chapter, health provigatient interaction affects NHIS
enrolment and membership renewal. This study fol@icdcommunity members did
not perceive all health providers as hostile angtedipectful towards insured
patients. This observation is contrary to the pappérception that health providers
do not support the NHIS. Some health providers \atse seen as kind and helpful
towards insured patients. They discussed the lenefithe NHIS with their
uninsured patients and encouraged them to ebBrgling my fieldwork, | heard
some health providers advising their patients twleespecially those who had
difficulty paying for their treatment. A key inforant told me that he had registered
because he was persuaded to do so by a medicstbassHe said:

The Medical Assistant always convinces patientegister. The last time | was at the hospital,

she advised me to register so that | can get selieé from paying my son’s hospital bill. It was

because of her persuasion that | went to registénat facility, the first thing they ask a patien
is whether he or she has an insurance card.

Therefore, some health provider-patient interactioneated the impression that
the NHIS would benefit patients and encouraged lgetipenrol. This supports
Arhinful’'s (2003) observation that perceptions mbiitely play a role in people’s
decision to join SHISs and indicates that consceftrts by health providers to

behave favourably towards insured patients creed@fidence in the NHIS and
encouraged people to enrol.

Benefits of the NHIS
Previous studies in Ghana show that health inserdwas a positive impact on
healthcare utilisation (Sulzbach et al. 2005, Ansthl. 2009). Sulzbach (2008)
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compared baseline data in selected districts befodeafter the NHIS, and found
that it increased access to formal care and saamfly decreased out-of-pocket
expenditures. This study also found that the Nidtiices healthcare delays at home
and in facilities, thus resulting in fewer comptioas among insured patients. It
also helps the management of vulnerabilities anve i@ty presented by ill health,
specifically for people suffering from chronic dises such as diabetics and hyper-
tension. This confirms previous findings that theu$ehold cost of ill health
contributes to impoverishment since poorer houskhiblat are affected by chronic
disease that uses up resources which leads tosb®t livelihoods (Russel 2004,
Save the Children UK 2005, Mulemi 2010).

Conversations with both insured and uninsured pesymgest that NHIS benefits
(for themselves or relatives) encouraged themrtane in the scheme. The insured,
especially those who seek healthcare regularlyewsppy about the benefit
package and the economic and social relief of théSNThis is reflected in the
survey results in which the majority (76.2%) ofrabpondents, in Anomabo (100%)
and Achiano (75%) said they enrolled because NHi& ghem financial protection
against iliness, helped them save money when pdwngapital bills and made them
independent since they did not need to ask for ménoen elsewhere (Table A.4,
Appendix 2). A typical statement made by the indunas: “Even if there are
problems such as negative behaviour of healthcareders, the benefits outweigh
such inconveniences.” Akosua narrated how hergieriill health and high cost of
treatment caused her to spend her capital anduséand nearly divorced her, but
she did enrol in the NHIS a year ago. She said:

| used to worry about my condition when | was pgyior treatment every month. | think this
even worsened my condition at a point becauseditiad to the disease | was also worried
about how to pay for treatment and the threat wbrdie. Now NHIS helps me get my drugs
regularly. I don’t have crises anymore. Thank Ged tegained my strength and able to go
about my daily activities without feeling any shdmevas able to accumulate some capital and
resumed my trading. | don’t spend all my money ealtincare anymore.

Furthermore, insured patients said that all they think about is their transport
to the healthcare facility and not how to get motepay a deposit before treat-
ment. This is what Anoma said when | asked him ivagontinues to be a member
of the NHIS:

The premium compared to the cost of healthcaredasanable. | was lucky to have insurance
when | had to remove my hernia. | didn’t think cbmey to pay a deposit. Things would have
been very difficult for me since it was during thg season and | didn’t have money, it means |
had to wait for the fishing season or borrow moméyhe hospital too they just asked me of my
NHIS card and immediately admitted me because liwgseat pain. Otherwise they would

She explained shame as her inability to get ctospeople because she was always sick and not
contributing anything to the family or communitystivities. People sometimes were also unwilling to
get close to her and her husband wanted to divtece
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have asked me to pay deposit before treatmenthédle delays would have ended in something
else; maybe death.

Akua, a diabetic patient also narrated how the N#fi&bles her go to the hospital
regularly and have all her drugs. She said:

This hospital card [NHIS card] has reduced my boraled worries. | don't have to spend the

littte money for my trading activities to pay haspibills. Though the sickness is still there,

because | know | can get healthcare anytime, ledaxed. Insurance has given me peace and

relieved me from thinking about ill health. So foe, | regularly renew my card even though |

am not satisfied with the quality of service insthiospital. Sometimes you have to spend so
much time there.

The above reports suggest that when the NHIS cdwakhcare expenditures
and insured patients are assured of receiving theg, are more likely to live
positively with their diseas&hus, the NHIS reduces a person’s vulnerabilithéo
adverse effects of ill health. Since this reductiorulnerability occurs in a com-
munity, some people who are initially reluctanétwol are ultimately encouraged to
do so. Although people may be dissatisfied withthgaroviders’ negative behav-
iour, this might be overlooked if drugs are avdeadit the local healthcare facility.

Healthcare providers told me that the NHIS redwsays at home and heath
facilities and solves the problem of deposits fealthcare as indicated by Anoma.
Dr. Gyena described the benefits as follows:

The good thing about NHIS is that it has improvétisation and reduced delays; many more
people are coming to the hospital now. At leastriibared are reporting early with less compli-
cated cases. They also have fewer problems gettegigdrugs. This makes treatment more
effective as people come for reviews regularly.

According to hospital administrators, the NHIS maproved their revenue de-
spite the delay in the payments for claims. The 8lks helped them recover funds
from people who access healthcare and cannot gagald: “Comparing NHIS to
the past when we lost so much money to people vemmat pay their cost of
treatment to now when we contact the DHIS, thep bath people with exemption
and pay us.”

Dr Gyena'’s account and the medical assistant’supeiag her patients to enrol
show that some health providers see the NHIS aamneiig their effort of providing
quality healthcare and advise their patients toletorensure they have access to
treatment when they need it.

Anoma, who faced the risk of death but for the NHiBows the linkages be-
tween SHISs and protection against health riske{dample supports Criel’'s (1999)
assertion that SHISs avert risk. Akua, Akosua andma also show that the NHIS
helped them regain their livelihood in additionpi@viding economic relief from
paying catastrophic healthcare costs. The NHISduketp enhance their ability to
cope with and adapt to their chronic condition esglime their economic activity.
This underscores the importance of the exemptitinypas a safety net for the core
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poor in the midst of inadequate support from fanaihd friends. The NHIS was

therefore found to facilitate prompt access to theare and adequate treatment.
Lack of membership in the NHIS can result in faid as in the case of Ama’s

daughter who died due to lack of access to heathtis suggests that exemptions
for the poorest households are critical.

Conclusion

This chapter has shown the multidimensional factoes affect enrolment and
retention in the NHIS. Reasons given for not emrgland renewing memberships
seemed to be simple: “No money to pay premium agdtration fees.” There are,
however, more complex factors at all levels: comityuhealth facility, DHISs and
politics converge to influence member enrolment igtention.

Most of the participants indicated that neithergrby nor premium costs were a
significant reason for not enrolling. Thus, in ddd to the “no money to pay”
response, people mentioned that they were “nonhdfiek.” Since people could
obtain ‘cheaper’ healthcare at chemical and phayrahops when they were sick,
this encouraged them not to enrol in the NHIS pevetheir membership. They did
not see health insurance as a pressing need. Fuigeatisfaction about the lack of
drugs at health facilities and health providerscluding DHIS staff) negative
behaviour and malfeasance all make people quabgorcommitment to the NHIS.
In addition to the community members’ low intergshealth insurance, the out-
come of insured patients’ encounters with healtiviglers discourages people from
enrolling and remaining in the NHIS. At the samedj health providers’ persuasion
makes some uninsured patients appreciate the NisIB, the case of the medical
assistant who showed her NHIS card to patientsitcease confidence in the
scheme and thereby encourage them to enrol and tke@ membership.

For health providers, the increased utilisatiohexdlthcare services and comple-
tion of the complex NHIS form both exacerbatedrtheiavy workload and caused
them stress, which resulted in some being hostilleshowing disrespect to insured
patients by asking them to pay cash or giving pesfee to uninsured patients.
These issues, coupled with delays in claim paymedigersely affected the quality
of service delivery health providers’ desire topde quality service.

DHISs’ staff shortages, inadequate funding and laickquipment adversely
affected their work output and resulted in delayissuing NHIS cards. To manage
their distressed financial situation, DHISs ara itilemma as to whether or not to
focus more on revenue generation to increase ititeimally generated fund or to
grant exemptions to the poor to improve enrolment.

Given the significance of trust in SHIS, this stushows that the lack of trust
erodes public confidence in the NHIS and undermitegotential as a viable
alternative to ‘cash and carry’ and to ensure actegjuality healthcare for all
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residents in Ghana. This was demonstrated by tageal involvement of health
providers, DHIS officials’ and NHIS collectors imatfeasance, which led to distrust
among stakeholders and negatively affected thahsligglof the NHIS.

Finally, situating barriers and enablers at thelle¥local stakeholders and high-
lighting their concerns, makes revealing the regafivolved in implementing the
NHIS policy to policy makers critical. This studyowides a guide for developing
interventions that can create confidence in the®&hd encourage people to enrol
and regularly renew their membership. How loca¢lemulti-stakeholders collabo-
rative groups were set up and were able to devehopimplement interventions
activities to reduce these barriers, increase er@ol and retain members in the
NHIS is the focus of the next three chapters.






Creating problem-solving
groups

Introduction

In Tiase (not real name), the selection processigdth three times before the
community could select problem-solving group (P$@&mbers. After a hectic
durbar in Tiase, George, a health provider, waktdight to me. He wanted to
know the necessity of the elaborate participatancess (described later in this
chapter) we used to select PSG members with gsifiquestions as follows:

Why do you have to go through all these? Why diglait just let the chief give you people to
join us [health providers and DHIS staffs]? Thattsat we have been doing. Who has time to do
all these? We don’t follow any laborious proceks What you have done. We normally discuss
what we want to do with the chief or people we knothe community and request for people
to work with. If necessary then we organise a comitguurbar to inform them about the inter-
vention.

George’s statements represent his experience @hdgs that of many others) of
how community representatives are selected to fetakeholder collaborative
groups. His expression of surprise about the etdb@rocess used in forming PSGs
and why wé committed ourselves to it suggests that in sgigl the rhetoric about
community involvement and participation, a few pegpobably decide on what to
do and who to engage in the process. It also stgytied even those who claim to
engage stakeholders in their intervention prograsmoften do not involve them
from the onset.

! Since my study was part of a multidisciplinargaarch project, some, but not all activities wengied

out by the research team (two health economistsremdhe medical anthropologist). Research assistan
were hired to lead the PSG creation process.
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A literature search on partnerships and partiogpeshows that despite the long
history of collaborative groups globally, the pres®f creating them is given less
attention. Many studies argue in favour of and giesitive accounts of partnership
outcomes (Hawkes et al. 2004, Hawkins et al. 280B¢ensul et al. 2004). However,
processes involved in reaching that goal are nttdeeumented. The UK Depart-
ment of Health (2004) notes that despite the désireclude patients and the public
in the planning and development issues, it isdess how their involvement should
be undertaken. This implies that even though pestm@formation is not new, there
are no blue prints to follow for creating partn@oshso most programme officers do
their ‘own thing’.

This chapter provides a systematic descriptiorhefdelection processes and
specific activities carried out to create and aiai PSGs. It seeks to answer three
main questions: What processes are followed wheatiog PSGs? Who are
involved? How are PSG members and facilitatorssad® | provide insight into the
complexity of the process. | also describe thelehgks we encountered and how
they were addressed. Lastly, | give suggestionsnmmrove the PSG creation
processes.

Steps and activities in problem-solving group fatiora

Figure 4.1 shows the four major processes andigsifollowed in the creation and
initiation of PSGs. The PSG formation process sthwtith a stakeholders’ orienta-
tion and ended with the PSG facilitators trainiajhough | was active in contact-
ing stakeholders and arranging the logistics toenthat PSGs’ were formed, | did
not play a lead role during the sensitisation durdrain the selection of PSG
members and facilitators. However, | did observengs, listen to discussions and
contribute ideas when necessary. | also engagedocaoity members, DHIS staff
and health providers in conversations during tloe@ss.

Figure 4.1  Steps followed in setting up problem-solving groups

Training of facilitators

B

Selection of facilitators

Community durbar and
selection of PSG member

T

Stakeholders’ orientation
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Stakeholders’ orientation
The PSG formation began with a stakeholders’ caigont. During this phase we
interacted with key stakeholders (community memfiezalth providers and DHIS
staff) and created awareness about the probleowoéhrolment and membership
retention rates. After opinion leaders, health mters, DHIS staff and the research
assistant presented the purpose of the interve(des chapter five for details) in
open forum, those present asked questions fofficktron and also added their
observation. The research team believed that sgngithe stakeholders about the
purpose of the intervention (increasing enrolmeaxtr@tention in the NHIS) would
make them interested and willing to work togetloerdhange. | will describe how
the community members, health providers and DHi8 stere mobilised, oriented
and motivated to address the problems of low ergotnm the NHIS and high
membership non-renewal rates. Before this coulghapthe stakeholders had to
recognise the problem and be concerned about caimgegher to address them.
Guided by the multi-level perspective (MLP) thatprasises studying a phe-
nomenon by engaging actors at all levels (Pres8,18feen et al. 2001, Van der
Geest et al. 1990), key stakeholders of the NHIfwagaged in the mobilisation
effort to set up PSGs from the onset. The prodested with visits by the research
team to the District Director of Health Service(BSs), District Health Insurance
Scheme (DHIS) managers, heads of local healthtfasiand community leaders.
After our meetings with the DDHSSs, we were introeftito disease control officérs
(DCO) who had in-depth knowledge about all the camitres in their districts. The
DCOs led us to the community-based disease swamedl volunteers popularly
called ‘volunteers’, who they engage in outreadgmmmes. The volunteers led us
to the chiefs, elders and opinion leaders of therwention communities. Discus-
sions with the volunteers focused on the inteneenéind its purpose. We solicited
their support for the intervention and asked pesmisto engage their staff and
community members in the programme. We also sailnghtolunteers’ views on
the selection of PSG members. These visits gatieeugpportunity to learn about
the community dynamics and to utilise communitystinres and leaders to lead the
PSG creation process. The orientation phase léisted weeks during which an
average of two visits was paid to each commungglth facility and DHIS office.
As researchers in the communities and among hpadthders and DHIS staff,
we (the research team) were not sure what proceskiwe acceptable and how to

2 Disease control officers are staff of GHS staibrin the district health directorates. Their jab i

surveillance and reporting on disease outbreaks.

Community-based disease surveillance volunteersanmunity members who work with DCOs. They

are key persons in health-related community edoicatiand intervention programmes. Their main task i

to report the presence of any communicable or fitfes disease in the community to the DCOs. They
also give advice to community members to seek gpjate medical care promptly when sick.

3
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motivate interest in the intervention. We decidestart our discussions by present-
ing the pre-intervention household survey restls generally showed low NHIS
enrolment and high membership non-renewal rates.av@nged a meeting to
introduce the project to opinion and community kad the DDHSs and DHIS
managers and their staff. We discussed the proldeptsired by our survey. After
presenting the results, the discussions generadigine brainstorming sessions. All
stakeholders spoke about their concerns regardsm§HIS and focused on chal-
lenges at their level: the community, health fagiind the DHIS. Our meetings
usually ended with discussions on how to addressaised concerns and the best
strategy for selecting PSG members. Next, we inited the purpose of the
intervention and rationale for the multi-stakeholdeoblem-solving programme
(MSPSP).

At the health provider level, discussions were etd DDHSs, doctors, medical
assistants, disease control officers, nurses, lamsetwho work on NHIS forms
among others. In most of the discussions, thegelstéders voiced concerns over
the lack of consultation by the DHIS and NHIS opieraal difficulties. Dr Gyena, a
DDHS staff member made remarks about the NHIS apgat for the intervention
and typified the health providers’ concerns. Helsai

The National Health Insurance Authority (NHIA) istristening to those of us on the ground

providing service. They could have improved thgemtions if they had a ‘listening ear’. Now

we have all sorts of problems; even they can’t ggyBy bringing all of us together half the
problem is solved. Many people come here and fathitaboration but they tell us what to do.

They think we don’t know anything. Our ‘voices’ dbgo anywhere. They forget that we also

know what is ‘workable’ at the local level. Somegisnwhat is lacking is that the right people are

not selected into such groups. We will supportitihervention and make sure we get the right
people in the group.

The DHIS staff included DHIS managers, public relas officers (PROs), man-
agement information system (MIS) officers and otstaiff who took part in the
discussions. They were all excited about the iet@ion and indicated that enrolling
people in the NHIS was their core business, sowayd support any programme
aimed at helping them achieve their goal. Howetlery lamented the lukewarm
attitudes of people towards the NHIS and the chghe of implementation. They
indicated they had been conducting many educatamtizities, but people were just
not responding. However, some DHIS staff were Wttsurprised at the low
enrolment and high non-renewal figures we had abthfrom our pre-intervention
household survey; nevertheless they did not disputedata. One of them said:
“Though | know that many people are not enrollindgydn’t know the situation was
all that bad. In fact, we really have to act.”

In the community, chiefs and their elders, volurgeBIHIS collectors and opin-
ion leaders (such as assemblymen and Unit Comnutte@men) were those
involved in discussions. Our meetings with themuied on why some people were
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not enrolling and others were not renewing theinerships. Similar to other
stakeholders, these respondents expressed womy ledow enrolment situation
and some admitted that they had not registereddbles. Others recounted their
own experiences with the NHIS. Below is an excdrpim one meeting with
community leaders:

Agnes(member of research team and medical anthropa)olfie are here this morning as a
follow-up to the baseline [pre-intervention] surwvey carried out in March this year [2009]. Our
purpose is to share our survey results with yoe. fElsults generally showed low enrolment in
the NHIS and high non-renewal rétedut of the 13 communities surveyed in this reg@en-
tral Region], only four had 33 per cent of housdblanrolled. Individual enrolment was less
than 10 per cent in three communities. In this camity, when you count 10 households only
one (9.2%) had at least one member with valid N¢d&I. The situation is even worse when
you consider everybody.

Community elderThank you for your information. | didn’t know soany people have not
enrolled. I'm happy you are here to let us know ts@nious the situation is. I'll say that the
problem with health insurance is not just that weereot enrolling, but also the problems people
encounter when they enrol or go to the healthifgalfter enrolling.

Agnes So, we are here to discuss what could be domagmove the situation. Specifically,
what action we can take to encourage people td antbremain with the scheme.

AssemblymarDefinitely something must be done to get morepeeenrolled. Though we all
agree that health insurance is good and that ewdyyshould register, there are problems that
discourage many of us from enrolling. We were teleen you have the hospital [NHIS] card
and you go to the hospital you do not have to paythat is not what is happening. Insured
patients are still paying at health facilitiesthis town there is no accredited drug store so you
have to travel to other places to get your drugeddver the cards are delayed after registration.
All these discourage people from joining and theuned renewing their cards.

Agnes We are here to discuss how we can best dealthdtiproblems you have mentioned.
When we met healthcare providers and DHIS stadf; tiso mentioned a number of challenges
that undermine their work. The SHINE Ghana projeam thinks that factors that discourage
people from enrolling or renewing their NHIS calld be better dealt with if community
members, health providers and DHIS staff work thgeto identify and address them. We are
proposing an intervention called a multi-stakeholg®blem-solving programme to help ad-
dress these barriers that undermine enrolmenteedtion of members. So we are here to seek
your views and support for the project. The fitepss how to set up what we called problem-
solving groups consisting of representatives ofcthramunity members, health providers and
DHIS staff. As the name implies this group is expddo meet regularly to identify barriers to
enrolment and retention of members at each lelatesdeas and develop their own solutions
and implement them.

Chief I'm happy you are here to discuss your ideas ustland how we can work together. I'm
also happy about the fact that you are involvingitheproviders and the DHIS staffs. | think if
we work together we can achieve better results.

Agnes Thank you for accepting to be part of the proc€hs first step now is the method to use
to get your representatives to join the PSG.

Of the 13 communities surveyed in this regionni@d Region), four had enrolment levels between
31.8% and 39.1%, and the other nine had enrolregntd between 9.2 % and 29.6%. Individual enrol-
ment was less than 10% in three communities antbthest was 4.8% (see Table A.3, Appendix 2).
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At the end of the visits, all professional stakeleos indicated that access to
healthcare is an endemic problem that the NHIXieeted to solve. Therefore,
since very low enrolment and high drop-out rategehbeen recorded in most
communities, pragmatic interventions are needexdate and sustain community
members’ interest in health insurance while akeslelders re-orient their world-
views about the NHIS. For example, health provideidthe DHIS staff lauded the
MSPSP as an intervention that would help them addiee demands of community
members while giving them the opportunity to tddoat the NHIS implementation
challenges they were facing. They also promisdthtee their staff join the PSGs.
Community leaders were happy about their involvenmetihe mobilisation process.
The typical response after being briefed waéb*hw ayi w n a w betumi ay

dwuma nbd (We will select people who can do the work). k#y stakeholders
provided very useful information about their comnties.

Hawkes et al. (2004) analysed potential barrietisgd@mplementation of a syphi-
lis control programme. The authors observed thgagimg key players is crucial to
ensure that an intervention programme receivesuadegupport and health policies
become effective in practice. In this study, weesled that the key stakeholders’
involvement raised interest in the interventioneTduestion of the appropriate
method for selecting community representativetanfPSGs was settled in our
follow-up visits. After a number of techniques weseggested by community
members, health providers and DHIS staff, a finatision was made. Some
community leaders, who were in favour of handpigkimembers of PSGs, argued
that an open selection method would be an arduoaseps and might not be
successful. Others who supported the open selgutomess argued that the process
would identify more credible individuals to repraséhe community since many
people would be critical of the selected PSG mesiber one community, an
assemblyman who argued in support of the opentsmieat a community durbar
described the advantage as follows:

It is better if everybody participate in selectiegresentatives to the group than the few of us
gathered here decide to pick people to represemttimmunity. More importantly, taking those
who will finally be selected through a vigorousesztion process will let them be more serious
with the intervention. They will feel they are aoatable to the whole community not the few of
us and be serious with their work.

Kekeli, an assemblyman in another community expldwwhy an open selection
process in a community durbar was preferred:

Instead of a few people deciding on who should $& fhembers, it is better we involve the
whole community even if it is strenuous and timestoning. With the durbar, the right message
will spread faster since many people will attend atart talking to their family members and
friends. So awareness is created among the mayattin a short time. It would actually influ-
ence the majority of them to take the intervensieriously and hopefully will motivate them to
respond positively to whatever the group decidedoto
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After extensive discussions, opinion and commuftegders in the first two
communities unanimously agreed upon an open sefeptiocess at a durbar to
select PSG community representatives. The consevesishat the durbar would
create awareness among community members and déayotmdation for the
intervention even before it started. The meetirgysally ended with opinion leaders
taking the responsibility to mobilise people teeatt the durbar.

The community orientation visits to the seven imgtion communities went
well except for the last one in Jakakrom (not reahe), an urban community. As
usual a volunteer arranged the pre-durbar medtiage the chief, Nana Ansafi’s
first reaction was negative. After a briefing, héeicated that he was not going to
tolerate such things (intervention programmes amgimeo he was not going to give
me permission to enter the community. He told mevae not happy with the
activities of NGOs who came to the community withgroperly consulting him. He
indicated that the NGOs want to use communitiesd&e money, so he would not
allow me to do so. In fact, he nearly walked meadube room. | asked politely if |
could review what | had said and he agreed. Spdated what | initially said and
emphasised that | was just a researcher from tivensity and not from an NGO.
Then he changed his mind and told me that he tsadratired from the university
two years ago. He explained his initial negatiandt

| agree that any intervention that will make my plechave access to healthcare must be sup-
ported because development can only occur in a eontynif everybody is healthy and can
work. But people come here without proper consioltatThe ‘so-called’ experts think they
know everything and don’tinvolve us. The other,dayst heard a group was doing something
down there [pointing his finger to a school]. Tleayne without seeking our views [pointing to a
number of elders he had summoned to come and tister] about what they want to do. They
just waste money sometimes doing things that dbewefit us or solve the problem. It is good
you want us to be part of the intervention. I'm pyagou are also involving health providers and
DHIS staff. | hope whatever comes out of your reseavill be used to improve the situation.

At this point, the meeting turned into a convemaand Nana Ansah recounted
his experience with programmes that performed gdmtause the people were not
given the opportunity to add their input about hbwvngs should be done. He told
me that he personally had gotten the women in bdmangunity to use treated
mosquito nets.

Chambers (1983), a key proponent of participatnas, noted the concerns like
those of Nana Ansah and Dr Gyena. The author reedahat even when develop-
ment workers talk about community participationthet end of the day it is still an

® Chiefs in Ghana have jurisdiction over a particgieographical area. So outsiders entering thenwomia
ty must seek his permission. This is sometimestaéal especially in urban communities where thelloca
government agencies, such as the district assesnbéige political power and oversee civic actigities
a result, a chief's authority is not felt as muctd & sometimes taken for granted as the case i Na
Ansah shows. Nana Ansah lives in an urban commauamitlyis a retired public servant
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outsider seeking to change things for local pedpies was what the MSPSP sought
not to do; it did not intend to treat key stakeleotdof the NHIS as only consumers
of the intervention to expand coverage, but rathe@ngage them from the onset.

Furthermore, casual remarks made during conversatwth community mem-
bers gave me insight into the local situation apprapriate measures needed for
support of the intervention. For example, a coratgra with Agya Mensah, a Unit
Committe& chairman, during one of our familiarisation visitshe Kaja communi-
ty, alerted us to a chieftaincy dispute that resgislightly changing the protocols
we were following. This hint was dropped when thkmteer introduced us to Agya
Mensah as someone we could talk to about the grdj&er telling Agya Mensah
about the intervention and creation of the PSGskked him which persons were
likely to be nominated as PSG members. He toldheeetwere many people, but
the volunteer | was walking with had problems vatsection of the community, so |
should be careful how I involve him. | was curi@ml asked what kind of problem.
He said the family of the volunteer was involveaichieftaincy dispute so includ-
ing him might not be helpful. To be sure about whgya Mensah had told me, |
verified the situation with the NHIS collector (thext person the volunteer took me
to). He confirmed the story and said that the vidaris family had refused to take
part in community activities, so if he played anfroole in organising the durbar,
people might not attend.” | came back to ask Agyendah about when we could
visit the chief. He said: “Due to the chieftainagplte, if some people see you
going to any of the contesting chiefs, they migbydott the durbar. They might
associate what you are doing with him. So | thirkdon’t have to visit any of
them.”

| must say that this advice yielded rich informati@/e gained significant insight
into community dynamics that helped address stdéehs) concerns. Stakeholders’
observations and advice informed us about the lomadlitions and procedures we
could utilise to guide the selection of communig§G’representatives. For example,
due to the existing chieftaincy dispute in Kajat(n@al name), Agya Mensah
became the rallying point for mobilisation actie&i He was perceived as neutral
and acceptable to the whole community, so he tbakan himself to invite the
feuding factions to the community-sensitisatiorodur He informed the community
about the intervention and the need to attend @hkad. | did not visit any of the
contesting chiefs. A public announcement was madéhb village announcer
inviting everybody, including the contesting chietis the sensitisation meeting.
Agya Mensah also advised that we use an open ®glguibcess to minimise the

® A Unit Committee is the lowest level in Ghana&cdntralisation structure of governance. It ishat t

community level. Elections are non-partisan, so imensiare supposed to be politically neutral andmot
show open support for any party.
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effect of local politics on the selection procdedact, the durbar was well attended
and true to Agya Mensah’s word (and contrary totvila@pened in other communi-
ties where nominees were unanimously accepted)gttmnation of one person was
contested. The details of what happened will beutdised later in this chapter. It
was also remarkable that no one nominated the tedurto be a member of the
PSG, which was not the case in other communities.olervation during the
durbar and the selection process confirmed thatdahanteer was not popular with
the people because of his involvement in traditigaditics.

Another important issue worth mentioning is thdtigg people to attend durbars
in fishing communities was very difficult comparéal farming communities.
Though they could not give me a reason, | was haphave been cautioned by
DHIS staff and health providers of the low attermiathey normally record when
durbars are organised in fishing communities. Armvéed this information, | made
an extra effort to interest fishermen in particutaattend the durbar so they could
also be selected. In fact, in my conversations witm during my community
orientation visits, they were not enthusiastic dbparticipating in the PSGs.
Therefore, | took pains to talk to them while thegre busy mending their nets.
Even when | explained to them that the PSG meetingther activities would not
take much of their time nor disrupt their work gribey would be scheduled at their
convenience, they were still adamant about notigyaating. | later asked the
volunteer who normally accompanied me about theefimen’s lukewarm attitude.
He told me that the reason for their general laalachl attitudes towards such
programmes could be because of their inabilitydoverse in English. This was
confirmed when | engaged one of them in a conviersaBelow is an excerpt.

Agnes Why are you not interested in being a membehefgroup?

Eba We don't understand English. When people come,libey will be speaking English and
we will not understand. But also let me ask youwdtayou want from the group?

Agnes The group is expected to meet at least once averyh to discuss the reasons why
many people are not enrolling in the NHIS and wig/few who enrol some do not renew their
membership. The group will plan activities thatthignk will improve enrolment and influence
people to remain in the scheme. All communicatidhbve done in Fanti (the local language),
so you will have no problem communicating your \sewre there any other challenges?

Eba If the language problem is solved, then we wilhe. We don’t have any problem with the

group.

Despite Ebo’s assurance, not many fishermen attetidedurbars. As it was,
fishing communities generally recorded the lowéstaance confirming what | had
been told. The situation in fishing communitiesréiere demands a rethinking of
how to get them into PSGs since they appear nbetmterested in community
durbars. This challenge is addressed in the neagiteh that describes how PSGs
devised other strategies in addition to communiigbdrs that made it possible to
reach fishermen with intervention activities.
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Criteria for selecting PSG members
Having settled on a durbar as the best forum tecs&SG members we (health
providers, DHIS staffs, community leaders, my resleassistant and I) discussed
the best selection procedure. Ideas gathered fnesetdiscussions were used to
develop detailed guidelines for the selection psec&hese ideas also helped me to
develop the framework for the PSG creation procéss.following criteria were
determined after discussions with the DHIS stadlth providers and community
members involved in organising the durbar. We adjtkat any adult residentin the
community was eligible to nominate someone anddmimated and that at least
two women should be in the group. Another conditi@s that all speakers includ-
ing the DHIS staff and health providers should camimate in the local language.
The decision to include at least two women in €28k was reached after the first
community durbar when only one woman had been seledter the initial selec-
tion round. This attracted our (the research assisind I) attention. We immediate-
ly alerted the assemblyman who was helping toifatslthe selection process. After
a short discussion, he drew the community’s atherit the sole woman participant.
The situation was discussed and everyone agrediteameed to have at least two
women in the group. The research assistant atloogk involved in organising the
durbar agreed that since women are caregivers sthayld be part of groups that
discusses healthcare issues. So a second womanomagated to join the PSG and
having at least two women became a condition foothler PSGs. This was to
ensure that women were given the opportunity tdippate effectively in the
intervention. The argument was that if we left warsenominations open, they
might not have been selected at all in some cominesni

| must admit that the initial selection of only omeman was actually not a sur-
prise to me since Ghana is a male-dominated soaietlywomen’s leadership
capacities are generally undervalued. There isehef about the superiority of men
and specific roles are assigned to men and womehid regard, Cusack (1999: 25)
observed that in Ghana, role expectations genefedigfine women to specific
spaces.” Leadership positions for example, are asehe preserve of men, and
women are generally associated with reproductivetians. Farmer (2005) also
contends that throughout the world, women are ocoéd with an ideology that
situates them as inferior to men.

Lessons learned from community orientation

Key stakeholder engagement in setting the patinédiormation of PSGs during the
orientation phase of the process brings to thedaramber of key lessons that are
relevant to intervention practices in Ghana. Nehimating women in the first group
illustrates how women are relegated to the backgtavhen it comes to leadership
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in many community gatherings and explains theireunepresentation in leadership
positions at the national level.

First, discussions with health providers, DHIS fstaind community members
indicated they were interested in the interventiecause of the opportunity for
open dialogue. Health providers felt that by wogdiogether with DHIS staff, their
situation could improve because these discussimvsded them the opportunity to
speak about how the NHIS affected their work.

With DHIS staff, their motivation to participatetime intervention was the oppor-
tunity to discuss the challenges they were congwmiith when implementing the
NHIS. They also said they were happy that the watetion was likely to enhance
their work. Moreover, since they would be workinghacommunity members who
were the targets of their membership drive acésiind health providers who were
expected to help them achieve their goal, the lbotation would help them expand
NHIS coverage.

Community leaders and members | spoke with ass#rggdn the midst of low
enrolment, the intervention was an opportunitytfm to work with DHIS staff
and health providers to address the issues thaiuliage people from enrolling and
renewing their membership. They contended thattbidd help solve the problem
of lack of access to healthcare in their commusiiteo it must be supported.
Building collaborative groups around perceived jeoks and creating an environ-
ment of mutual dependency are strategies that are hkely to arouse stakehold-
ers’ interest and encourage them to participate.Nasa Ansah pointed out,
consulting targets of an intervention made them rodnto the intervention’s
success, since it reduced resentment towards saghapnmes by the people who
are supposed to help mobilise support. This petsjgeechoes Hawkins et al.’s
(2002) observation that it is imperative to usehuds that effectively mobilise
various sectors of a community to support the immaetation of interventions.
Similarly, this study found that stakeholder invatwent from the beginning helped
create a platform to discuss pertinent issuese@l&d the intervention and its
relevance.

Second, the massive attendance at the seven dshoavs that once stakeholders
were adequately sensitised to the scope of thdgmlthey would mobilise their
members to patronise the selection of PSG membwetdake the intervention
seriously. Events at the durbar showed that pasptewere committed to work in a
group to achieve the desired change attended thmidand were consequently
selected. They created the support base for tkeverition from the outset. This
echoes the observation of Van der Geest et alOji8ét involving all actors when
studying a phenomenon is important, so the vameesnings of the same phenom-
enon can be revealed. The authors argued thatmdnappear as self-evident at
one level may be totally irrelevant at another.itirly, the pre-durbar consultations
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led to a common understanding of the intensityhefgroblem of low enrolment in
the NHIS, which was not perceived by community merab This resulted in
stakeholders’ commitment to help achieve the imeton goals.

Third, by involving stakeholders and incorporatthgir ideas, such as Nana
Ansah’s suggestion to thoroughly discuss objectiais®d against nominees during
the PSG creation process, helped reduce confirein l/hen conflicts occurred, as
in the Kaja and Tiase communities, they were regbivithout confrontation. This
shows that challenges may arise during the protegsiyhen handled properly,
positive results can be achieved.

Understanding community dynamics is of intereshemy researchers. As Hig-
gins & Metzler (2001: 490) have pointed out, “Irtggjand perspectives of commu-
nity participants enhance the knowledge and unaledstg of researchers about
community dynamics and conditions.” This study ima@a found that understand-
ing community dynamics is not only useful to reshars, but also even more useful
to those engaged in carrying out intervention &g, This is because the interven-
tion groups’ ability to tap information about locainflicts and dynamics helps them
to address issues and ensure the successful fomadtthe PSGs.

Finally, presenting the intervention as three-pexhgargeting the three key
stakeholders of the NHIS (community members, hgaibividers and DHIS staff)
with ‘no blame attached’ was helpful. The stakekaddappreciated the low enrol-
ment and the difficulty of retaining members as @tual challenge requiring a
collaborative effort. This finding was similar thet observation of Porter et al.
(2007) in their study of a medicine and public kkeahrtnership that the reason(s)
for group formatior{though not very strong) contributes to their suscéhis study
found that forming partnerships on the basis ofualproblems requires the
contribution of all to improve the situation angués in the stakeholders’ commit-
ment to work together to solve the problem. Hephbviders’, DHIS staff's and
community members’ recognition of their capacitgtmtribute to improve enrol-
ment and that they were not expected to functidy as recipients of intervention
activities made them view the intervention in aifpes way. They became more
receptive to the idea of collaboration and theieriest in participating increased.
Thus, the participatory approach we adopted inngetip PSGs indicates that
seeking local stakeholder support for interventiwsogrammes from the onset
provides a fertile ground for success.

Community durbars and selection of PSG members

Community durbars were held to sensitise stakeln®lalgout the intervention and
select PSG community representatives. The durbars attended by chiefs and
their elders, community members, health providedsl2HIS staff who were targets
of the intervention. Being quite conscious of mgigion as a researcher, | did not
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take a leading role at the durbars. Research assdtacilitated the proceedings at
the durbars assisted by opinion leaders and contynleaders (Assembly and Unit
Committee members).

On durbar days, we (the research assistant amddys arrived early. From my
observation, there was usually an air of anticgrakiefore the durbar began. People
who came early gathered in small groups and discuige NHIS. Eavesdropping
on their conversations, | heard community membergegally talking about their
experiences with NHIS, such as delays in receiMkidS ID cards. Health provid-
ers were discussing the community’s lack of interesealth insurance. DHIS staff
discussed the lukewarm attitude of community mesberards the NHIS. These
discussions boosted my morale since it was ob\iwaisbarriers to enrolment and
retention in the NHIS were real and cut across camities, health facilities and
DHISs. These conversations also indicated that stakeholder’'s perspective
influenced how they define the barriers. Thereftweynderstand and address the
barriers adequately, each stakeholder’s perspectigded to be explored.

Welcome and introductioi ypical of durbars in Ghana, proceedings starntei

the observation of the proto€oélated to traditional procedures at official ftiows,
especially when chiefs are involved. We, the redess and research assistants,
were regarded as visitors to the community, so erewelcomed and introduced to
the community by thé@Okyeame(the chief's spokesman). He asked about the
purpose of our visit and the objective of the durlddy research assistant briefly
talked about the reasons for the durbar and thieoftize intervention emphasising
the role of PSG members and facilitators. NextHi®staff and health provider
gave brief speeches emphasising the benefits &fth8. They indicated they were
happy about their involvement in the interventiord avere confident that the
expected objectives of bringing about significamtreases in NHIS enrolment and
ultimately ensuring equity in access to healtheasald be achieved.

The durbar thus created a common platform for $talkiers to interact and
communicate their views about the NHIS. It als@tad support for the intervention
and highlighted the need to work together to redhareers to enrolment. Thisis in
line with the issue of “cultural brokerage,” whichplies bringing about communi-
cation, interaction and mutual dependency as egpdasy Bailey & Van der Geest
(2009: 217). The absence of which, Kinsman (2008goved, had accounted for the
failure of HIV/AIDS interventions in Tanzania andjihda. This study also showed

" Research assistants were hired to facilitateltinbar and the selection of PSG members and t&@& P

facilitators. They were experts in community madztion and development.

Before the start of any gathering involving chieéspecially among the Akans in Ghana, traditional
protocol demands that visitors in a single filetgshake hands with the chief and his elders acel vi
versa as a form of greeting.

8
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that it is essential to create a forum that enagesdroader networking and integra-
tion of stakeholders’ ideas into processes th#cttheir reality from the onset. A
NHIS collector's remark after one of the durbarpifigs comments made by
community members to show appreciation for theioivement in the intervention.
This is one of the best things that have happen#ids community. Everybody must support it,
since access to healthcare is an important issdigct, | have been trying to convince people to
register, but they will not listen. | see this pragme as something that will enhance my work.
Bringing health providers, DHIS staff and commumtgmbers together will send positive

signal to all those sitting on the fence. They wék that the NHIS is good and change their
mind and register.

Selection of problem-solving group memb@itse effectiveness of any intervention
depends to a large extent on choosing the righglpeo form the group. Selection
of the community representatives required speoil$ because the calibre of the
people selected to form PSGs was likely to haveaghpn the intervention pro-
gramme. Therefore, to ensure the acceptance gkteeted community members,
extensive consultation and locally designed procesiwere used. This approach
was guided by Butt et al.’s (2008) assertion that success of interventions is
related to who is involved and how they are invdlvBince the intervention was
guided by a multi-level perspective, each commuwiig given the opportunity to
decide on how to proceed. As mentioned earlier,idkea of an open selection
procedure was raised by community members, suchAgga Mensah (a Unit
Committee chairman) and Kekeli (an assembly membehk first two communi-
ties we went to. Open selection then became thelaopption when suggested by
the research team to other communities, even wh&as mentioned first. Open
selection was therefore discussed and adoptee asdbedure in all 15 intervention
communities based on the assertion that if tamfetse intervention selected their
representatives and gave them the mandate to piee@cute their own activities,
the likelihood of success appeared to be high.

With regard to the selection of DHIS staff and bealroviders for the PSGs,
heads of their institutions using their wisdom detieed the process. This was
because of the study’s emphasis on the effectitecpmation of stakeholders in the
selection of PSG members as an alternative todepremined top-down process.
We requested a minimum of two representatives fioiS staff and health
providers to ensure that one would be availab#dl éitnes. Therefore, the heads of
the institutions selected PSG members who hadhbgitgp the NHIS in the District
Health Directorate (DHD) and health facilities. BIHIS staff qualified for inclu-
sion in the PSGs, so the selection was based omdhager’s discretion with the
PROs as the first choice since their main workrasypting NHIS.
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A typical process of selecting PSG community repriedives The climax of the

durbar was the selection of PSG members. Beforesdéthection, my research
assistant spelt out the criteria for membership gudlelines to be followed,
emphasising the selection of women. Below is a sargraf what took place:

Research assistariwho do you nominate to represent you in the PSG?

A community membé¢Raised his or her hand and mentioned an indiVislmame]: “Kwesi
Mensah.”

Another community membjat least two other people needed to second timenadion] said: “I
agree to Kwesi Mensah'’s nomination”

The nominee was asked to stand in front of the drimweverybody to see him or
her and then return to his or her seat. Next, comiywunembers were asked
whether anybody had anything to say against thecgseh of the nominee. This
question was repeated three times. For each r@mlit a minute was given to
allow people to think through the issue and ralgedaiions if necessary. If nobody
raised an objection, then the nominee was acceftesty nomination was taken
through the same process till the required nufhivas obtained. When objections
were raised, the person was asked to give reasoyntivw nominee did not qualify
to be a PSG member. The research assistant ledrfaunity to discuss the issues
thoroughly till an agreement was reached, eithactept or reject the nominee. If
no consensus was reached, a vote (by show of hasradsgonducted to arrive at a
decision.

When all nominations had been accepted, all persslested were shown to the
gathering as representatives of the community.rékearch assistant then finally
asked if someone had anything to say about a n@niheo objection was raised,
the nominated representatives of health providet$aIS staff joined the selected
community members for the inauguration. All pagamts in the durbar faced the
crowd while the chief and his elders congratulates selected nominees and
declared them officially as PSG members. Next,@ Rember pledged the group’s
commitment to the task ahead and asked the comyrtorstipport them to achieve
the goals of the intervention.

The chief or his representative normally givesfiha word. This person advises
the selected PSG members to work in harmony andldheir virtues. He also
asks the community members to support them in tharik. A typical statement by
the chief or the elder was:

You have been selected today to serve in this itapbgroup, make sure your conduct does not

bring any disgrace to us. Don'’t betray the confadeand trust the community has in you. Es-
chew any negative tendencies and work diligentlydip achieve the objectives of the group.

The required number was determined by the nurolbbdrealth providers and DHIS staff already
nominated.
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The chiefs also pledge the community elders’ sugpansure that the objectives
of the intervention are achieved. When a chief egte witness the formation of
PSGs, this means that the intervention is an impbgrogramme for the communi-
ty and should be taken seriously.

Generally, the selection processes were smootloutiihcidents except in two
communities when objections were raised againsimaimee’s selection and the
selection process. However, these objections weceissed and an agreement was
reached by a vote and the selection processesaedti The two cases with objec-
tions are presented below to show the importaratettmmunity members attached
to the community participatory process, the imparissues that informed people’s
decisions to nominate an individual to represeetrthand how conflicts were
addressed.

Rejection of nomineei the few cases when a nominee was rejectegyatiei-
pants at the gathering discussed the issues toectigul the process was transparent
and no one would be blamed for favouring a pardicperson. In the Kaja commu-
nity (not real name), for example, the first thneeninations were accepted without
objection. When the name of a fourth nominee, Kwisllanu was mentioned, the
facilitator asked as usual whether all agreed sabmination. A man got up and
raised an objection saying that Manu was workingystaying in the next town, so
he did not qualify. However, another person supgabtiie nomination and insisted
that Kwaku Manu was almost always in town and bistcbution to development
activities was enormous. When given the opportutiitg nominator explained his
position as follows:

You all know Kwaku Manu’s contribution to the despinent and welfare of this town. Though

he does not currently live in town, he is almosgtaais here and his contribution to the develop-

ment of this town cannot be compared to anyonesdfare. Moreover, he is coming down to
settle here soon. | think this qualifies him togdagt of the group.

These arguments held up proceedings for abounfineites. A man then sug-
gested that they vote to settle the issue by shibhands, his suggestion was
accepted, and a vote was cast. An overwhelmingrityegoipported his nomination.

The selection continued without any incident anergthing went well. From my
observation, the majority of the people were hapjily the process.

Rejection of selection proceda the Tiase community, the customary procedure
used for selecting PSG community members was sgjetiree times. The first
process, an open nomination of potential PSG mesnblescribed above, was
rejected when the selection process was almostletanpll seven candidates were
lined up and shown to the community for the fingpeval. When the research
assistant asked the final question of whether éaglyagreed to the selection of the
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nominees, a community member named Kisi protegjaihst the selection process.
He said:
Nominating only seven people and accepting thegldgyping hands is not good enough. Peo-

ple were not given enough opportunity to reject m@@s they do not want. More people should
be added to the seven already selected so we votddo determine who should be part of the

group.

Kisi’'s comment brought arguments. Some peopledabgections to his sugges-
tion arguing that the process was not feasiblergilieir situation. Others said that
this was not a political event and there were dloty@apers to organise the election
that Kisi wanted. This resulted in counter arguradmilding up proceedings for
about ten minutes. When the assemblyman helpinfadilitate the selection
managed to restore order, the group agreed toyodeshow of hands. Two more
people were nominated, bringing the total to niftee nine nominees were kept
inside a room where they could not see what wasggon in the hall. People were
asked to vote for their favourite nominee whenh@sihame was mentioned. As
people voted, they were moved to one side of thietthvg@revent double voting.
However, after the first two nominees were selea@adther man also objected to
this process. He said:

This cannot be a better selection process. Howaseree that people are not voting or counted
more than once? This is not acceptable. It mustfaced by a better way of voting and count-
ing votes if we still want to maintain an electiprocess.

This resulted in another hold up with many argumméat a few minutes. Now
people were not happy about what was happeningtaniéd leaving the hall. The
assemblyman, and the research assistant had HMiffimaintaining order and
bringing those who were leaving back to the haté€d was restored when Nana
Ameyaw, one of the elders, intervened and askedybwdy to remain calm. He
appealed to those who were leaving to come baclsalte

These people [pointing to us] are here to involwvbecause they trust us. They trust that we can
help solve the problem with insurance so we haveabke sure the objective of this meeting is
achieved. Let's co-operate and decide on a feasddeztion process. It is an opportunity we
have to handle well. We have to support the fatdits and make sure we form this group.

When the situation returned to normal, the on-goioting process was also
abandoned. After a short discussion about whatghae to use, everybody in the
hall realised it was not possible to hold a ‘progéection where everyone could
vote in a secret ballot given the large numbereaigle present (about 300). At this
stage, Kisi, who had raised the first objectiookied confused and was worried that
it might not be possible to form the PSG. Arguibguat the community’s inability
to agree on a process to allow everyone to votappealed to all those present to
cooperate in setting up the group. Consequendgnpanunity member suggested a
third process and this was accepted after manynsegts. In the new process,
instead of the community members voting for the ma®s, the nominees would be
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in a lottery (explained below). Appealing to thepke, the assemblyman, who was
moderating the nominations said: “This is the amlglistic process, you must all
cooperate. There is no other way we can get thegel@ elected since we can’t get
ballot papers and boxes to make the process effitie

Before the selection resumed, the assemblymardréisassue of a minimum of
two women being selected to join the group. Thelmion was that if they did not
select two women, the community would then decid@two do. To move the
process forward, the assemblyman wrote the word“¥e seven pieces of paper
and ‘No’ on two pieces of paper and put them iloalldor the nominees to pick in
the full view of everybody. Those who picked ‘Ydésimed the group and those
who picked ‘No’ were left out. Interestingly, atig previous nominees picked ‘Yes’
and three women picked ‘Yes’. A young man, sittiegide me, dissatisfied about
the earlier confusion, but happy with the resutsnmented: “Do you think we are
children. After all what was earlier rejected isavhwve still had.” The rest of the
PSG formation activities went smoothly. The durbaded with the following
remarks from Nana Ameyaw:

What happened today should be taken as somettahgttbuld strengthen you [pointing to PSG
members]. It means people are really interestadat you are going to do and want to see you
perform. It also shows the dynamism of people ims&i community and not division among

them. | urge all of you to support the group toieeé the objective of the intervention.

After the durbar in Tiase, | asked a community mentiow she felt about what

happened. She said:

I’'m just happy that we were able to get the rightple selected despite the confusion. I'm even
surprised about how they had time to get all thpyselems solved [hold ups during the selec-
tion of PSG members]. It shows that they are serémul trust that if the right people are select-
ed the problems will be solved. We have to supiherigroup.

Drawing on the above comment and the peaceful athase | observed after the
durbar, most people were happy about their invokminm the selection of PSG
members. Disagreements were discussed freely. Catarlng Nana Ameyaw, the
Unit Committee chairman and others showed that conmiy orientation and
extensive pre-durbar consultations made the contmueaders and members
recognise their involvement in the selection precasd intervention as laudable.
They saw participating in the selection procesaragpportunity that should be
utilised well. Interest in the intervention was geated. Tiase is a vibrant communi-
ty where the people ensure issues are discussedtiob]y and the right thing is
done to maintain unity and achieve positive res@lédNana Ameyaw observed, the
‘hectic’ selection process shows the dynamism opjeand not division.
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Profile of PSGs’ members

At the end of the process in all seven communitiés,ind that the selected PSG
members cut across all sections of the communigjthidr age, religion, level of
education nor disability influenced a person’s cébm. For example, a disabled
man was selected as a PSG member and even altatéacbut unfortunately had
to turn the position down because of the problefnaet to attend the facilitators’
training workshop. The man needed an aide to acaagnpim to the meeting, but
the project could not provide funding for that.rigptied by the disabled man’s
selection, | asked community members what inforthed nomination. Yaw, like
many people | spoke with, told me that the critiatttibute he considered for
selection was the individual’'s conduct, especihlg/or her commitment towards
the welfare of the community. | asked a similarsiion after the incidents in Kaja
when a nomination was contested and Tiase wheselketion process was modi-
fied. Janet, who | saw arguing among the crowdasé, told me that the person she
nominated was “hard working, well-behaved and wdaridg development to the
community. Not those who are only interested inrtbesn welfare.”

Others told me they did not want people who wouiddconfusion to the com-
munity because of their involvement in local paobti The two selection processes
thus created space for everybody to participategane voice to those who rarely
have the opportunity to select their representatimeforming such groups. The
people appreciated the process since their invawemn the planning broadened
the base of potential members. This was in contoake usual practice in Ghana of
handpicking people to form intervention groups. HEadection processes gave
people like Ebo (fisherman), who were committethtowelfare of their communi-
ties but worried about alienation and their effeetnvolvement, the opportunity to
participate. As indicated earlier, in my conversagiwith community members after
the durbar, the extent of the community membenglivement and the elaborate
procedures followed in the selection processes s&r as a welcome development
in intervention practice. This approach createdrdor the majority of the targets
of the intervention to participate from the onskis is rarely the practice in Ghana
and that is a source of worry for most communi&diers and experts in community
development. For example, Chambers (1983) criscise behaviour of develop-
ment workers who claim to have used participatqgraaches, but often end up
deciding what to do for the community.

PSG members range from 11-15. The variation wadalthe differences in the
number of health providers and DHIS staff who wesminated to join each group.
There were seven community members in all the groBfG members included:
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Fishermen, farmers, GPRT{thairmanself-employed
Teachers and other formal sector workers

Cocoa purchasing clerks

Assembly/Unit Committee membéts

Religious leaders

(See Table A.7, Appendix 2)

Figure 4.2  Map of Central Region showing all seven intervemgtommunities
where PSGs were established
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Figure 4.2 shows the seven communities in Centgidh where durbars were
held to sensitise stakeholders about the interoerdnd select PSG community
representatives.

Lessons learned from the PSG selection process
Lessons drawn from the participatory process uséortn PSGs provide a frame-
work to address concerns about stakeholders’ ivobnt to attain positive results.

10 GPRTU — Ghana Private Road Transport Union itatfygest association of private commercial drivers

Ghana.

1 Assemblymen and Unit Committee members are pahnegpolitical structure in Ghana. They are local
representatives in the District Assemblies and partisan. They work with the district chief exewati
who is the government representative at the didevel.
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For example, the UNICEF's Accelerated Child SurViaad Development Pro-
gramme to reduce death among children less thany®ars in Ghana did not
achieve the expected targets because there wasflarigagement of the imple-
menters and the target population of the intereantiom the onset (Bryce n.d.).
This suggests that excluding stakeholders fromrnarogies and treating them only
as consumers, increases the risk of failure.

Stakeholders exchanging ideas, participating irst@emaking and planning the
durbar all worked to establish linkages and buildstt Open selection of PSG
members laid the foundation for the interventioor. &xample, Nana Ameyaw, an
elder of Tiase who saw the process as based an gasge his support and this
helped to convince the people to participate sa#tection of the PSG members
could succeed. This echoes Gilson’s (2003) claiat thust facilitates collective
action and elicits co-operation among people teesehcommon goals. Similarly,
Mantoura et al. (2007) and Bailey (1992) suggest tbr networks to succeed a
team should be well integrated in the community la@dnotivated to risk working
together to prevent narrowly focused self-inteeesitvities. Comments made after
the durbar show that extensive consultation regdutteleeper community penetra-
tion since the message about the intervention wasad even before PSGs began
their work. Thus, the stakeholders’ motivation tarktogether could be enhanced if
they are given the chance to take charge of evmrdsdecide on the process of
selecting members of an intervention group.

The incidents of disagreement in Tiase and Kajavstihat to have a positive
outcome in setting up collaborative groups, thecess should be painstakingly
followed without rushing through the steps. Attentshould be paid to issues that
come up during the process and these should bess#df in an open manner. Since
it is not likely that the provided guidelines caapture every possible scenario,
provision should be made for adjustments (as was doTiase), SO controversies
can be properly handled and PSG members who agetselare acceptable to
community members. The selection of appropriaternanity-supported people to
form the PSGs laid the foundation for successighase of the project.

Finally, this study shows that extensive consutatvith stakeholders and non-
interference by outsiders in the selection of repngatives to form collaborative
groups created interest in the intervention anckis®ed the probability of selecting
committed PSG members. The incidents at Kaja amadeTindicate that when
community members assume the responsibility of fiognPSGs, they will do
everything possible to resolve the challenges dinige. Compromises are easily
reached if outsiders do not impose their ideasannsunity members. Although
local politics may mar community programmes, if ggdy handled, a positive
outcome is possible. In the end, for successful Re@ber selection and commit-
ment to a community-based intervention, adequadeesghould be created for
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community members to decide what to do and whelecs since they know who
can best represent their interests.

Selection of facilitators

Two facilitators were selected among the selec&@ members for each PSG in all
seven sites. The facilitators were expected t@saithe leaders of PSGs, stimulate
change and work for the sustainability and effestess of the groups. Facilitators
were selected immediately after each durbar. Ttasik was to lead the group
through the intervention phase; they were resptm$i organising meetings and
carrying out intervention activities.

Guidelines for selecting PSG facilitators

The decision to have two facilitators for each R&S because the project only had
funding to support two. However, guidelines forestihg the facilitators were
discussed by all stakeholders and finalised byRB&s. The facilitator criteria
included:

One facilitator must be a community member andg#w®nd must be a health
provider or DHIS staff

Both facilitators must be literate

Both facilitators must be relatively neutral and actively engaged in local or
national politics.

The rationale for using local facilitators for PS&as that as part of the commu-
nity they could best address practices within tteug that might undermine the
intervention. Thorp et al. (2003) in their workthe relevance of groups in econom-
ic development and poverty reduction in develogiogntries reported that the role
of external leaders can be useful, but does nptihehe long-term sustainability of
groups. In this study, lessons learnt during foromabf PSGs clearly indicated that
internal leadership would help mobilise supportharintervention programme and
resolve problems that might arise. Also, the nogagement in politics criteria was
informed by the rejection of potential candidatesduse of their relationships with
local traditional leaders. This indicated that pcdi have the potential of undermin-
ing the collaborative process.

The brief meeting to select two facilitators andearetary for each PSG was
chaired by the research assistant. One facilitags chosen from the community
members and the other from either the health pessidr DHIS staff. The facilita-
tors were selected after the group members codfam®ng themselves. Communi-
ty members met separately to select their faddrtavhile the health providers and
DHIS staffs also had a joint meeting to selectfaditator and a secretary. When a
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facilitator was selected from the DHIS, a healtbmuter became the secretary and
vice versa.

It is interesting that at the end of the selecbaty two facilitators were health
providers out of the fifteen facilitators selecteom health providers and DHIS
staff, (Table A.8, Appendix 2). This indicates thdtile all stakeholders showed
interest in the intervention, the DHIS was seerhagng the responsibility of
leading the programme. Some health providers aititk of time when | asked
why they were not keen to be facilitators. Othard they saw the NHIS as the core
business of DHIS staff, so they should play thel lede. But, what became clear
during the course of the intervention was thatith providers saw the leadership
position as adding to their workload. Even whenfibkl of play was level for
participation, occupational interest and perceigaths determined the level of
involvement.

Figure 4.3 Outcome of PSG selection process

Problem-solving Group (PSG) selection outcome

Central Region- 7 PSGs

Main focus ofanthropologicatesearch in
this study

PSG inAnomabo [—

PSG in Assin Achianc/

Each PSG has
PSG + 2facilitators
e 1from community members

Assembly/Unit Committee members
Religious leaders

e 1from health provider or DHIS members
PSG e 11-15totalmembers (depending on the numbey of
health providers and DHIS staff)
PSG « 7 community members
* Fishermen, farmers, GPRTU chairmaalf-
PSG employed
* Teachers and other formal sectorworkers
PSG e Cocoa purchasing clerks
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Training the PSG facilitators

Facilitators were PSG members selected by theleaglies to lead the group
through the intervention period. Evidence shows tii@nagement of intervention
groups closely correlates with their ability to este positive outcomes. As Keltner
(1989) posits, the role of a facilitator is comp@cause human beings are complex,
suggesting the need to equip them with specidkskilead the PSG groups. In this
study, a three-day training workshop equipped itatdrs with skills that would
help them perform their role effectively. Skillcladed leadership, facilitation of
PSG meetings, and mobilisation of stakeholderdfex&vely participate in inter-
vention activities to achieve positive outcomese Tiainers were consultants with
expertise in community mobilisation and participgtapproaches.

The training workshop was interactive and char@sxsdrby an exchange of ideas
and experiences among the trainers and the faoittaThe facilitators were
introduced to the problem-solving cycle and tecbhagy Three main techniques
were addressed: 1) brainstorming, 2) ‘but why’ @hdsing a flow chart. Also, the
various stages of the problem-solving cycle (probidentification and prioritisa-
tion, development of solutions and implementatiwategies, drawing and imple-
mentation of action plans) using mock problem-sajvisessions and several
exercises were discussed and practised. Afterrdatipe sessions, the facilitators
received personal feedback on their competencys plovided them with the
‘hands on’ experience needed to manage group memhdrstakeholders’ partici-
pation for the task ahead.

Trainers engaged facilitators in exercises thgpdeethem recognise that they
occupied a position of relative equality; commutiara should be horizontal to
dissolve any power differential with group membditsey were asked to facilitate
mock PSG meetings and they asserted that this evefibial. The facilitators told
me during and after the training that it had expdabem to skills they believed
would help them perform their new role effectivene said: “This training
benefited me. | learnt skills that have improvedaoynmunication. This will help
me be a good facilitator and build relationshipsagigroup members.” Also, the
course prefect, a DHIS facilitator made the follogviremarks at the end of the
training session:

Initially most of us didn’t know exactly what we weegoing to do. This training has motivated

us. Now we have the zeal to do the work. The egescind assignments gave us the opportunity

to practice what we learnt. We now feel competedt@epared to take up the task ahead of us,
and the challenge of mobilising stakeholders amdhaidment to participate in the intervention. |

think we will have no problems applying the skaisquired to achieve positive results in our
respective communities.

These comments show that the training created @emée in the facilitators to
face their tasks. It also suggested a relatiortséiyween the training and the motiva-
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tion to assume leadership positions. Lasker & W@B63: 15), in their work in the
US on how to make collaborations more effectivenpout that collaborative
groups need a special kind of leadership to tuerfithetoric of abstract principles
into practice” and maximise the benefits of collatimn. They argued that leader-
ship influences how participants are involved itladmoration groups and deter-
mines outcome. In the current study, it appeared the training was a critical
component of the intervention programme, especigilyvas to fulfil the purpose
of increasing the facilitators’ commitment to thtervention. The training also
helped to create a shared vision among stakehdtildevelop the various interven-
tion activities and strategies to reach all targetthe subsequent chapters, | present
how these skills (learned in the training workshwpje utilised to elicit the stake-
holders’ cooperation and commitment to the intetio@nand outcome.

Reflection on the selection of PSG members anditi&torrs

The primary goal of choosing an open and partioiyaprocess was to provide
community members the opportunity to nominate amddminated for PSGs. The
concerns of a community member, George, about traptexity and time-
consuming process stated in the introduction mag baen due to challenges to the
status quo that come with an apprehension of th@awn and questions being
raised about benefits. While | agree with Georbat the process might not have
been a perfect alternative to the ‘handpicking’rapph commonly used to select
representatives, his remarks and my observatiaisate that although the in-
volvement of targets of intervention programmeshieome popular, translating it
into practice remains a challenge. Critical antbtogists and development experts
have been advocating for multi-level and parti@pagapproaches in planning and
executing intervention projects to ensure that maitged groups are included (cf.
Farmer 2005, Chambers 1994). From this perspedatatber than demanding a
choice between the two approaches, the analytiestopn should be whether or not
the two main objectives were achieved. One, ditharg people participate in the
selection process and did dedicated people forme88Gs? Two, were targets of
the intervention fairly represented in PSGs?

First, the reasons that the community membersigaweeir choice of candidates
and their satisfaction with the outcome indicat the open process of nominating,
accepting and rejecting nominees (not necessathodratic) with the objective of
penetrating community structures and getting maggpfe to participate in the
process was achieved. Power brokers were the ofsaasistants and opinion
leaders who took charge of events and moderatepridoess. Nominations were
keenly contested and the majority of people pretmok the final decision. The
community appreciated that this innovation setatie authority of the chiefs in
deciding who should represent them. As revealeth@& subsequent chapters,
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although the process was tedious in terms of tliageb meet opinion and commu-
nity leader¥’, the level of commitment of community represenesi(compared
with DHIS staff whose core duty it is to promote tNHIS) showed that it was
worth the cost. The outcome suggests that the ordreal people are about who
represents them the more likely it is that comrditieople will be selected. Howev-
er, since involvement of the targets of the intatia (the community) was an
important factor for choosing the multi-level apacb, the question is whether or
not the elected PSG members fairly representesiblgroups in the community.

As described earlier, the background of PSG mendmansned various occupa-
tional and social groups so one may have been &htptconsider the group as
representative of the community. However, the feifg observations question the
effectiveness of the method: no woman selectea@ariitst community, an average
of two women out of thirteen PSG members in eacuyr only three women
facilitators out of thirty (total) and no poor persin any PSG. These outcomes
clearly indicate that the PSGs are not necessasihgpresentative of the targets of
the intervention as expected. This revelation usm#es the fact that participation
in community groups is gendered and also not fergbor. Full participation in
selecting group members is an admirable goal isetjuite challenging to make the
final group fully representational. One could argio@ women and the poor risk
exclusion even from the groups that seek to prortingie interests. | observed that
while the poor were excluded because of povertynams exclusion was due to
their position in society regarding leadership sole

For women, the explanation for their exclusiorargely embedded in the culture
and historical system in Ghana where women sedm® ¢onfined to their reproduc-
tive role. A woman’s position is reflected in probs that reinforce traditional
values. One popular Akan proverb is: “Even if a vamnpossesses a talking drum
she keeps it in a room belonging to a man” (seedéaeest 1975). Only chiefs in
Ghana own talking drums. This means that no mhattergreat a woman is, she has
to depend on a man. The proverb is emblematic ah@ian women’s experiences
and illustrates their subordinate position regagdaublic leadership. Therefore,
despite women’s inclusion in community and natioaetivities being on the
national agenda for decades, women continue tedserépresented in heterogene-
ous groups — even if the project is in their domain

Women'’s disadvantages in health and wellbeing e documented. Buor
(2004) observed in his study of utilisation of hehre in Ashanti Region that
women have greater need for services than methgghave less access to quality
care. He reported that there is a male dominanaioision-making, including
causing women to have poor access to healthcarecélly, this study was carried

2 An average of three visits was paid to each vetetion community during the PSG selection process.
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out in communities with matrilineal dynastic dedcand inheritance; yet, the
women were not perceived to be capable leaders.shiaws the contradictions that
exist between women’s social power and leadersigs in Ghana. Women’s non-
selection in the first community illustrates thasgite all the rhetoric about gender
equality and mainstreaming, women are still releg&b the background regarding
leadership positions. One point that emerged duhegommunity conversations
was that most people find it difficult to accepiyaman as a leader. Some authors
have shown contradictions in women'’s positions. #anGeest (1975), in his study
in Kwahu, Ghana, observed that women’s subordinataes not reflect reality. He
showed that women have considerable power in toadit and modern politics.
Bartle (n.d.) speaks of a covert gynaecocracy. Baiinors argue that women’s
power is hidden under a barrage of ideology exprgswaale dominance (Van der
Geest 1975, Bartle n.d.) and illustrate this bynppog to women’s position in
traditional governance in Ghana. A queen mothan&mber of the chief’s counsel
and influential in selecting a chief. On the linedgyvel, the male head is assisted by
a female. In these positions, women take partlidistussions and their opinions
are much respected, but remain in subordinateipositAt the national level,
access to formal education and income generatitvitees have empowered and
enhanced the image of women. They are seen adse$sevelopment just like
men, yet their representation in leadership passtie still low. It is intriguing that
women's leadership capabilities are underestimatedl they are the last to be
thought of as leaders.

Therefore, it is no surprise that in local and oradi gatherings women are not
considered first as potential leaders. In Parliagne@amen generally occupy about
10 per cent of the seats in Ghana. In the currariafent, they form only 8.3 per
cent though they constitute the majority (52.1%efpopulation (Ghana Statistical
Service 2012). Women are perceived as trespassetgporters who are often
brought out to campaign and win votes for men.demsbed during the PSG for-
mation that even the women did not nominate fellwnen for consideration. This
suggests that their leadership capabilities hardiude into the consciousness of
men and women. | argue that women do not see theessas capable of occupying
leadership positions and therefore do not eledh esteer. Otherwise, they would
have nominated other women and voted for themesthey usually form the
majority in such gatherings to enhance their image.

Critical feminist theorists emphasise women’s daexalusion and the need for
their emancipation. In the view of Lauer (2006: &23) for women to be able to
take up leadership roles requires “Profound qualéehange in the nature of social
transformation for the country overall, both in déisicial domestic development
policies and in its profile as a nation participgtiin the broader geo-political
environment.” She showed that the causal effectgofien’s secondary leadership
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roles go beyond correcting gender-specific inj@stjcbecause circumstantial
conditions responsible for such a change have M#g; if anything, to do with
gender differences. | add that to achieve suctalitgtive change, efforts should be
directed at both men and women and the focus shwoeilthore on the later to
encourage them to assume authoritative and seteidus positions. It is only
when women recognise their capabilities and havdidence in themselves and
their peers that they can nominate, be nominatddsated for as leaders. Taking
such a stance could help break the antecedentsroéw's exclusion from leader-
ship to make meaningful change.

With regard to the exclusion of the poor — the ntangets of the NHIS policy
and also the intervention — their exclusion fromB8Gs indicates that the selection
method did not achieve the objective that all actoust be engaged when address-
ing a phenomenon that affects them. The reasorihiar exclusion is pithily
expressed in another Akan provef®hiani ano nnuru badwam’(A poor man's
voice is not heard on the floor of meetings). Whetin the context of this study, it
means no one takes what the poor say seriouskyglcommunity gatherings. Other
researchers have made similar observations. Irsthidy of respect among the
elderly in Kwahu, Van der Geest (1997) observeildithang money measures one’s
prestige and level of respect in the community.ilaimy, Mercier (2002) found in
her study of women'’s groups in Tanzania that gragpsisted mainly of the middle
class. She reported that the poorest women wehededaton social grounds. These
observations demonstrate that poverty is not osgpeaiated with economic status,
but also a lack of recognition and access to soe@vorks and groups (even those
groups that seek to promote their interest). Agadad later in this book, the core
poor, who need health insurance most, are deniegsado it as they are almost
entirely overlooked.

Thus focusing exclusively on an open election pseaes the basis of involve-
ment has the tendency to reinforce rather thanesge the status quo. Without
devising strategies alongside an open electiomsure that all sub-groups are
represented means that only lip-service is paphtticipation. The implication of
this finding is that this approach leaves the poagped at the bottom of a socially
stratified class system with no possibility of daagiing their condition. Lasker &
Weiss’ (2003: 39-40) also observe that to solve mlesnicommunity problems, a
collaborative process needs to “... involve divensrigs of people from different
backgrounds to regularly listen to each other, @tk each other, and influence
each other ... Without it, a collaborative procemsnot achieve individual empow-
erment.” Concluding, | argue that when poor peapddreated as objects of concern
and not directly involved in intervention groudsgy remain powerless, dependent
and unable to harness external support to gairsa¢oedecent healthcare.
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Conclusion

This chapter has shown that much is gained frorolumvg stakeholders in an
intervention programme from the onset. It indicdkexd if all stakeholders assume
the responsibility of creating PSGs, they are chgpalh developing effective
methods of selecting who can best represent titeirdst. Being in charge of events
creates trust among participants and the committoexthieve the set objectives is
developed. Challenges might come up, but compraaiseeasily reached to ensure
the task is completed. This approach also providedmation on the important
criteria people considered when selecting theireggntatives: the person’s com-
mitment to promoting the welfare of others and d@wment of the community,
good conduct and non-engagement in local politicsvever, the low representa-
tion of women and exclusion of the poor indicatat thnless strategies are devel-
oped to include these two groups, the open eleptimresses reduce participation to
abstract theory. The key challenge for critical malanthropologists, then, is how
to increase the participation of women and the pottiin the context of multi-level
perspective to ensure that no category of actorslved in a phenomenon is
marginalised.

In the case of health providers and DHIS staffhwhie benefit of hindsight, their
selection based on their work schedule meant tmag people who were not willing
to devote their time and effort to PSG activities igpto the group. As revealed in
subsequent chapters, it was naive for heads ofuitishs to base their selection
solely on a DHIS staff work schedule and assumetki®y would perform. Their
effective participation requires personal commitiremd an inclination to pursue
social interest rather than personal gains indha fof salaries and promotions that
generally motivate them to excel. Therefore, ther@ need to go beyond an em-
ployee’s work schedule and use more rigorous praesco select those who are
truly interested in the intervention.

In the case of facilitators, selecting them ondtbar day meant that some unre-
liable persons were chosen to lead PSGs. Latentewtiowed that those who
nominated themselves were not honest enough tivde that responsibility as they
misappropriated funds provided for PSG activitidss suggests that self-selection
could be a sign of self-seeking individuals whagention is to highjack leadership
positions to pursue their selfish ends. This svelation that programme managers
should watch out for and they should be sceptibalaanyone who nominates
himself or herself to be a facilitator. It is thEne important that facilitators are
taken through a rigorous screening process to atlobious characters to be
rejected by their colleagues at the start. Thisld/ounimise the incidence of those
who are not trustworthy becoming leaders. Thisaigigularly important, since the
facilitators were expected to be the catalysts rmtowhom sustainability and
effectiveness of the group rested. Further, trgifom facilitators was found to be an
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important motivating factor that helped them depetloe zeal to lead the group
through the intervention period. The training e@eipthe facilitators with skills that
increased their confidence and commitment to ttexvention.

Finally, although the scope of this study is lirdifeovers only seven communi-
ties in one region), it provides systematic docutaigon of the steps that were
followed, activities performed and the roles the stakeholders’ played at each
stage. This contributes knowledge to the literatur¢he formation of stakeholder
groups and could be a useful framework that caadla@ted in other contexts. How
PSGs function to identify, develop and implemeiginentions to improve enrol-
ment in the NHIS and retain members is discusséioeimext chapter.



How did problem-solving
groups work?

Introduction

The National Health Insurance Scheme (NHIS) wasdhiced to address inequity
in financial access to healthcare, one of the medtring problems in Ghana since
independence. Although the NHIS has made gainsmpraving access to
healthcare, it has been beset with low enrolmedtiaainability to retain members.
Concerns have also been raised at various foruowt abmmunity and institutional
barriers that undermine the achievement of the Nptficy goals. Thomas, a
District Health Insurance Scheme (DHIS) manageresged his frustration about
the limited progress despite efforts to expand Neti®erage:

It is so disappointing that after all the educatiee have been carrying out doing everything
possible to get people insured, many people hdusead to register. We go to schools, hospi-
tals, churches and communities, yet people areagigtering. Some register but do not renew
their membership. It's really difficult for us. Ferample, Ofram (not real name), the communi-
ty you are conducting your study in is a difficatte. | don’t know how you are going to help

improve enrolment there.

Thomas’ concerns were typical of responses givearmtbw enrolment was
discussed with DHIS officials. Efforts being madexpand the NHIS coverage and
retain members were not yielding the desired reshlis comment also indicates
how the DHISs were tackling the problems of lonwodément and high non-renewal
rates without sufficiently engaging other stakelkotd- community members and
health providers. In many cases, the NHIS targpulations were not consulted to
voice what prevents them from responding positit@tpe policy. Health providers
were also left out and had not been consulteddgakspbout the NHIS implementa-
tion challenges that confront them. Decisions ahoutto manage problems of low



122

enrolment and retention rates are made by thosemayonot be in tune with the
enormity of NHIS implementation challenges. Manydses have shown the value
of engaging stakeholders in intervention program{@esen et al. 2001, Hawkes et
al. 2004), but how such collaborative groups ogehnats not been well discussed in
the literature. This study fills this gap by clgselonitoring the multi-stakeholder
problem-solving programme (MSPSP)

The MSPSP was based on a multi-level perspectiviePjMhat encourages
stakeholder engagement for addressing a sociabptemon (see chapter one). As
Farmer (2005) and Scheper-Hughes (1992) argueyutittonsidering what happens
at local levels, decision makers miss the majarfifyeople whose lives are affected
by their decisions. The rationale of the PSG coneegs the assumption that
engaging actors involved in public policy to addréee challenges is more likely to
achieve an impact than a single-level approacts ditapter describes the pathways
of this study’s intervention and examines the atdis and strategies the PSGs used
to identify and address barriers to enrolment@NiIS and retention of members.

Problem-solving process

PSGs are normally formed around defined problerdsrathis study that was the
low enrolment and retention of members in the NHI& pre-intervention house-
hold survey established the size of the problerrtbaded to be solved. The survey
showed that of the 13,857 individuals covered, @tiird (30%) were currently
insured, 15.7 per cent had been previously insareti54.3 per cent had never
enrolled (Table A.3, Appendix 2). To carry out thiaisk, the PSGs adapted prob-
lem-solving tools from the literature and used apphes that were tailored to the
local context. Though PSG facilitators were introeldi to three problem-solving
tools (brainstorming, ‘but why' and flow charts)rehg their training, they found
two were the most beneficial for their task — bséanming and ‘but why’. Accord-
ing to facilitators, these tools were easy to exydad use. The PSGs were given a
‘free hand’ to operate and not restricted to amy tw approach. Facilitators were
only required to follow the principles of the MLRdeffective facilitation outlined
in the ‘SHINE Ghana training manual for facilitadateveloped by us (the research
team) to guide the PSG facilitators when perforntimgjr task (see Kotoh et al.
2009).

Figure 5.1 shows the cyclical route that the PS@&stithrough to identify barri-
ers to enrolment and develop and implement intd¢imes It started with problem
identification and prioritisation and ended witle implementation of action plans.
Some steps were repeated within the cycle, depgrahnthe feedback, after an
intervention activity was carried out. Throughdut process, facilitators engaged
members in interactive activities to critically &ys® their experiences, interests,
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behaviours and all issues raised to help underdtamddentified problems, and
develop and implement solutions.

Figure 5.1

Steps followed in the problem-solving process

Step 5 @ Stepl
Identify &

Implement R
: prioritise
action plan problems
Step 4 Step 2
Draw action Analyse
plan problems

Step 3

Develop solutions
& implementation
strategies

Step 1: Problem identification and prioritisation

The venue where the PSGs met was typically a heatfitre, community centre or
classroom, depending on the availability of a commet place for such an exercise.
The meetings were usually held on ‘taboo déys work days). Generally, the first
session started with facilitators briefing memtadrsut what brainstorming and ‘but
why’entail. The facilitator then would lead the gpan a discussion to develop rules
to guide the process by typically making them awtaed: “Though the session
involves ‘free talk’ it must be structured with eslto guide the process and encour-
age everyone to talk in a systematic way.”

After a lengthy discussion about the techniquessytites that were agreed upon

included: nobody should interrupt when someonetaikéng without the facilita-
tor’'s permission and every member had to makeaat lene contribution during the
session. | must say that these rules motivated megnbers who appear to be shy to

1

‘Taboo days’ are days set aside by communitidgpaople are not expected to work on their farnggor
fishing. In farming communities, one can carry fgonoduce, but not engage in clearing the land or
sowing crops. These days vary from community tormomity. In fishing communities, fishermen use the
day to mend their nets. Generally, communities nadst of their social events such as naming ceremo-
nies, meetings or community development activitiesaboo days.
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talk. The first activity of the problem-solving m@ss was the identification and
prioritisation of problems. Facilitators led theogp in brainstorming using ques-
tions and answers. The main questions were: “Wagame people not registering
with the NHIS?” “Why do some people not renew thregistration?” and “What
experiences do people have with the NHIS?” Heatthigers and DHIS staffs were
asked specific questions about challenges in imghimg the NHIS. All identified
problems were listed on a flip chart in no pari@gecuwrder and without censoring.
The duration of a typical brainstorming session alasut two hours.

An extract of the first brainstorming session isganted below.

Facilitator [DHIS representative] Today, we begin identifying barriers to enrolmeks we
have already discussed, reasons why people doratoe renew their NHIS card can be found
in the community, health facility and my outfit [D6]. We will start with community members,
then health providers and DHIS staff. We will mentbarriers we know while the secretary
writes them down and later select those to be addok Everybody should endeavour to talk.
We must be honest with what we say. If you aresmo¢ of anything, don’t say it. Now, can
anybody tell us about problems he or she, familynbyers or friends experienced or witnessed
others go through?

Community representativé have personally gone through a lot. I'll staith registration. |
registered six of us and had five cards after foanths. That of my last child came after six
months. Meanwhile, | was paying his hospital Bilist last week | had to pay for a drug covered
by the NHIS when | sent a prescription the doctoregme to an accredited pharmacy.

DHIS staff My problem is the behaviour of nurses. Some effitlon’t respect insured patients
and collect unauthorised fees especially in thaiegs and weekends. Our concern in this town
is not getting all drugs from the health centre. Ndge to travel to other towns to get most of
our drugs.

Community representativéll also add poverty. There are people who hageincome and
cannot pay. Though | appreciate all these problémagjnderlying factor for the majority of us
not enrolling is lack of commitment to health irsuce. The reality is that we have not yet
accepted health insurance and made it part of wded. It is not part of our culture to insure
ourselves against ill health. We wait till we aiekdefore we think of insurance.

Health providers and DHIS staff also spoke aboatNiHIS implementation
challenges that undermine their work. When ideas lieen exhausted, similar
problems were put together and arranged accorditigetlevel at which they were
experienced or occurred and prioritised based osartsus. From my observation,
this was an efficient way of eliciting problemsftd®SG members.

The first problem identification and prioritisatieassions were usually character-
ised by heated arguments when health providersDdib staff defended and
rejected negative behaviours and practices at&ibtt them by others. For exam-
ple, allegations of malfeasance against DHIS stiadf health providers resulted in
many arguments. However, the situation changed Wawiitators reminded group
members about the goal of the intervention andcheed the need for objective
discussions. In subsequent meetings, | realiseédit@anembers were more relaxed
and discussions were characterised with occasjoke$ and laughter. The lesson
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was that in such groups, time should be allowedfembers to adjust to the group
and grasp the task at hand and the essence ofehgse.

After problem identification and prioritisation semns, PSGs held meetings with
community leaders to solicit their reaction to ithentified problems. These meet-
ings were used to discuss challenges rather thpar@gn blame to any group.
Generally, the community leaders’ reactions progtidew insights into identified
problems while new ones emerged. For example,sb@tichemist and pharmacy
shops as alternatives to seeking healthcare athhiaailities usually came up at
community leaders’ meetings. A community leadeome of such meetings ex-
plained the situation as follows:

| did not renew my card because | find the phare®mfzlso referring to chemist shops] a better

option than the hospital. It is faster and you dbaxperience any negative behaviour of nurses

as is often the case when you go to the hospitahé\hospital you could spend several hours
waiting and you are not treated with resp@¢tmmu yn (They [health providers] don't respect
us).

In addition, PSGs also held discussions with irdiials in the communities by
performing house-to-house visits to further explmablems not identified at their
meetings. For instance, the issue of ‘not oftek’ sind politics as reasons for not
enrolling in the NHIS were mentioned only in indlual conversations.

Since the PSGs could not solve all identified peaid, they selected those they
could address and usually sought the support oDik&ict Directors of Health
Services (DDHSs) and DHIS managers at stakeholdeetings in dealing with
others. This was because solving some of the prabtequired changing structures
and operational systems at the national level, livivias beyond the capacity of the
PSGs. For example, the problem of heavy workloadisthe complex nature of
NHIS forms could not be solved by PSGs since thguired policy action. Howev-
er, PSG activities and recommendations raised asaseand highlighted the need
for change and could put pressure on policy makesast.

Step 2: Problem analysis

Another important component of carrying out an niméation programme is to
understand the problem to be addressed. Before Bt8f&sd looking for solutions,
they analysed the problems to make sure every memmolerstood the issues they
were trying to address. For every problem, the grooked for a root cause(s).
PSGs generally used the ‘But why’ technidaee Serrat 2009) to get to the root
cause(s). During this process community membeasdthproviders and DHIS staff
brought up experiences regarding the NHIS at tfesipective levels. Details of
problem analysis sessions are presented below.

‘But why?’ Asking ‘but why?’ is a technique used to expldre toot causes of a
problem to ensure that all issues that contributbe problem are well understood.
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Here, facilitators usually stated the problem asiced about why it occurred. He or
she continued to ask follow-up questions using Bhy?’ after every answer till
the group could offer no further explanations. Tds response was then taken as
the root cause. However, there could be more tharraot cause to a problem or
one root cause could result in more than one pnolkBelow are examples of how
the ‘But why’ technique was used to find the romiise(s) of problems and discus-
sion that ensued between facilitators and PSG menibee Boxes 5.1-5.3). It must
be noted that the process is not as straightfonaargresented here. This is a
complex activity that has been simplified for easynprehension by readers. In
practice, each ‘But why’ question elicited manywess which were discussed and
agreement reached on which was the most feasibke(s) of the problem.

Box 5.1 Analysis of “no money to pay reason for low enrolment”

Question (Q): Why are people not enrolling?
Answer (A): Because they don’t have money to pay for everybody in the household.

Q: But why don’t they have money to pay?
A: Because premium and registration fees for all household members are too much for the
head of household to pay.

Q: But why is premium for the household too much when it covers the whole year?
A: Because they have competing needs, yet they have to pay registration fee for children
and premium for other dependents above 18 years.

Q: But why do you have to pay for adult dependents?
A: Because they are not working.

In the above case, other root causes identifie@ wer lack of a health-related
risk, aversive culture among community member ¢dconfidence in the NHIS,
poverty and dissatisfaction with quality of headire services.

Box 5.2  Analysis of the delay in issuing NHIS ID cards

Question (Q): Why is there delay in issuing NHIS ID cards?
Answer (A): Because it takes so much time to process registration forms.

Q: But why is so much time needed to process the forms?
A: Because of the difficulty of matching names with pictures.

Q: But why is it difficult to match names with pictures?
A: Because people use different sets of nhames to register and take pictures since they
were not done at the same time.

Q: But why do people use different names?
A: Because people have several names and they tend to use different ones at different
places depending on the situation.
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Other root causes of delay in issuing NHIS ID camdtuded: people did not
know the implications of being inconsistent witke thames they used for official
documents and inadequate and non-functional comgpated cameras. In some
cases, collectors spent monies collected fromtragis and delayed the submission
of their forms. There were other problems pecubarommunities outside DHISs’
office locations. These included DHISs staff's geila taking photographs after
people had been registered as a result of fredueak down of their motor bikes or
inadequate cameras to go round the numerous cortigsuimi the district.

Box 5.3 Analysis of shortage of drugs at health facilities

Question (Q): Why do you experience shortage of drugs in your facility?
Answer (A): Because we don't always have money to buy drugs.

Q: But why don’t you have money to buy drugs?
A: Because of delays in claims payment.

Q: But why does claim payment delay?
A: Because there are problems with claim processing.

Q: But why are there delays in claim processing?
A: Because the NHIS claim forms are complex and the bureaucracy involved in vetting
them.

An additional root cause of drug shortages at hdattilities was the low patron-
age of health facilities resulting in a low levéimernally generated funds (IGF) to
help maintain drug stock levels when the Nationabkh Insurance Authority
(NHIA) delayed paying health facilities. Normaltire DHISs vet bills prepared by
accredited health facilities and submit them to Mi¢lA who pays the health
facilities directly.

The ‘But why’ technique illustrated above showsdbenplex linkages that exist
between problems and their root causes at varewessl. It indicates how communi-
ty, health provider, DHIS and national level fastaonverge to adversely affect
enrolment in the NHIS and retaining members.

PSG problem analysis sessions were supported widiniety of activities. One
activity was meeting with opinion and communitydees, health providers and
DHIS staff. In coastal towns, PSGs met the ch&idrman, boat ownerngataase
leaders and members with health providers and D3#h# in attendance. The
meetings were chaired by community PSG facilitatBnsilar meetings were held
with chief farmers, and cocoa purchasing clerkfanming communities. These
meetings usually discussed the root causes of tw@rast in health insurance
identified by the PSGs among others. In the cadeeatfth facility level barriers,
meetings were held with the entire staff to disdhe® concerns about increased
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workloads and the cumbersome bureaucratic proct#sseNHIS brought into the
healthcare delivery system. On the part of DHISsjgsue of people using multiple
names only came up during meetings with the estatt. As usual, these meetings
were interactive and gave everybody the opportuaigxpress his or her concerns.
Reactions from this group thus gave PSGs morehngigp the problems.

Another popular activity that the PSGs used in [@wbanalysis was house-to-
house visits by members that were generally corediuzy community representa-
tives. The approach allowed for one-to-one intéoast between community
members and PSG representatives and provided antapipy for individuals who
were not confident talking in public to voice theoncerns.

The main concerns usually expressed were: longngdimes at health facilities
and DHIS offices, delays in issuing NHIS cards,lteproviders not respecting
insured patients, shortages of drugs at healthitiesj the difficulty of getting
prescribed drugs in accredited pharmacy and chesimegis and having to pay for
drugs covered by the NHIS. These activities prayidedepth information and
better insight into the barriers the PSGs had itledf since they had the opportuni-
ty to probe further for the root causes. After aljpem analysis session, a PSG
representative told me: “Now | appreciate probldated by health providers in
providing better healthcare to insured patientss Thas changed some of the
negative perceptions | had about them.”

This highlights the importance of the PSG problerakgsis sessions that brought
out issues, which had not been captured at PS@sssEor example, the issues of
registration fee payments and premiums for manidm and dependents that
made the total amount of money to be paid by peadhk of households unafforda-
ble were observed at first hand.

Lessons learnfThe broad-based involvement of the communityugtohouse-to-
house visits and meetings with opinion leadersdinbup many experiences related
to key problems that had not been captured at R8IBgm-analysis sessions. This
showed the complexity of barriers to enrolment wite NHIS and retention of
members and suggested that all the stakeholdersotlikhow all the problems in
the community. Therefore, depending on one categbstakeholders alone for
information can lead to what Chambers (1983) deedras ‘people bias.” Chambers
criticised the behaviour of development profesd®ndno spoke of participation by
targets of their development projects, but who dwalgt spoken to rural leaders and
people who represented the elite, dominant andtisegloups. People bias can
occur if stakeholder collaborations formed to addi@arriers to achieving a public
policy promotion limit their problem identificatioand analysis activities to their
own group members. To diminish this bias, it isassary to step out and listen to
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ordinary people in the community and workers in ithaitutions involved in an
intervention’s implementation.

In this study, people who were directly affectedtbg intervention and those
purported to be the causes of the problem werdlyoengaged to analyse the
problem. This reduced aggressive reactions andecteaonducive atmosphere
during the PSG problem-analysis sessions. Thuscdhsideration given to all
stakeholders’ perspectives during the problem aisatgduced the initial aggression
exhibited by some and led to an appreciation afisttcomplaints about them. The
result was an agreement on the root cause(s) girtidems and made the issues
less sensitive in the end. This suggests that ikepeat benefit in bringing stake-
holders together to discuss even the most cons@lassues. It is important to
handle the sensitivities of all stakeholders tadtyduring the discussions to ensure
that tempers are controlled (especially at therbegg), since they begin to appreci-
ate each other’s perspectives as the meeting meege

The problem-analysis sessions also highlightetbllmving conflicting interests
of actors involved in the NHIS implementation:

Some health providers sell drugs to insured patiand collect unauthorised
fees.

DHIS staff collects money and issue NHIS cardsatents without waiting
for the mandatory three-month waiting period.

NHIS collectors charge more than the approved premaind registration fees.
The DHISs are reluctant to grant exemptions, esfig¢d the core poor.

These revelations show that the behaviour of inldizis at the frontline of the
NHIS implementation is not homogenous and ofterflats with the policy goals.
While policy makers’ may be enthused with equisurss, those at the frontline of
NHIS implementation may be more concerned with eaan gains.

Step 3: Finding solutions to problems and impleraton strategies

After the probable root cause(s) of problems wdeaiified, measures to address
them were developed. To ensure that the intervesiti@ad maximum impact, the
guestions of when, where and how to carry out smiatwere found to be critical
and explored. At this stage, facilitators explairtied objective of the session to
members and engaged them in finding appropriatgiens and implementation
strategies. Brainstorming was usually used tooatity reflect on the NHIS policy
and the implementation challenges to generate lpessolutions. To encourage
members to talk, the PSGs adopted the slogan gmiglbad’ used during facilita-
tors’ training workshop, which | observed encourhgeeryone to contribute to
discussions. All ideas were listed because somadsalridiculous at the beginning,
but turned out to be good after analysis.
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Tailoring the interventionsThe PSGs also developed strategies for implemgnti
solutions to the identified barriers. This involveglecting specific targets, imple-
mentation sites, persons to implement solutiond,valnere and how to reach all
target groups. Thus, the PSGs tailored their smigtio particular target group(s)
and identified the venue and who should be invob@usidering local conditions
and available resources. Although the PSGs utiissdknown DHISs approaches,
such as education at community durbars and heatlities, new implementation
strategies were developed to ensure all targetlptipos were reached. These
included education at churches, mosques, marketsheach, basic schools and
households. The PSGs also held joint meetings gathmunity leaders, health
providers and DHIS staff to solicit their suppartciarrying out intervention activi-
ties.

PSG members were divided into small groups of abmut Each group was
assigned one or two problems to consider and reporiNext, a member of each
group presented their work and explained their psep solution(s) and implemen-
tation strategy(s) during the following meetingG%3hen agreed on the presented
alternatives (if any) and which one to implememtr Example, when the solution
was to provide education to fishermen on the neeimhidure oneself against ill
health, the site was the beach and the team was o@adf health providers and
DHIS staff with community members in charge.

From my observation, the most significant impac¢hefke interactions was estab-
lishing and/or strengthening the relationship betmveommunity members, health
providers and DHIS staff. A PSG member after ongugh sessions expressed his
joy as follows:

We are motivated to contribute to discussions beeéacilitators appreciate the role everybody

is playing in solving the problems identified. Theycouraged us to talk about our experiences

and reservations about the NHIS freely and suggmations to address the challenges. This
made us appreciate others experiences and whylthegrtain things.

This comment shows that by involving others in iingdsolutions to problems,
everyone developed the commitment to help solvatfid@e body language of PSG
members suggested this was a major first stepdnciag identified barriers. For
example, the facial expressions of community mesblering problem-analysis
sessions suggested that they appreciated therpedleonfronting health providers
and DHIS staff in implementing the NHIS policy. Slianly, health providers and
DHIS staff acknowledged the community members’ eons. They normally
nodded their heads when community members weringpkkbout experiences
indicating some level of appreciation of their cents.

PSGs, community leaders, health providers, and D#HS8 work togetherAt this
stage, the PSGs again strategically used stakebblaled community leaders’
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meetings to solicit support in carrying out intariien activities. As usual, they
gave an overview of the groups’ activities and tieed to develop appropriate
solutions and ensure that the intervention reaeligtieir members so that enrol-
ment and retention rates could be improved anchatgly, more people would have
access to healthcare. My observations and comnintommunity members
during these meetings indicated that they apprettidie health providers’ presence

at these meetings. pataasdeader’'s comment at one such meeting suggested that
for the community members, the health providers BtlS staff's presence
conveyed a stronger message of their commitmeahetblHIS than hearing it from
only DHIS staff and the collector. He said:

It is good health providers and DHIS staffs are dlere to talk to us. Some of them make us
feel they don't like insurance. Nurses’ attitudes'tl show they support it. If you go to the
hospital, they make you wait for too long. | hopleer you go back you will tell the rest what
we are saying.

This kind of reaction gave the PSGs more insigiatimow to involve community
leaders, health providers and DHIS staff in implatimg intervention activities in
the communities. It helped them to change theatsgries. For example, in coastal
communities, the PSGs changed their implementatrategies when they realised
that community durbars were not an effective mdangach the majority of the
population, particularly the men. Men, mostly fighen, spend all day at the beach
either mending their nets or engaged in playingegmwith this insight, the PSGs
in coastal communities focused more on small gracivities such apataase
meetings and house-to-house visits instead of camiyawide activities to ensure
everybody was reached. However, documentary filmsva in the evenings in the
community were also well patronised by communitymbers including men.

Peer-to-peer conversation®ne approach the PSGs used was to engage insured
community members to educate their peers abouiehefits of health insurance
using their experience. During one of such meetrgpat owner shared the NHIS’
benefits to his household with his colleagues.dditeagues asked the boat owner
about the details of the benefits and quality @fitieare services. Others, who were
complaining about the viability of the NHIS at theginning of the discussion,
appeared to be convinced that insurance was ltlettercash and carry in the end.
These peer interactions and the information shatsalt NHIS' benefits and
experiences at health facilities reduced the negatrception about health provid-
ers’ attitudes towards insured patients.

The benefit of the stakeholders’ involvement indeselopment of solutions to
barriers was that speaking about the NHIS’ findiqmistection against ill health had
a greater effect on people. It appeared that wB& Pommunity representatives,
community leaders and health providers say at swes#tings had more weight than
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what DHIS staff and collectors had been tellingdbenmunity. For example, the
NHIS’s protection against catastrophic healthcagnments that was addressed by
community members sharing their own experiencesdimg) cases of people they
knew made their peers appreciate the NHIS bettas. froved to motivate more
people to enrol in the NHIS than the DHIS staff antlectors telling them what to
do.

Step 4: Drawing an action plan

To facilitate the implementation of interventiortigities, the PSGs drew action

plans to guide the process. Table 5.1 presentganpe of an action plan drawn

and implemented by a PSG. Action plans servedasmaps for the implementa-

tion of intervention activities. For the purposéto$ intervention, PSGs adopted the
following guidelines to help develop the outlinetbéir action plans at our PSG

facilitators training workshop:

State the problem being addressed

Set targets to be achieved at the end of eachitsctiv

State the specific activity to be carried out

Decide on the most appropriate person(s) to beoressiple for each activity
Do not assign all the tasks to one person

Have a time frame within which each activity shob&lcarried out

Provide feedback at the end of every activity

Provide evidence to show that the event has talae ffor the purposes of
monitoring

Table 5.1  Action plan for August-October, 2009

Activity Community durbar Stakeholders’ meeting NHhass registration
Target(s) Community leaders & Community leaders, health Community members
members providers & DHIS staff

Persons Kofi, Jacob, Lucy &  Philip & Judith Eugene, Kofi & Adjoa

responsible  Mercy

Time frame August September October

Resources  Canopy, P.A system, Pastries and drinks Chairs, tables, lunch

needed chairs, refreshment for participants

Budget GH¢ 99 GH¢ 95 GH¢ 50

Feedback Not well patronised Most people invited Patronage was good.
attended Needs to be repeated

Evidence for Pictures & report of  Minutes of meeting & Pictures & Number of

monitoring events on file pictures on file people registered
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The PSGs agreed that intervention activities withgotential of reaching most
community members would be given priority in thagtion plan. Brainstorming
was generally used to break down solutions inteifipeactivities to develop an
action plan for every quarter of the year. Iltemhaaction plans included specific
activities, targets for intervention activitieang lines set for each activity and a
budget. For example, the third intervention acgiwit Table 5.1 above was mass
registration. For this activity, the entire commntynwas targeted. Four members of
each PSG were appointed to be directly respongiblerganising the event and
time frame. Items needed for the occasion weredtahd a budget provided.
Impressions about the event were written as feddiad photographs were taken
as evidence that the activities had taken placeh®purpose of monitoring the
intervention. Feedback also provided informaticat 8erved as a guide for the next
line of action or for modifications of an intervennt activity, if necessary. Evidence
for monitoring helped ensure that the PSGs adhiredhat they stated in their
action plans and the guidelines of the interventimgramme.

Step 5: Implementing intervention activities

The consensus at the PSG meetings was that sirrer & enrolment were multi-
dimensional they would be better addressed whestadeholders worked together
to implement the activities outlined in their actiplans. Thus, the PSGs provided
structures for community members, while the DHESfsind health providers met
regularly to exchange ideas on how to reach ajktagroups. The PSGs’ involve-
ment in the delivery of intervention activities aresd smooth implementation and
made it possible for all target populations todmeched. Since barriers to enrolment
and member retention were multifaceted and linkettie culture of the communi-
ties and the context within which health providensl DHIS staff operated, inter-
vention activities were delivered at the three levad NHIS implementation —
communities, health facilities and DHIS officeso-ensure maximum impact.

Intervention activities at the community level

At the community level, intervention activities proted the NHIS’ benefits and
tried to persuade communities to embrace the NE Esleetter alternative to paying
cash at health facilities. The NHIS’s operationaaltenges confronting health
providers and DHISs staff were also explained. iflaén barriers were:

1. Low community member interest in health insurance

2. Misapplication of the operational principles ofanhal mutual support groups
such asinoboaandpataasdo the NHIS. In the case ahoboa,people join
the groups when they need support and withdrave #fiear

3. Delays at health facilities experienced by insypatlents when accessing
healthcare with their NHIS card
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4. Delays at DHIS offices when collecting NHIS cards

5. Payments for unauthorised fees and for drugs cdueyehe NHIS

6. Undersupply of prescribed drugs at health facditie

7. Community members’ over-reliance on chemist andriphay shops for
treatment

8. Political perception of the NHIS

Implementation strategies employed were meetingsoimmunity durbars,
homes, beaches, markets, lorry stations, churoiesjues, schools, PTfeetings
and health facilities. These forums were used tic&ie community members on the
need to be insured against ill health and aboulNtHES’ protection against cata-
strophic healthcare costs. The meetings also aealforms where detailed
information was provided on NHIS’ operational guides and challenges that the
health providers and DHIS staff faced in implemagthe NHIS. The intention was
to enable community members to appreciate thelyedlthe challenges in deliver-
ing healthcare under the NHIS regime. As enhanned/ledge does not necessarily
translate into action, promotional activities wal®o carried out to whip up interest
in the NHIS, build trust and confidence in the NHiI& improve the credibility of
health providers and DHIS staff in communities.

Community durbarsCommunity durbars in Ghana are held at designaAsees for
large gatherings such as community centres arafyelsquares. They are convened
either by traditional leaders, opinion leadersgc@mmunity groups. Outsiders are
invited or an institution may be invited to discusgortant issues of public con-
cern. The durbars are usually characterised by ohing dancing, speech making
and question and answer sessions.

The first intervention activity the PSGs organises a community durbar. Many
PSGs organised durbars every three months. Théfosoeat was the observation
of traditional protocol such as exchange of grestinetween community leaders
and invited guests. Next, PSG community facilitajmrovided information on the
rationale for the intervention and outlined varicaadivities to be carried out.
Drumming and dancing followed, after which the P&@resentatives from the
community, health providers and DHISs’ staff anldentinvited guests took turns
addressing the gathering. The question and angsgioss fostered open discussion
of the identified barriers and community membeosicerns about the NHIS. Chiefs
and elders, assemblymen and Unit Committee memiheasls of health facilities,
the District Director of Health Services (DDHSs)daDHIS managers or their
representatives addressed most of the durbarsnict.

2 Parent Teacher Association is an associatiomuts of children of a particular school. They mee

discuss issues that concern the welfare of théoirem.
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All speakers at these durbars typically delivergaieit messages to sensitise the
gathering about health insurance. They projectedNtIS as a resilience-building
factor that provides financial protection and heesgotential of helping achieve the
ultimate goal of equity in access to healthcares Was intended to create a com-
mitment from the people to insure themselves agdinsss and consistently renew
their membership. The speakers often used the iexyges of people in the commu-
nity to illustrate how health insurance had helihedin avoid catastrophic healthcare
payments and enabled them to manage the adversdiiiebealth. For example, a
diabetic patient explained how her health becanmbafter enrolling with the
NHIS.

This hospital card [NHIS card] is good. It has kedgiven me relief from thinking about my
sickness. | no more have complications. I'm ablgddor reviews and get my medicines every
month so my worries about the disease have gong.hédee seen how diabetics nearly de-
stroyed my life. So for me, | always renew my card.

Health providers re-echoed the NHIS’ benefits. Tinbkyrmed community mem-
bers about how the insurance reduces patients’ kbcatipns and vulnerability to ill
health. They narrated specific instances wheres liwere saved due to health
insurance and deaths occurred because patientetithve money to seek early
healthcare. While acknowledging the barriers tloamunity members had men-
tioned, health provider PSG representatives, hefldsalth facilities and officials
from the District Health Directorate explained thembersome bureaucratic
processes that the NHIS brought to the healthcalreedly system. They informed
the public about the increase in their administea#ind clinical workload due to the
time spent filling out the NHIS forms. They explaththat this prolonged the
insured patients’ consultations and the time tipgynsat health facilities. They also
told them why health facilities were unable to pdavpatients with essential drugs
at all times. This reduced the insured patientsiglaints about spending more time
at health faculties than the uninsured and thetaperof drugs at health facilities.
Health providers used the durbars to assure contynon@mbers of their intention
to improve the services, but explained that theyeveenstrained by NHIS imple-
mentation challenges.

DHIS representatives and DHIS managers in the P8§astold community
members about the NHIS benefit package. They aclauged the community
members’ concerns about the delays in issuing NéH®ls and described the
bureaucracy involved in processing NHIS claim farifikey also explained the
implications of using multiple names and emphastbedneed for patients to be
consistent with the names they use in official aoents such as the NHIS, hospital
and voter ID cards, school and church records.dieem explained: “The use of
different names to register and take pictures malseespend so much time in
processing the forms. This contributes to the delagsuing the cards.”
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My observation and conversation with community R8@esentatives during
these durbars indicated that community members erceuraged by the health
providers’ and DHIS staff’'s acknowledgement thaiiticolleagues’ bad behaviour
towards insured patients. They were also happytabhelattempts being made to
remedy the situation and improve quality of servithe DHIS staff's efforts
influenced community members to respond positiaely play an active part in the
intervention. Also, using examples of beneficiattedemonstrate the benefits of the
NHIS had a positive effect. Several people usualiyolled after the durbars.
Further, the explanation that patients needed twobsistent with the names they
used in official documents reduced the complaigtsrest DHIS staff.

Film shows and dram&bocumentary films and drama are known to captiee
attention of viewers and make a story more realhand. This technique was used
by some PSGs to follow-up the community durbarsahdr intervention activities
to make the NHIS implementation challenges reah&éocommunities. The films
documented actual NHIS registration and users apgpdiealthcare. The film
shows were interjected with discussions to reirdarery important messages. The
films and drama demonstrated the reality of basréard illustrated the challenges
health providers and DHIS staff faced. The intantieas to attract community
members’ sympathies with the aim of changing tlaiitudes towards health
insurance. For example, some PSGs showed documdihias to expatiate prob-
lems created when various names were used for gitaqtis and registration and
how this delayed the processing of registratiom&rThe films were shown in the
evenings on ‘taboo days’ when everybody was at hemthey were generally well
patronised.

The power of films in creating vivid and more lagtimpression on the minds of
people was apparent. | observed that the films wene appealing to those com-
munity members who were reluctant to attend comtguwturbars. | often heard
people discuss the films and debate issues thatnaesed long after they had been
viewed. Community members often referred to thmdilin conversations and
discussions during PSG meetings. As the communégnbers saw people they
knew in the films giving testimonies about the NHd8nefits and using their card
to access healthcare, the advantages of beinghswas made real. Also, questions
asked and comments made after the films indicdtatlthe more people were
exposed to the NHIS’ benefits, the greater thdihked that they would appreciate
it as better than ‘cash and carry’.
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Some PSGs also used community groups, such as miotheother support
groups: to stage short dramas to demonstrate the diffasuthe DHISs face when
processing NHIS registration forms. They used tiaend to portray how cumber-
some it is for a mother to go to the DHIS officeesal times before she can get her
NHIS card just because she used one name to negisleanother name for her
photograph. In one community, in a drama, childiteowed how mothers wrote the
names of all members of the household before egistthem and then showed the
names to the registrar and the photographer. Schadten were also used by some
PSGs to stage a short play emphasising how norireaind can lead to delays in
healthcare by staying at home and the death afrelm| especially those under five
years.

Opinion and community leaders’ engagement to premibtlS As Viswanathan et
al. (2004 28) observe: “Integration of resideisowledge of what will work in
their community makes it more likely that findingsl address the problems.” This
study also found that it is not enough to integisttkeholders’ knowledge into
intervention activities, but it is also necessargimgage them in knowledge dissem-
ination. PSGs worked together with opinion and camity leaders to implement
intervention activities. Short meetings, not maanttwo hours, were regularly held
with traditional, religious and opinion leadersstdicit their support in implement-
ing intervention activities in communities. PSG coumity facilitators led discus-
sions at these meetings. The leaders were infombedt the dangers of over-
reliance on pharmacy and chemist shops as alteesatd seeking healthcare at
facilities. They were also encouraged to talk abloetbenefits of health insurance
with community members to help improve NHIS coveradext, religious leaders
included health insurance-related themes in tle@gmens and initiated discussions
with their congregations.

In fishing communities, PSG members engaged dlsieéfmen, boat owners and
pataasdeaders to educate fishermen and mobilise theanrial in the NHIS. PSGs
in farming communities also met chief farmers andoa purchasing clerks and
solicited their support to educate community merslérom my observations and
discussions with community members, the meetinfgeleclarify misconceptions
about health insurance and raised their interettarNHIS. For example, cocoa
farmers who lived on their farms during the coaeassn and came to the communi-

®  Mother-to-mother support groups (MtMSGs) are gsoaf lactating mothers who organise themselves

into clubs and engage in various activities. THeyre the common purpose of providing a safe environ
ment where women can learn from one another, exgharperiences and concerns, and support one
another in a variety of ways. MtMSGs affiliated vthe GHS’ Baby-Friendly Hospital Initiative are
committed to improving infant and young child fegglpractices and maintaining formal links between
health institutions and communities (Linkages aadriers 2003).
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ty only occasionally and others who spent the grgadrt of the day on their farms
and were difficult to capture during durbars, hetsé@ouse visits or film shows
were reached through their leaders. Though thelsambntinued to complain about
payment for drugs and services covered by the NHikSmeetings usually ended
with some of their community members actually resgiag. After one such meeting
during the bumper harvest, a boat owner pre-findiice registration of twenty of
his employees. When | asked him why he did thatexy@ained his action as
follows:

Irrespective of the problems associated with heastrance, it is still better than cash payment.

My workers usually borrow money from me to pay thspital bill during the dry season. So
convincing them to register will take that burddhne.

Thus, by engaging chief farmers, cocoa purchadergs; chief fishermen, boat
owners anghataasdeaders in the intervention process, ‘the diffitmreach’ target
populations were captured. One NHIS collector o&after our meeting with the
cocoa farmers that some farmers came to regigemairds. | followed up to find
out how the purchasing clerks had managed to coawime farmers to enrol. The
purchasing clerks who were insured said they hawsthe farmers their NHIS
cards and told them about the benefits they had &ej@ying. They explained how
being insured reduced their vulnerability sinceytieould not have to borrow
money, give out their farms for a number of yearsadl their farms or land to pay
hospital bills during the dry season as was ustla#lycase. The uninsured purchas-
ing clerks also encouraged their peers to enrpat@asanember told me after one
of their meetings that “[kK]nowing that our leadars insured influenced those of us
who are still apprehensive about the viabilityleg NHIS to change our mind.”

These comments suggest that engaging opinion anchaaity leaders, purchas-
ing clerks, informal sector employers and busimegsers could help promote the
NHIS. They could be consulted at harvest time tooarmage their members, em-
ployees and people who do business with them twl.€Finis is an important factor
that needs to be considered when developing impl&tien strategies and the
timing of intervention activities to ensure all sgloups are reached at the appropri-
ate time.

SchoolsBasic [elementary] schools were another sitd*®6 intervention activi-
ties because that is where the children and teaduwerd be reached. As a PSG
facilitator explained: “Basic schools provide gasettings for reaching children,
their families and teachers. Children need healéhoaost, yet they do not have
adequate knowledge of health insurance.”

PSGs discovered that even though children are ebeghfom paying premiums
and are only required to pay registration fees,trmbthem and their parents were
not aware of this status. So, PSGs carried outsgitunal activities at basic schools
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to explain the NHIS operational guidelines to th&imey reasoned that sensitising
children about the need to be insured againsedlth before they become adults
would help reduce apathy towards health insurame 0f the enduring problems
confronting the NHIS. Teachers could also edudsée pupils and parents on the
benefits of health insurance and help promote tHESN Teachers thus engaged
parents in discussions during PTA meetings and sttteol activities and encour-
aged them to enrol every member of the househgiéocgsly children. PSG
community representatives explained that many attiédren earn some income
during harvest season and could pay their registrétes if their parents could not
pay for them. A PSG community representative streé$ise importance of this as
follows:

When children and teachers value health insuraheg will in turn influence parents to enrol.

Children will engage their parents in discussidmsLé the need to enrol all household members

and maintain their membership. This will graduattprove their attitudes towards health insur-
ance.

In summary, sensitising children about the neaddore against ill health had a
positive impact not only on them but their pareagsvell. It improved knowledge
about the NHIS and resulted in many householddlergall members.

Health facility-based educatioPSG community representatives, health providers
and DHIS staff carried out both educational andoadey activities in health
facilities to reach patients. Nurses, volunteeddlectors and DHIS staff were
specifically tasked to perform this role. They Uguaounted platforms in the out-
patient department (OPD) and pre- and post-naitaicslto educate patients on
health insurance and encourage them to enrol andinein the scheme. Pregnant
women and mothers were told about the need to rémeiwcard and register their
babies before they were three months old, sinee dege under a mothers’ card
expires after this period. They explained the psees that insured patients have to
go through in accessing healthcare and why theyesoras have to give prescrip-
tions to patients to look for drugs elsewhere. diseussions were normally interac-
tive and people asked questions and expressecctireerns about the NHIS.

It is worth mentioning the illustration by a medieasistant who showed her
NHIS ID card to uninsured patients as a way ofding their confidence as men-
tioned in chapter three. When | asked her why stig¢hdt, she told me: “Some
patients need to be convinced by us [health preosjdeat health insurance is good
for them. | believe if they know that we are alssured, they will be motivated to
enrol.”

Other PSG intervention activities in the commur@gher intervention activities at
the community level were visits to households, beacmarkets and lorry stations
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on ‘taboo days’ when most people stayed at homdishing communities, for
example, visits to households and markets werestagigmostly at women. Men
were met at their places of work, such as the kesaahd lorry stations. Both men
and women were reached at home on ‘taboo daysrmihg communities.

Also, through the initiative of PSG community regeetatives, registration points
were mounted in communities every ‘taboo day’ dyrthe harvest period to
encourage people to enrol. For example, a PSGoseB8HINE office in a commu-
nity, which served as a registration point. The I$Ebffices were used for meet-
ings, registration and delivery of NHIS cards. Alector, assisted by other PSG
community representatives, ran the office. Thiatzd interest in the NHIS as it
brought the service to the doorstep of the communit

Regarding the difficulty of obtaining prescribedugs in communities where
there were health facilities, but no accreditedrptaay or chemist shops, PSG
community representatives argued that although #meyv that it was not the
DHISs’ responsibility to convince pharmacy and cigrshop owners to apply for
accreditation, they had the moral responsibilityntervene. Therefore, the PSGs
persuaded pharmacy and chemist shop owners insii®aside the district to
apply for NHIA accreditation and open branches wherspitals and health centres
are located.

In the case of payment for drugs covered by theSNIH$ide and outside health
facilities and paying unauthorised fees to heaithviglers and DHIS staff, PSG
members encouraged insured patients to reporcsisels. | must mention that some
reports were made, but only in a few cases wesetf@lowed up because insured
patients were not bold enough to lead PSG membemifront the staff involved. |
did witness two cases when insured patients paitidepital ID cards and drugs
covered by the NHIS and PSG members confrontedffi@als involved. The
officials were made to refund the money to thetrquds.

I must also mention that in all the interventioiates, time was set aside to
engage individuals who could not raise their conseluring group discussions and
activities in one-to-one conversations. | obsertleat these strategies made it
possible for PSGs to reach almost every communésgnber. They improved the
level of understanding of health insurance andepation for some NHIS opera-
tional challenges.

Intervention activities at the health provider leve

PSG intervention activities were used to addreafieriges that the NHIS brought
to the healthcare delivery system and the effedtemith providers and ultimately
on clients. The three main NHIS implementation lgmagjes faced by health provid-
ers and addressed by PSGs were:
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Time spent filling out what they described as “toenplex NHIS forms.”
Heavy workloads as a result of increased utilisatibhealthcare services by
insured patients

Irregular payment schedule of NHIS claims, whichtdbuted to the health
facilities’ inability to provide essential drugsittsured patients at all times.

Two main strategies, stakeholders meetings anddewtary films, were used to
tackle the problems.

Stakeholders’ meetings

PSG members made a decision that the NHIS implexhentchallenges would be
better addressed if all stakeholders worked togeithnemplement intervention

activities. Rather than apportioning blame to Speatakeholders, intervention
activities were intended to be a negotiation on howmprove enrolment and

retention of members in the NHIS. As a result, lfegmeetings were held where
PSG facilitators emphasised that although some NipESational problems were
systemic, their negative impact on enrolment coeaninimised. These meetings
were usually attended by community leaders, heédealth facilities and their

staff, DDHSs and DHIS managers or their represmetat Discussions focused
mainly on health facility-level barriers, their agive contribution to low enrolment
and high dropout rates, and how to improve thesiu.

In a typical meeting, officials from the Districteldlth Directorate working on
NHIS claim forms explained the need to carefullynptete the forms and avoid
making mistakes to prevent rejection. DHIS manag®sk turns to inform health
providers on the operational guidelines of the NHIBey acknowledged that the
NHIS has increased the managers’ workload and pdeslithem not to vent their
frustration on insured patients by being rude,rhtlier to communicate the chal-
lenges they face in a friendly manner to the pédien

Regarding delays at health facilities, the positbfacilitators on how to address
the problem was mentioned as follows:

Since filling the NHIS forms is part of healthcaivery procedure and can only be changed at

the national level, we could only educate peoptaiatvhat to expect when they seek healthcare

with the NHIS card. This will show that the probléwmeal and not perceived as inefficiency on

the part of health providers. Hopefully, this vii#llp change the negative perception they have
about us.

In the case of heavy workloads, the discussionssied on how to improve the
quality of services in the midst of the increasmgmber of patients at health
facilities and manage the stress. Health providen® urged to exercise patience
with insured patients since this was an issueRIs4#s could not solve. The PSGs
suggested that the negative impact could be redhomagh regular interaction with
stakeholders to explain the health providers’ diffi working conditions. Citing
cases of few staff attending to many patients a&lydacilities, District Health
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Directorate staff were invited to advise healthviders on how to effectively
combine their administrative and clinical worklotw reduce the time insured
patients spent at health facilities. These ac#isitisually ended with a call to health
providers by community leaders and DHIS staff ®@sen communication to make
their clients understand the enormity of the cimagjéss they faced.

In addition, PSGs held separate meetings with headtviders and DHIS staff to
discuss measures that they could take to minirhisexégative effect of delays in
claim payments on facilities. After lengthy disdoss on how delays in claim
payments contribute to the shortage of drugs andemmine the quality of
healthcare services, DHIS managers and staff esgaetheir sympathy and de-
scribed the situation as unfortunate. They exptathat the problem was largely
due to delays in claim submission, mistakes inftrens and the bureaucratic
procedures. They assured the PSGs that the DHifSadta vet the NHIS claim
forms would contact health staff immediately tootese problems to speed up the
process. A medical assistant told me that these¢imgseestablished linkages that
improved the relationships between health providacsDHIS staff working on the
NHIS forms. She asserted: “DHIS staff now call mdiscuss problems with NHIS
claim forms and we are able to thrash out issuasaroing the forms faster than
was the case previously.”

For accusations of disrespect, collection of unaugled fees and priority being
given to cash-paying patients levelled againstthgaibviders, PSG facilitators and
health providers’ representatives made a specipéapto their colleagues to
convince community members that health provideppstt the scheme, but are
constrained by operational problems when intergaiiith insured patients during
consultations. In one such meeting, a facilitatdrows also a health provider
emphasised the need to change health providersivimir and respect insured
patients:

We need to convince people that we support hedtirance and explain to them the difficulties
we have in the facility in a friendly way. Muchwae want them to appreciate our problems, we
need to respect them. We can only show that weameitted to ensuring the policy succeeds,
but our desire to provide quality service is undaed by inadequate staff and delay in claim
payment, if we stop collecting unauthorised feemfinsured patients and giving preference to
patients who pay cash. These negate efforts abiimg enrolment with the NHIS and retaining
members.

This statement resulted in arguments in the megbagmany health providers
accepted that the issues raised were significatarathat they ought to address to
help PSGs improve the enrolment and retention ofS\Ntdembers, while others
thought it was an exaggeration of the situationo#é¢ meeting, a District Director
of Health Services (DDHSs) who was the chair, ve#aed and re-echoed his
colleagues’ concerns, but reminded them that tleeylad to adhere to their motto



143

for service delivery — the interest of the clieotres first and every patient requires

respect. He emphasised:
As to whether these allegations are true or notcaveot just dismiss them. Even though it
might not be widespread, it is our responsibilityweed out the ‘bad nuts’ among us. If we are
able to do this, our commitment to the schemenwalilbe in doubt. We should realise that under
the NHIS we are dealing with a new type of customleo is empowered to demand quality
service because he has paid before coming to ug tharge them any unauthorised fees or
make them pay for drugs covered by the NHIS thewp #ine paying double. This undermines the
credibility of the NHIS and they have the righttumplain. We therefore need to develop new
work habits and uphold our professional ethicsuiled patients must not be made to bear the
consequences of problems we have with the NHISer@ilse how can we convince them to
understand our problems?

DHIS managers spoke about the need for health geovito see their work as a
business enterprise and handle their clients wattodim. They emphasised the
critical role of health providers in promoting thiHIS and pointed out that its
success or failure depended very much on themalde s

How health providers present the NHIS to patiemiis€nces how people perceive it. Discus-
sions so far show that almost everybody is not happut the quality of service at your facility.
I've also had numerous complaints about the prestigat go on in your facility which discour-
age people from enrolling or renewing their membigrsvith the scheme. | appreciate your
problems especially the delay in reimbursing cldbuisit is no reason to make patients pay the
price. If you do that, your problems will not bepagciated. So if you improve your services
many people will enrol.

The frank discussions among key stakeholders aetheeetings, contributed
immensely to bridging the knowledge gap betweentw®policy states and the
reality on the ground. The PSGs had better insigiat the NHIS operational
challenges confronting health providers. A PSG theptovider representative
asserted:

Such meetings would have saved us from many @idbegsations community members levelled
against us and the high hopes they have aboutt#®.NDHIS projected the NHIS as covering
everything, so insured patients believe they ddage to pay anything and should be given all
drugs at the facility.

In addition, speakers at all intervention actigtealled on health providers to
improve their relationship with insured patienespect them and embrace the non-
cash transactions under the NHIS to show that sheport the scheme, since this
would help build confidence in the NHIS. The PS@sauisly suggested that all
health workers should show a personal commitmgmicimote health insurance and
desist from collecting unauthorised fees from iegyatients and making them pay
for drugs covered by the NHIS. This was a callé¢alth workers to demonstrate a
true commitment to the implementation of the NHI& amprovement of their
public image. In this regard, health providersamtigular advised their colleagues
to give up the practices and behaviours of the-feses regime (health providers
sometimes selling their own drugs to patients atiécting unauthorised fees) and
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commit to the NHIS. | observed that despite all tiee things that DDHSs and
DHIS managers said, these were tough issues inetiéh system and not easy to
address. Community members’ facial expressionsiduinese discussions suggest-
ed that they felt helpless. A PSG community featiéit lamented after one of these
meetings as follows:
Stopping corruption among health providers is fiadilt task. None of the ‘bosses’ [DDHSs and
DHIS managers] seem to have the zeal needed totfigke negative behaviours and corrupt
practices head on. They seem not to be ready tisipsaverely those involved in cheating to

deter others from doing the same things. So we [Re@bers] can only appeal to the con-
science of the perpetuators.

These comments show how handicapped the PSGs nvadeliessing some of
the challenges. Despite the PSG members’ sceptaisyat the health providers’

willingness to change their negative behaviourjrikervention activities sensitised
them about the contribution they could make to egpsdHIS coverage.

Films

Some PSGs used documentary films of scenes ofroveded health facilities with
the few health providers having difficulty attenglito so many patients. After
acknowledging the negative behaviour of some otbiagues, a health provider
pointed out the issues that account for some detlppoblems. He explained:

Our heavy workload and long working hours make somes resort to collection of unauthor-

ised fees to compensate for their long working Boétso, the frequent shortage of drugs and

other supplies to take care of ever-increasing rarmbf patients undermines our desire to
provide quality healthcare.

The situation was made real in the films. Strategiey could adopt to manage
the situation to reduce delays were discussed dftere The discussions also
highlighted how some health providers maintain dyaf service delivery even in
the midst of the challenges to encourage otheds tthe same, since this is one of
the core complaints that discourage people frorolkmg.

| noticed that by the end of the intervention, bealoviders talked to patients
about health insurance and the need to enrol gjutbrdy renew their memberships
and discussed the challenges of providing goodtesie with the patients more
than they had done at the beginning of the programirhis suggests that some
improvement in the situation could happen evehwfds slow.

Intervention activities at the district health irsace scheme level

The main NHIS implementation challenges that wetsfl to undermine DHISs’
work and by consequence discourage people fromlliegrer renewing their
memberships were:
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Delays in processing NHIS registration forms atit#al to the use of multiple
names when registering and having photographs taken

Delay in issuing NHIS cards due to inadequate stéfite space and comput-
ers to process NHIS registration forms

Difficulties of granting exemption to indigents

Specific intervention activities PSGs used to askltkese challenges were meet-
ings, set community registration points and prowadkectors with cameras.

Stakeholders’ meetings
Stakeholders’ meetings that were organised by 8@screated a platform and
opportunity to reduce the negative effect of thel8Sliinplementation challenges
confronting DHISs. At these meetings, DHIS staffevadvised to be quite meticu-
lous when registering people, so that they coutda¢he use of two sets of names
— one to register and one for the photograph. T¥eg urged to develop effective
strategies to instruct people who register with wame and have their photograph
taken with another to prevent mismatch of namespdradographs on their NHIS
cards. For example, interrogating people to be thag used the same names to
register and have their photograph taken and daireenconsistency immediately.
Regarding delays in issuing NHIS cards, DHIS staéd inadequate computers
and cameras as making the registration proceduyeweenplicated and prolonging
the waiting period beyond the three-month peridteyrattributed this situation to
insufficient funds from the government to meet themediate needs such as
repairing computers and providing adequate cabiioepsoperly file their docu-
ments including registration forms and NHIS caiidse issue of insufficient funds
was linked to low enrolment and high non-renewtdsaThe following summary
was a typical advice given to the DHISs’ stafftakeholders’ meetings:
Since much cannot be done about the governmeninigingle can only appeal to the NHIA
through DHIS mangers to increase the number of geemt staff, provide more computers and
cameras. While we wait for more computers, whicghtinot be provided now, we have to
strategise to increase our revenue so we can repaiequipment promptly and ultimately
reduce the delay in issuing ID cards. Fortunatbly,PSG will help us improve coverage and

increase revenue so we can repair our computersdhiately when they break down and buy
more cameras to reduce delays in issuing NHIS aardsmprove service.

To counter corrupt practices, PSG community reprasiwes, DHIS staff and
managers explained how these undermine attemiptptove enrolment from their
perspective. They explained how charging more tharmapproved premium and
registration fees, prevents poor parents from tegmg all their household mem-
bers. They emphasised that this menace shoulddressed in a holistic manner.
First, DHIS managers appealed to DHIS staff tosddspbm the shameful act and
devise ways of providing efficient service to thdients. Collectors were asked to
stop collecting more than the approved fees andimagnoney collected to DHISs
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promptly to overcome the temptation of spendiogitheir personal needs. Second,
PSG community representatives were told to telppeto report any DHIS staff or
collector who demanded money from them to avoidingifor the three-month
mandatory period. Third, community representatstggyested that DHIS managers
monitor their own staff and collectors by occaslignasiting communities to check
on the premium and registration fees being coltecfe community facilitator
argued:

The practice of collecting more than the approess$fand registering people through ‘the back
door,” will not help build confidence in the NHI8.will rather encourage people not to enrol
and renew their membership regularly. They wilhkhihey can be issued NHIS card instantly
when they pay money to DHIS staff.

At the end of the discussions, the health proviées DHIS staff agreed that
barriers to enrolment and renewals of membershigt exd need to be resolved.
Evans & Davies (1999: 379) describe what occuis policy transfer when those
implementing a programme are not likely to do: “Ebkawhat was intended or
specified by those who formulated it.” In this resp the PSGs adopted a ‘no
blame’ stance and advised DHIS staff to give upediative practices and show true
commitment to expanding NHIS coverage through aughprocess of desisting
from current practices and adopting practicestibad confidence in the scheme. A
PSG facilitator re-echoed this concern and desdrthe situation as: “Difficult
issues for the group to solve since they are engjeébui we will keep on talking.”

These comments show how handicapped PSGs werdrigsathg the corruption
that adversely affected enrolment in the NHIS atention of members. However,
concerns by PSG members sparked debates and nautee g@oviders more
conscious of their behaviours that were undermiratigmpts to expand NHIS
coverage than they had been at the beginning ahteesention.

The difficulty of identifying the core poor for emgtion was also addressed by
PSGs during stakeholders’ meetings. After extensigbate, PSG community
representatives and facilitators asked DHIS PR@<alfectors to play lead roles in
the implementation of the exemption policy. Thegad them to educate communi-
ty members on the exemption policy and collabonate community members to
identify and recommend the core poor for exempiiuring one of such meetings,
a facilitator cited the case of a volunteer whespaded the collector and DHIS staff
to grant exemption to a woman described as core pealiscussed how communi-
ty members, DHIS staffs and collectors could helgrass the difficult issue of
granting exemption to the core poor. He argued:

Though it took a lot of effort to grant her exeroptij it indicates the core poor can be easily

identified. If DHIS staff and collectors work witipinion and community leaders they can make

the process less controversial. PSGs can cometbpames and justify their nominations since

their status is not questionable rather than sigko the homelessness condition, which does
not reflect the situation.
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In this regard, DHISs were asked to liaise with owmity leaders and PSG
representatives especially collectors and volusteeidentify and recommend the
core poor for exemption.

Other PSG activities to address NHIS implementativailenges at DHISs

PSGs urged DHISs to appoint collectors in commessiivhere there were none and
set up registration centres to aid the registrat@mpaign and help explain new
policy directives to community members. Some PSG<hmsed cameras for
collectors to enable them to register people dfier promotional activities, since
more people registered when their photographs veden at the same time. This
helped speed up the registration process because bdih activities took place
simultaneously, difficulties associated with peapéeng multiple names to register
and having their photograph taken were reducedalddy, the cameras and the
presence of collectors in the communities improthedregistration process and
subsequently reduced the delay in issuing NHISdRIg, which increased confi-
dence in the scheme. This underscores the neadvae every collector with a
camera.

In conclusion, all intervention activities providgttuctures for community mem-
bers, DHIS staff and health providers to exchadgas about pertinent issues that
negatively impact on NHIS coverage. Sociologistsrréo this as creating oppor-
tunity structure — a form of enablement for colieetction (see Boudreau 1996). In
this case, the MSPSP created linkages and prowgpedrtunities for community
members, health providers and DHIS staff to be phtihe process of improving
enrolment and retention in the NHIS. Moreover, tjiothe systemic challenges
were beyond the scope of PSGs, their interventivitees created awareness about
the depth of the problem and generated discussaomsng stakeholders. The
intervention activities set the tone for more catireflection by community mem-
bers about insuring themselves against ill hedithlso caused DHIS staff and
health providers to reflect on their work and hdwit behaviours and practices
impact NHIS coverage.

Reflections on problem-solving sessions

This discussion examines two main issues: (1) h8@$were able to reach most of
their targets and (2) the behaviour of some PSG lmeesnduring the problem-
solving sessions.

As a whole, PSG members felt the multi-level andi@patory approaches
helped create synergthat enabled them to reach their target populatiBnt, it is

4 Synergy refers to cooperative interaction amanyig members. It successfully combines effortskil

and resources of group members to achieve objsdfivasker & Weiss 2003, Pathman 2008).
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important to mention that enthusiasm for partiagratvas not given and synergy
did not just happen; facilitators played a key réle Pathman et al. (2008: 10) note,
synergy develops because “[lleaders spotted oppities and resources to support
synergy, brokered relationships ... value and |elaomt to create synergy.” In this
study, bringing stakeholders together to parti@patthe intervention was not as
simple as presented above; it was a dauntingltaskever, the facilitators training
provided specific strategies that helped them ereghergy, which elicited their
commitment to participate in the intervention. &gges that worked well were: (1)
presenting the intervention as something that woeddce the NHIS’ implementa-
tion challenges at three levels (communities, heaitilities and DHISs), (2) the
recognition that PSG members’ and stakeholderseveapable of contributing
towards the success of the NHIS and (3) allowinG R&mbers’ and stakeholders’
to lead intervention activities. The three stratsgcreated trust and a sense of
responsibility among the PSG members. The histbpadicipation has shown that
plurality of methods and adjusting to local coraht yields better results. As
Chambers (1994: 1449) notes: “Scientific methodas competent to predict or
prescribe for the complex open systems which mattet.” This implies that what
happens in the field depends on the decisions etm@ha of individuals and these
are relevant for success of interventions. Ingtusly, the facilitators’ openness and
sharing of ideas during the intervention brought auange of locally tailored
techniques that helped reach all target populations

The question of whether my presence in the PSGetirdiscussions at meetings
and problem-solving sessions was discussed in ehtypd. Here, | wish to empha-
sise that with the exception of a few cases whargqgipants denied accusations of
negative behaviours and practices, the PSG mempésswillingly shared their
experiences and opinions. However, social desitgbide some of them withheld
information about their own negative behaviours.dissourse analysts point out,
speakers construct alternative and sometimes abctinay versions of reality to
achieve a goal (Potter & Wetherell 1987, 1994, 199&his study, my observation
confirms earlier studies that individuals blameesthand the social structure for
their own failures (cf. Turner & Stets 2006). Thayrtrayed an overly positive
picture of themselves and attributed negative bielbas to others. Despite this
shortcoming, my dual role helped maintain the gi®dpcus on providing the
information needed to get to the root causes afdrarand helped develop locally
tailored solutions and implementation strategies.

Conclusion

This chapter shows the potential of problem-solviogls and participatory ap-
proaches in opening spaces for community membeedtthproviders and DHIS
staff to work together to increase confidence enNIS. Interestingly, stakehold-
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ers’ meetings were accepted as safe places thatlpdba collegial setting not only
for providing information for addressing problerbsit also for establishing and
strengthening relationships among them.

Furthermore, the chapter showed that the effeehgagement of community
leaders, informal sector employers such as boa¢msand cocoa-purchasing clerks
created a synergy that made it possible for thenmention to reach all target
populations, particularly community members whoendifficult to reach. Commu-
nity members and leaders’ testimonies about the\bknefits and health provid-
ers’ explicit support for the insurance scheme é@lgreate the impression that the
NHIS could ensure that everyone has access tohcaadt and this increased the
community members’ interest in the scheme.

The findings thus contribute to the literature ba benefits of engaging stake-
holders from the onset of interventions and ushmegrt to mobilise support for
uptake of public policies. The results show thatihg multi-level and participa-
tory approaches helped overcome the central iFsaok of collaboration among
community members, health providers and DHIS stgffomoting the NHIS. The
approaches gave ‘voices’ to those at the front-th&HIS implementation and
those affected by the policy; these views are yanelard. Therefore, the DHISs
could consider the multi-level perspective as duiseamework to guide them in
planning and implementing interventions to addigssiers at various levels to
achieve maximum impact. It was assumed that tHésete would multiply and be
continued in a network of stakeholders. Whether RSti&ities yielded positive
outcomes is the focus of the next chapter.

The next chapter assesses the outcome of theentgra in terms of the incre-
ment in enrolment in the NHIS and retention of merslby comparing pre- and
post-intervention survey results. It also presaqislitative information from
community members, health providers and DHIS staitisin and outside PSGs to
explain the outcome of the PSG intervention adtisit






The effect of the multi-
stakeholder problem-solving
programme on enrolment

Introduction

In the previous chapters, the multi-stakeholderbjam-solving programme
(MSPSP), aimed at improving enrolment and reteritidbhana’s National Health
Insurance Scheme (NHIS) was described. In thethead chapters (six, seven, and
eight), | address the main question of the studw &ffective were problem-solving
groups (PSGs) for improving enrolment and retentaias in the NHIS?

This chapter opens with a brief overview of the ggsaof the study and the
MSPSP and addresses the question what effect RBEeshad on health provid-
ers, DHISs’ staff and community members in the exnhbf health insurance
enrolment. It concludes with a brief overview o€ $urvey results concerning the
effect of the intervention on enrolment. Chapteesewill present and discuss the
factors that enhanced the PSGs’ functioning anddddcreased enrolment, and
chapter eight reflects on the factors that limiteelPSGs’ effort at improving NHIS
enrolment and retention rates.

Phases of the study and overview of the MSPSP

The study was divided into three phases — presatgron, intervention and post-
intervention. Phase one (pre-intervention) wasciieduct of a pre-intervention
household survey in 30 communities in Central aast&n regions of Ghana (13
and 17 respectively). The results were used (intiaddo rural, semi-urban and
urban characteristics) to assign the communiti@gtéovention and control groups
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to ensure a fair representation of communities wihilar characteristics in both
groups. In phase two (intervention), the reseasamt organised sensitisation
durbars in the intervention communities to infoi@keholders about the MSPSP
and select PSG community representatives. The cantyrelected PSG representa-
tives met with health providers and DHIS repredirda (already selected by their
heads of institutions) immediately after the dust@rselect two facilitators and a
secretary to lead the group through the twenty-martervention period. Next, a
three-day facilitators’ workshop was organisedhsy tesearch team during which
the MSPSP’s rationale and implementation guidemeie discussed. Facilitators
were also exposed to facilitation approaches anotlpm-solving tools and tech-
niques to equip them perform their task competeattyimportant element of the
workshop was the adoption of general guidelinegdaititating PSG meetings and
intervention activities. Intervention activities kgecarried out in the selected
communities and their respective health facilided DHIS offices. No activity took
place in control communities. The third phase waes tepetition of the pre-
intervention household survey in March 2011 to ss$iee effect of the MSPSP on
NHIS enrolment and retention rates. In additiargriducted follow-up key inform-
ant interviews, conversations and focus group dsioms (FGDs). The survey
results were used to measure the impact of theveméon on enrolment and
retention in the NHIS. Participant observation,\@rsation, key informant inter-
views and FGDs were used to provide an in-deptrerstanding of ‘how’ and
‘why’ the observed impact occurred.

Assessment of the effect of PSG activities on $takkers started before the end
of the intervention and concluded with key inforrniaterviews and FGDs after the
post-intervention survey. The interviews and FGixsised on observed changes in
health providers’, DHIS staff's and community memsé&ehaviour and practices
that directly or indirectly resulted in increasedament. The survey results showed
that the intervention had a positive effect orstdkeholders and led to increase in
enrolment; but renewal rates did not improve. Detithe quantitative results are
presented later in a section that examines thetadfeéhe intervention on communi-
ty members. Due to the limited observations atethé of the intervention and to
avoid an overreliance on self-reports by commumigmbers, health providers and
DHIS staff; | also relied on changes they obseantatifferent levels. For example, |
used community members’ observations at healthtiasito verify what the health
providers had told me.

Effect of the MSPSP on health providers

At the start of the intervention, health provideften complained that the NHIS led
to increased utilisation of healthcare servicestardeby resulted in an increased
workload. Of particular concern, was the time spitig out NHIS forms, which
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prolonged the insured patients’ consultations aaff’s working hours. Health
providers also indicated that delays in claim paytséed to drug shortages and
undermined their attempts to improve the qualitysefvices. These challenges
influenced some health providers’ to be unfrierdiyards insured patients and give
preference to cash-paying patients. It also lestdt collecting unauthorised fees.
The effect of the intervention (MSPSP) was assesstgims of how PSGs were
able to encourage health providers to manage wmikload and improve their
behaviour towards insured patients. In this regatdhree categories of stakehold-
ers (community members, DHIS staff and health glers) observed three changes
that can be linked to the intervention — improvtitiale towards patients, a decline
in delays in treatment and a reduction in requiestanauthorised fees.

Improved health provider attitudes towards patients

The consensus among health providers at all FGBghed although the interven-
tion did not reduce their workload, it helped chatigeir attitudes towards insured
patients. The main explanation was that the disonsst the community durbars,
stakeholders meetings and other activities infledrtbem to accept their workload
since insured patients could not be blamed. Othttributed the change in staff
attitudes to meetings with officials from the DistiHealth Directorate who sensi-
tised them to understand that the NHIS enablecp&tito report early to health
facilities and with fewer complications. As a reasthie staff adopted more friendly
ways of communicating the challenges they facedmwgreviding healthcare to

insured patients. A nurse explained why she chahgedehaviour towards insured
patients as follows:

Though our workload has not reduced and treatisigrad patients involved a lot of writing, the
benefit of fewer complications presented by theseulssed at our meetings influenced many of
us to stop blaming them for our heavy workload.fd&dised that it is better to encourage them
to report early than come here in critical conaiipwhich make us spend more time on them.
However, shortage of drugs still persists and umders the quality service insured patients are
asking for.

| also observed during my routine observationaityi® health facilities that
those who had used derogatory language when integaeith insured patients had
now stopped. | engaged these staff in conversatorexplore reasons for the
change. | walked home with Nurse Julia who had laeensed of being disrespect-
ful and hostile to insured patients most often laad demanded that they pay cash
for accessing healthcare in the evenings and welsk&he told me this:

After the many complaints about us during meetingsaccepted that we have to improve our
behaviour despite the problems we face providiradtheare to insured patients. Also, since we
are involved in the intervention, we explain taured patients the difficulties we face providing
them healthcare and educated them about the neeth®oto the facility during normal working
hours rather than in the evenings and weekentis ifiot an emergency to reduce the suspicion
that it is because they are insured.
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Reduction in requests for unauthorised payments

PSG activities led to improvements in provider ficas and the quality of service.
For example, incidences of payment for drugs ahdratupplies at health facilities
were curtailed. To confirm what Nurse Julia saidsked Nurse Anas (a PSG
member) who had told me at the beginning of therugntion that she was not
happy about the behaviour of some of her colledgo®sards insured patients,

whether she had observed any changes in that te§becstated:
Our involvement in the intervention created ther@nass that whatever we do will be exposed.
So we are careful about what we do. Nurse Juli@tample, has stopped collecting money

from insured patients who access healthcare iavbpings and weekends and talk to patients to
enrol.

A medical doctor narrated how the PSGs’ exposueestéff member made him
institute measures that helped stop illegal payrdmemhedicines and other supplies

in the facility. He stated:
As | told you at the beginning of the interventiarg are pleased to be involved from the onset,
so | told my staff that despite the workload arfteotchallenges we face, we need to work like
professionals. So we instituted measures that edsaosth insured and uninsured patients are
served as they come and stopped those who sefi dowgred by the NHIS to insured patients.
We also talk to patients to enrol and encourage tteereport difficulties they face here. My
staff are now careful about what they do since myw their bad behaviour will be exposed. |
believe this encouraged people to enrol.

Since it was not possible to use observation taatd all the reports such as
collecting unauthorised fees, | engaged communigynivers and DHIS staff in
conversations and FGDs to verify what | was tolo &xample, | asked insured
patients whether there had been any improvemettierway health providers
treated them at the facility. One of them, whaased the behaviour of nurses with
passion at the beginning of the intervention, taklanother story. She said:

The group has made them change their bad behaviair people complained about them. The

nurses who were disrespectful and collected manthe evenings and weekends changed after

the durbar. | think they were afraid. What is lefto provide drugs in the hospital as drug short-
ages discourage people from enrolling and renettieiy insurance cards regularly.

Decline in delays in treatment

DHIS staff also confirmed an improvement in healthviders’ behaviour during a

FGD and added this:
After discussions at stakeholders’ meetings tharathange in the hospital is a reduction in
waiting time and improvement in the way the nutsdélsto insured patients. The excuse that
time needed to fill NHIS forms was the reason feing uninsured patients preference has been

resolved and the situation is better now. Manyefit no more separated insured patients’ cards
from the uninsured.

The observed effects of PSG activities on healbwiders’ behaviour and prac-
tices revealed that though their workload did rextrdase, the facilities instituted
measures that influenced the staff to adopt mosdipe attitude towards insured
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patients. These measures helped improve the staffiaviour and service delivery
and encouraged many people to enrol even in thetrafdunresolved challenges.
Both Nurse Julia and Nurse Anas’ statements indittet awareness and frequent
discussions about insured patients’ complaintta&efiolders meetings influenced
them to adopt a positive attitude. | observed tiheturses stopped giving prefer-
ence to uninsured patients in queues that werdlyiaraned at the OPD and served
everyone according to the order in which they priesktheir cards. Also, disrespect
and use of derogatory language to describe inspatiénts as ‘difficult’” and
‘disturbing them’ gradually disappeared as therwrgation progressed and by the
end of the intervention period | rarely heard slaclyuage. Reports about payments
for drugs and other supplies in health facilitiesl ahe demand for cash when
assessing healthcare in the evenings diminishedD’Asbruoso et al. (2008)
observes, client-provider interaction and patiergatisfaction about the care
provided are particularly important in health iresuce with the degree of participa-
tion determined by perceived quality of care. Ftbra point of view, these positive
health provider-patient relationships influencedsnpeople to enrol and remain in
the NHIS.

Various reasons may account for the positive chamgeealth providers’ behav-
iour. It was conscious effort to behave favourdblyards insured patients during
the intervention even in the midst of the difficetdt they face. As Turner & Stets
(2006: 29) have noted, social actors’ behaviouoéten ‘self-directed’ to conform
to what others expect from them. This implies {habple sometimes alter their
behaviour in particular situations to achieve ajecdive. Similarly, the positive
change in health providers’ behaviour and practwas a result of self-initiated
measures either to create good impression abausiges to show the researcher
and/or District Directors of Health Services andtbct Health Insurance Scheme
(DHIS) managers that the negative perceptions athauh were not true and to
redeem their image. To a certain extent, thesesvimwld be true, but there are
good reasons to believe that the observed changes n@al and not acted. My
assertion is based on the fact that the multi-lappkoach used in gathering infor-
mation made it possible for me to verify what | w@ld and observed. For example,
| observed health providers increasingly show relspad not using derogatory
language when interacting with insured patientsuiad patients and DHIS staff
confirmed this change during spontaneous conversati

Another possible underlying reason for the positivange in providers’ behav-
iour was the feeling of being change agents initbervention and a genuine
commitment to help the intervention succeed. Asnfeal out, providers were
previously not usually involved in intervention grammes from the onset and
treated as objects. Now they were pleased to leptre planning and execution,
which motivated them to ensure that the objectigéghe intervention were
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achieved. Obviously, involving stakeholders in magntions from the onset to
address barriers to public policy uptake, leads better appreciation of the chal-
lenges that accompany such policies and influema® to be committed to success.

Effect of the MSPSP on District Health Insurancbé3nes’ staff

Barriers identified and addressed at the level BI$3 included: (1) inadequate
equipment, (2) difficulties in processing NHIS r&tgation forms, (3) lack of filing
systems and (4) overcharging for fees and backrmgistrations. By the end of the
intervention almost all DHIS staff mentioned theimeffects that the MSPSP had
on them that helped improve their performance anddmsequence enrolment in
the NHIS. They indicated that the PSGs’ sensitsaéictivities and stakeholders
meetings had led to the adoption of strategiesanage the challenges they faced:
providing cameras for collectors to take photogsaipmmediately they registered
people and being meticulous about people not usirgple names, improving their
filing system (which made retrieval of informatiamd NHIS cards easier), and
exposing back door registrations and collectorddAts staff who overcharged for
fees. These measures improved the registratiorepsognd made it possible for
DHISs to issue NHIS cards by the end of the threetmmandatory waiting period.

Cameras, matching names, and improved filing system

A DHIS representative during a FGD outlined measutet helped increase

enrolment as follows:
The challenge the PSGs threw to us during our mgthade us introduce measures that helped
improve the registration process. Our staffs nowcihhaames on registration forms with pic-
tures and correct mistakes in the field. The ctdlewas provided camera to help him do that.
We also educated people about the problems credied they are not consistent with the

names they use for registration and when takinipgs. These reduced delays in issuing NHIS
cards, built confidence in the NHIS and encourgagsaple to enrol.

A DHIS manager, who had doubted that the PSGs aayicbve enrolment at the

beginning of the interventiogladly expressed his positive opinion about the group
this time. He said:

Debates during stakeholders’ meetings and othieitaet made us seriously reflect on our work

and devise ways of improving our work. We repawmadcomputers promptly, gave camera to

collectors and made shelves for filing documenit®sE improved the registration process and
makes retrieval of documents faster. Though | cagive you exact figures, because our data is
not organised by communities, | can say for sua¢ since the intervention started, revenue
from the community increased significantly compat@dthers.

Changes at the DHISs mentioned by health providergg and at the end of the
intervention were fairly similar to what othersdaarl he following statement by a
medical assistant captured their observation:
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Before you [PSG] started work, we used to havelprob with patients for having NHIS cards
with their pictures but different names. We domive such problems anymore. This shows the
DHIS has improved its work.

Such assertions from DHIS staff were corroboragecbionmunity members who
noted that the NHIS cards were delivered by the @dntie three-month waiting
period. Two views were expressed. A PSG commumipyasentative in a FGD
stated:

This is the second time | registered. The firsktimey could not find my card so | decided not

to register until the intervention. You can ask¢béector [pointing to her]. Some people also

had their names mismatched with other people’sipst When | registered now, we all had our
cards on time. No more missing cards.

Overcharging for fees and back door registrations

In addition, the PSGs’ exposure of some collectarsl DHIS staff who charged
more than the approved premium and registratios feeNHIS cards for people
who were sick through the ‘back door’ led to redarctn this practice. For example,
a DHIS manager applauded the PSG community repegsass for their vigilance

in helping to check their staff and collectors’ regt practices in the following

statement:

The group’s exposure of the collector and DHISfstéb charged more than the approved fees
and issue NHIS cards to people without waitingtfmee months led to the termination of the
collector’s contract and the staff was seriousprirmanded. Regular discussion of such issues
minimise back door registrations and the cheahagwas going on. My staff are afraid of being
exposed and punished.

| overheard a community member telling the fadiitabout the improvement in
issuing ID cards:

You [PSG members] have come to put things rigtt@DHIS office. | remember before you
people came, things were not working well. When sggister, you wait for some time before
your picture is taken; you wait again for four muwnbefore you get your card. It happened to
me and before | had my card, | had waited for spaths. These things are not happening any
more. Now it is left with the DHIS manager to idgnand punish the few staff that still cheat to
deter others and grant exemptions to poor peopleeasave discussed at our meetings with
them.

Summary

These key stakeholder views and observations dbeuiositive effects the inter-
vention had on DHIS staff indicate that servicawgly improves if resources are
provided and a group is monitoring the activitiéspablic sector workers. For
example, PSGs reported that ‘undercover practstesi as collecting more than the
premium and registration fees and back door registrs that were hidden from
DHISs’ managers diminished as a result of PSGsosupe of those involved. My
analysis revealed that the negative behaviourpiaatices persisted because of two
mutually inclusive factors: First, lack of commitmeby authorities’ to sanction
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those involved. Second, lack of courage on the pfastictims to report those
involved to the authorities. Together, these facparpetuated malpractices among
DHIS staff. Contrarily to Aryee’s (2005) observatjmfficial responses to corrup-
tion in Africa range from lukewarm to hostility;ithstudy found that the DHIS
managers willingly sanctioned staff found to beattmgy. This posture shown by the
managers at the beginning of the intervention eragmd residents to report (and
some even demanded) that the offenders were saedtias it happened to the
collector whose contract was abrogated becauseatgractice. So the fact that
PSGs were ready to report DHIS staff and collectorhe authorities prompted
many of them to change their behaviour, which redumalpractices.

The positive changes in DHIS staff's behaviour @ppd to be a conscious effort
to fulfil their promise at the beginning of theemiention that they would ensure
that the intervention succeeded since expandingSN\e¢dliverage was their core
business. As Turner & Stets (2006) observe, saci@rs sometimes modify their
behaviour to achieve an objective. It can be categithat the changes in behaviour
and practices was a self-directed action that ingnidhe DHISS’ operations and
increased confidence in the NHIS ability to fulfieir promise of supporting PSGs
to achieve their goal. This indicates that invodvimplementers of a policy from the
onset of an intervention and providing the requiresburces motivates them to
improve their performance. These findings reinfdreeprevious observation that
engaging stakeholders to address public policy@hgés yields better results since
it captures all perspectives and provides betggirt of the real situation instead of
a single-level approach, which misses out majooitypeople whose lives are
affected by the policy (Van der Geest et al. 1¥9@ss 1990).

Effect of the MSPSP on community members

The NHIS policy requires registration and annuaéreal of all household members
(Government of Ghana 2003). However, community nesilpoverty, low interest
in protecting themselves against ill health, anttipal perception of the NHIS
contributed to low enrolment and high membership-renewal rates. The effect of
the MSPSP was therefore expected to change comynom@mbers’ attitudes
towards the NHIS, reduce the political perceptitime NHIS and influence them to
enrol and renew their membership annually. Convierssiabout whether the PSG
activities influenced people to enrol in the NHIBdarenew their membership
started before the end of intervention and enddl discussion of the survey
results.

Three major changes
Information consistently mentioned in my conveisasi during the course of the
intervention and FGDs at the end demonstrated these effects of PSG activities
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on community members that led to increase enrolnfa@rgt, many community
members indicated that the PSGs’ educational &esvielped them to understand
the risk-sharing principles of health insurance iafildenced many people to enrol
all household members instead of the selectivestiegion they had been doing.
They also stated that the PSGs’ promotional as®/itreated interest in the NHIS
and made them appreciate the need for protectiaimstgll health to avoid paying
expensive direct out-of-pocket charges. Second,PB& activities made them
change their negative perception about health gesgiand improved their relation-
ships with them. Last, involvement of their peesP&G members and leaders in
identifying and addressing NHIS challenges as agiimplementing intervention
activities removed the community members’ politipatception of the NHIS.

Understanding risk-sharing and changing negativecpptions

The following comment by a boat owner capturesfiiect that the PSG activities
had on community members.

The intervention improved our understanding of theadsurance and changed our attitude
towards health insurance. You know health insuramoet part of our culture, so many of us
did not see why we should pay for health insuraNosv almost everybody including children
knows that insurance is better than paying cagtedtospital. By discussing the problems at the
hospital with us, we appreciate why insured pasiéat/e to wait longer than the uninsured and
why they don't always give us drugs at the hospiAddo, the testimonies given at durbars
created confidence in insurance and influenced swras to register everybody in our house
instead of only those who needed healthcare. Howmany people are still reluctant to regis-
ter. But | think if the group continues their educa with time they will change.

To verify what community members told me, | talkedDHIS staff and health
providers to find out their opinion about the staémts from community members
about the effect of the MSPSP. A DHIS manager, @hthe beginning of the
intervention held the notion that community memberse difficult and was
worried about how the PSG could improve enrolmgmbke highly of the MSPSP
in the following remarks at the end of the internvam

| think the education at durbars, house-to-housigsyithe film shows and other activities made

them [community members] think seriously about tiemisurance. Before the group started

work, people were not serious about health ins@rdrtbink the group has been able to improve
their attitude towards health insurance. The muaia double increase in enrolment achieved is
very good. We were unable to achieve this all thessrs. But the high membership non-

renewal rate is because some people still wait tnaty are ready to go to hospital before they

rush to renew their card. This attitude tells yowHdifficult it is to keep people in the scheme. |
don’t know what can change that.

The above view was also shared by several heaithdars | engaged in conver-
sations at the end of the intervention. The follogvexample summarises their
observation.

Before your programme started, not many people d¢ereewith insurance. | think your educa-
tion has encouraged them to enrol. But there dréhsise who, though know insurance is good
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for them, will wait till they have some seriouslsiess before rushing to register. They come
here and cannot pay their bill and give the ex¢haethey registered about a month ago and
their card is not ready.

Knowing how easy it is for people to tell a reséarcwhat he or she wants to
hear, | sometimes eavesdropped on conversatiaigam information healthcare
providers would ordinarily not tell me. On one swdcasion, | heard two nurses at
the OPD, talking about how the PSG helped imprtneanrolment of pregnant
women and mothers. One of them said:

Have you noticed that since the group started waaky pregnant women and mothers come

here with insurance cards? They now understanidgbenrolment for themselves and register

their babies two weeks after delivery. You rememberused to have a lot of argument with
them especially those who register late and ttegtnicwere still valid long after delivery and

think their babies should also be given free treatnafter six weeks without registering them.
Now they register their babies early.

Political perceptions
A nursing mother also told me that though somelprob still persist, the interven-
tion increased her confidence in the scheme amakin€ed her to enrol. She said:

When health insurance started, we saw it as poltic many people were not interested, but
your education at community durbars and the hdsaitd house-to-house visits helped us
understand the benefits of the scheme and changegkoception. However, the problem of
shortage of and paying for drugs at the hospitdlging round looking for drugs is still there.
But as | always say being insured is better thangytm hospital without insurance.

Health providers’ disappointment with outcome

Despite the positive remarks some health providbswere involved in promoting
the NHIS were not too impressed about the outcdrtieedntervention. A medical
assistant (a PSG member), who showed her NHIStoandinsured patients and
encouraged them to enrol, expressed her disappeittiedout the results as
follows:

As I've always been complaining, people still comeee without health insurance. Despite our
efforts at encouraging them to enrol not even tfafie people are registered Many have seen
the need to protect themselves against sicknesstilbwait until they are sick before they think
of health insurance. The men especially say thegiyntall sick. | don’'t know what can change
them.

In summary, | observed that the regular interastiamong community members
and leaders, health providers and DHIS staff, rremties given at community

durbars and the documentary films had positive @sgpion on the community
members. These activities influenced many peopleppreciate the need for
protection against sickness. The community menddsosappreciated the challeng-
es health providers face when providing healtheader the NHIS and talked about
them in a more positive way. This helped increas#idence in the NHIS and
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influenced people to enrol. My findings were vetfithrough spontaneous conver-
sations with several stakeholders throughout ttezvention period, at PSG meet-
ings and during key informant interviews and FGB®keholders could not have
continuously made up their observations just taggeme. Thus the reported
observed changes were a fair reflection of thecettee intervention had on each
stakeholder.

Post-intervention survey results

The positive effect of the intervention on commuymitembers comes out clearly in
our post-intervention survey results on enrolmentrently insured) in the NHIS
presented in Figure 6.1. The data covered 13,8%ividuals at pre-intervention:
7,234 and 6,623 in intervention and control comriesrespectively. For the post-
intervention survey, the data covered 12,810 imdials: 6,790 in intervention
communities and 6,020 in the control group. Houlkeheads were the respondents
who gave information on the individuals (membersheir households).

The results affirmed that PSG activities influenpeple to enrol, but not to
consistently renew their membership. Figure 6. sttbe intervention significantly
increased enrolment by 10.6 per cent (p=0.000Mf2®.7 to 40.3 per cent) and
membership non-renewal rate by 6.9 per cent (i@nfl5.5 per cent to 22.4).
Further, we used a probit regression model to aedlye effect of the intervention
on current and previous enrolment. The results eddthat, holding all other factors
constant, residents within the intervention comriiesiwere 17 per cent more likely
to enrol and 5 per cent less likely to drop outhef NHIS compared to those in the
control group following the intervention.

To find out whether the NHIS had reached the pthe,primary target of the
policy and the intervention, the population wasegatised into wealth quintiles
using household consumption expenditure (see chépee, Aryeetey et al. 2010).
The health insurance status of all individuals ceslén the survey was assessed and
Is presented in Figure 6.2.

Figure 6.2 shows the enrolment rate across thenfeath quintiles at baseline
and post intervention. Enrolment in the pooresmtjei declined from 23.6 per cent
to 17.6 per cent. There was a slight improvemeahiolment for the poor quintile
(28.6% to 31.3%). However, there were increasesirnlment for the third to the
fifth quintile. A striking finding was that membdiip non-renewal rate was higher
among the richest (23.7%) and rich (23.8%) thanragtioe poorest (15.4%) and the
poor (18.4%). This point will be discussed in tlextchapter. The statistics indicate
that although the intervention increased overalblenent, it failed to achieve its
main objective: to draw more poor people into ttieesne.
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Figure 6.1 Changes in NHIS status in intervention and corgoshmunities

Estimated effect of PSG activities on enrolment amtnbership non-renewal rates

N=13066 1(95% ClI) Std. error P-valife
Currently insured 0.17 (0.12-0.21) 0.024 0.000
Previously insured -0.05 (-0.01-0.00) 0.023 0.047

Source: Fieldwork, March 2009 and 2011.

Figure 6.2 Changes in NHIS status by wealth quintiles in v¢ation communities

Source: Fieldwork, March 2009 and 2011.

! is the coefficient of the independent variablenfduwy for intervention) on the dependent variable and
used to predict the effect of the intervention aroément and non-renewal rates. Positive values/sho
positive relationship and negative indicates ingerdationship.

Statistical convention holds that a significaiffiedence exist between two variables only if thevalue is
less than 0.05 at 95% confidence interval. A p-@alose to 1 indicates no difference between tloe tw
variables.
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The lower enrolment observed among the poor supmrdvious studies that
enrolment in the NHIS increases with income (As&ekins 2008, Sarpong et al.
2010). In their study in a rural district of Gha&aypong et al. (2010) found that 38
per cent of the population was enrolled in the NHISthis group, 21 per cent
belonged to low, 43 per cent middle and 60 per tiehigh socio-economic status
households. The poor respondents cited the cdastrgport to health facilities as
the cause of their low enrolment. However, the éigion-renewal rate among the
average and rich categories contrasts with thehheabnomic literature in Sub-
Sahara Africa, which gives excessive weight tccthet of premiums as responsible
for low coverage in health insurance schemes (iu2004, Asante & Aikins 2008,
Basaza et al. 2008, Sarpong et al. 2010).The fg=din this study indicate that
although poverty contributes to low enrolmentaéd not determine renewal rates.
Low enrolment among the poorest quintile was aitet to the failure of DHISs to
exempt them from paying premiums as the policyusdites.

With regard to the enrolment within interventiomuaunities, 10 communities
showed significant increases in enrolment (p=0.00@) had no change (p>0.05)
and three recorded significant decreases (p<Qdidhe fifteen communities, only
two had approximately two-thirds of the populatmolled (68%, 63%), two about
half (53%), six between 30 and 50 per cent andléss than a third (15% to 25%).
The non-renewal rates were generally high — betvi@aio 41 per cent (see Table
A.9, Appendix 2). The reasons and explanationsrktiiese figures are examined
in the next two chapters.

Conclusion: Dialogue among stakeholders and trust

In the current study, the positive effects of th8REP on enrolment clearly indicate
that creating space for regular dialogue amongesialklers made it possible to
capture barriers at all levels and helped to dgvattivities that led to the reduction
in NHIS implementation challenges compared to thB33 working alone. Com-
munity leaders’ involvement encouraged member&t@lbp interest in the NHIS
and accept the need for protection against ilithelloreover, since enrolmentin an
insurance scheme is partly about trust, healthigeos’ involvement in the inter-
vention and the observed changes removed doulbth&y(community members)
might not be treated well. As Schneider (2005) fsoout, trust-building practices
reassure the insured that they will receive carenvsick and motivate them to
enrol. Similarly, the increase in enrolment caneliplained by health providers
directly promoting the NHIS and the adoption ofgi@es that improved trust
between them and community members. This reasfueemmunity members in
their support of the NHIS and increased their aterice in the scheme. However,
the PSGs’ inability to improve enrolment among ploerest quintile brings to the
fore the reasons why the exemption is not reactmem, which will be discussed
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elaborately in chapter eight. But, first in chaeven we will examine the factors
that enhanced the PSGs’ functioning more closely.



Factors that enhanced
problem-solving groups’
achievements

Introduction

This chapter provides insight into how the PSGsvedale to improve enrolment in
the NHIS and explains the results using both pesand negative cases to examine
factors that influenced the outcome of the intetioen Five main factors were
identified to enhance PSGs’ work and led to positoutcome of the multi-
stakeholder problem-solving programme (MSPSP)@sgnmted in Figure 7.1 These
factors were mentioned and discussed at the f&oitg’ training workshop, key
informant interviews and FGDs and observed at P&@timgs and intervention
activities.

A recent study suggests that emphasis on how gitdtintervention programmes
are implemented is necessary for evaluating thrgiact (Oakley et al. 2006). In this
study, the examination of the MSPSP implementgirocess revealed that facilita-
tion approaches, stakeholders’ engagement, sumerasPSGs and motivation for
members led to positive results. These factorsereznducive group environment,
built trust among PSG members and stakeholdetsjised their commitment to the
intervention and led to an increase in enrolmengyAopsis of how these factors
enhanced the PSGs’ work, ensured smooth implememtat the MSPSP and
resulted in increased enrolment is provided in¢hepter. Why some PSGs (those
who did not employ these approaches) failed tceimse enrolment is also examined
and reference is made to particular cases to exfilase outcomes.
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Figure 7.1  Factors that enhanced PSGs’ functioning and acihmewés

Input
Results
Factors that enhanced PSG
activities and led to increased Output
enrolment:
e 1. Created conducive
1 Facilitation approaches group environment Outcom:
bottom-up approaches - 2. Built trust between PSG::> Signif
inclusive decision-making members and stakehold- 'gt' I-
and trust ers and commitment to icna::r:ease in
interdependency and trust the MSPSP _ _ NHIS
2 Engaging stakeholders in 3. ;r&p;ggesilgfé?]té?g:gp enrolment
leadership and professional
roles 4. Created convenient

registration process
trust among stakeholders 9 P

managing tension in PSGs S Zﬁlrgpctaciilslvery of

intervention meetings
6. Improved quality of

3 Supervision of PSGs: service

regional & local

Reai | . did 7. Increased confidence in
egional supervisors di the NHIS

not perform well

Local supervisors per-
formed well

4 Motivation of PSG
members

Facilitation approaches

Quality of facilitation describes how facilitatocenducted PSG activities in a
manner that promoted group cohesiveness, cordalaeships among members
and a sustained commitment to the MSPSP. Sindd8RSP’s objectives may not
have been shared by every member to the same déacdeators needed to use
approaches that would make them effective leadwrsepire the group to achieve
positive results. Pillsbury (200831) underscores the importance of facilitative
skills as follows. “To be an effective leader, onest be driven by an impulse that
solidifies a commitment to a vision...and connectihgt vision and values to a
position of responsibility for executing a programiriWith PSGs, it was not only
the facilitators’ commitment to the vision of tméervention that was important, but
also how to turn the intervention into a collectisdlea worthy of being followed by
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members. Before they started work, facilitatorseveained to adopt three main
facilitation approaches: bottom-up, inclusive dietisnaking and interdependency.

Bottom-up approach
The bottom-up approach that the facilitators used wformed by Chambers’
(1992) description of what effective participatsimould be in his work on commu-
nity development. Chambers’ proposition emphasteatl community members
should define their realities and mobilise resositoeaddress their needs. This was
discussed and adopted at the facilitators’ workstp key guiding principle in
implementing the intervention to ensure the efiegbarticipation of PSG members.
Facilitators employed non-dominating processesartonduct of PSG activities.
PSG members designed the intervention, controledrésources provided, and
drew and implemented their own action plans. Adgstrategy that the facilitators’
employed to achieve this was that they did not gdMaad PSG meetings and
problem-solving sessions, but instead they oftek &o'back-seat’ after introducing
the activities. This posture encouraged PSG mentbersme out with ideas that
formed the basis of their discussion. For exanthleng the problem identification
and prioritisation sessions, facilitators openedtieeting by briefing PSG members
about the agenda and asked a community representadalth provider or DHIS
representative to lead the activities. Members arily controlled the discussion.
Facilitators contributed ideas when necessary arsdired that the discussions
remained focused on the agenda. In essence, théenementified the barriers,
developed solutions and implementation strategiesdaew their action plans. A
PSG DHIS representative described how the bottorapgroach helped sustain
members’ commitment in the intervention in thedualing statement.
We remained committed to the intervention becaas#thtors depended on our experiences
and ideas to plan activities. This helped us idethie ‘real’ problems that discouraged people
from enrolling in the NHIS and renewing their memdtdp. Everybody’s contribution led to the

development of intervention activities and strateghat made it possible for us to reach every-
body.

Inclusive decision-making and trust

The inclusive decision-making adopted as a bencdkfearPSGs’ effective func-
tioning is in line with Lasker & Weiss’ (2003) olygation that collaboration must
allow for inclusion and the equal participationmeémbers in the process. In this
study, facilitators addressed this issue in the ?&Givities by ensuring that every
member played a leading role in the identificatadrbarriers, development and
implementation of activities at one time or anotldepending on their capabilities.
The facilitators did not behave as if they knewtladl problems and solutions. This
approach created trust and allayed the fear ohtisol while preventing self-
alienation by members who were apprehensive abeirt éffective participation
from the beginning of the intervention. As Huckn(®®87: 323) observed, “[g]roup
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experience should satisfy rather than frustrat@énsonal needs of members.” This
study also found that the facilitators’ encouragetr@ members to lead group
activities and make decisions based on consensisBeshthe members’ sense of
belonging. For example, Ebo who did not want tqbg of the PSG because he
could not speak English and feared alienation, imeczonfident and contributed to
discussions during PSG meetings and problem-sobasgions.

A brief background to Ebo’s case is useful to ilate my observation. | noticed
Ebo when he rejected his nomination during the Bi®&tion meeting. All attempts
by his peers to convince him to accept his nonomdtiled. Realising that they saw
him as somebody who could be an effective memlparduaded him to agree to be
elected. He accepted my plea and was elected., latdrserved him closely. |
noticed that Ebo did not talk during the first twetings. The facilitator had to
persuade him to contribute to discussions durieghird meeting and later made
him responsible for arranging PSG meetings andvategion activities at the
community. Six months into the intervention, | feadonversation with him about
how he felt as a group member. Ebo described kigtgas follows:

I'm happy in the group. At the beginning | didn’ent to be a member because | could not

speak English so | felt I'll be ignored, but whemelcame a member, the facilitator encouraged

me to talk during meetings. We all decided howaalte work. | then realised | can do the

work. Also, facilitators informed us about monegeived and we all decide how to spend it.
There is no suspicion but trust among us. We areaaking to achieve good results.

On the basis of Ebo’s comment and my observati@aypasticipant in the PSGs, |
can say that the inclusive decision-making andattiieve role everybody played in
the conduct of PSG activities created trust andmitment to achieve the group’s
objectives. Ebo’s statement indicates that thdifaimrs’ encouragement of less
confident members and recognition of members’ doutions as important in the
decision-making process led to their active pagséton. Also, since no PSG
member dominated the problem-solving sessiong,dewveloped among them and
sustained their commitment to the group and therwention. According to Currall
and Inkpen (2006) trust develops over time amomgigs and individuals. They
observed that building trust is an incremental pss¢one may trust in small ways
first, see whether it is upheld or violated, anehtiproceed with caution in trusting
one step at atime the current study, | observed that trust develagtadly among
PSG members as the intervention progressed aslaagkgespect for each other’s
views. However, its sustenance depended on thesidgadbility to engage all
members in deciding the best way to get things dordistributing key roles
across the group.

| must state however that this strategy was ndiegm all PSGs. Some facilita-
tors dominated the PSG activities. This createnudisand stifled the group’s work
and so the groups did not achieve positive resTitis.details of what happened will
be discussed in the next chapter.
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Interdependency and trust

Interdependency means that the group members deghendeach other to carry out
a task instead of acting individually. In the cottaf the MSPSP, interdependency
involved the facilitators’ dependence on PSG memiberplan and implement
intervention activities and seeing each other aslsq This required that PSG
members learned from each other and contributedrtdsithe achievement of their
objectives. The approach was used to create a coedgroup environment similar
to what Schwarz (2006: 300) described as a cutiimwllaboration: “All parties
involved jointly design ways to work together to ehé¢heir related interests and
learn with and from each other, sharing responsibduthority, and accountability
for achieving results.”

In the case of the MSPSP, the PSG facilitatorsitere a collaborative environ-
ment that made it possible to harness the membkils as the basis of their
success. They achieved this by creating interdegpenetlationships so that the
group could only function when everybody playeddriser role. In applying this
approach, the facilitators shared the roles foripi@vention activities among
members and ensured that each person playedhes mle as expected. This led to
smooth implementation of the group’s activitiesfagilitator explained during a
FGD how his reliance on the PSG members fosteneergy and ensured smooth
implementation of their activities, which ultimateésulted in increased enrolment.

I make sure every member felt as part of the gemgowe saw each other as equals. Everybody

contributed to our activities. This inspired eveogli to actively participate in the development
and implementation of intervention activities archained committed to the group.

Interdependence among PSG members created amstapdased on mutual
respect so that members saw themselves as equigisearented dominance by a
few members. For example, some members led groapimgs and problem-solving
sessions, while others wrote letters to invite ggjeslled members to remind them
about meeting dates and time and arranged venugéovention activities. These
assignments made members accountable to the gnougpatributed to achieving
positive results. Consistent with this findinghe tobservation by Williams (2001)
that the presence of trust facilitates cooperdieteaviour. In his study on ways of
developing trust among dissimilar groups, he suggbat managers may structure
tasks to ensure inclusiveness and cooperation amengpoers.

In summary, the bottom-up approach, inclusive a@eisnaking and interdependen-
cy approaches created a favourable group envirareneimade it possible for PSG
members to talk about issues that bothered thera. HBG facilitators’ non-

dominance and reliance on members encouraged tmbens to share their experi-
ences and ideas as well as critically analyse Btd#lers’ behaviours and practices
that negatively affected enrolment. This led to #ppreciation of each other’s
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challenges and influenced the PSG members to sgetmtribution as valuable in
the intervention process and put their shoulderthéowheel while contributing
ideas to achieve set objectives. This discussimistibtes how the facilitation
approaches influenced PSG members to attend meetgglarly and participate
effectively in the intervention to ensure they asfeid positive results.

Engaging stakeholders in leadership and profeskioles

The key advantage of engaging all stakeholdersiditgy leaders and professionals,
in the MSPSP is that it helped reveal multiple pecsives of barriers to enrolment
and retention in the NHIS and led to the developgméappropriate solutions and
implementation strategies. Instead of serving ageta of the intervention, the
stakeholders in leadership and professional rokre wngaged from the onset and
participated in all phases of the MSPSP. The fi8&P (seven PSGs in total) that
engaged with the community and opinion leadersj$iaad staff of health facilities,
DHIS managers and their staff were able to acheesignificant increase in enrol-
ment. For example, in fishing communities engagiognmunity and opinion
leaders, chief fishermen, boat owners pahasdeaders in implementing interven-
tion activities made it possible to access thadlift-to-reach community members.
Similarly, chief farmers’ and cocoa purchasing k$émvolvement in the interven-
tion made it possible to reach all farmers. Diffieo-reach community members
included fishermen (who were mostly at sea) anahéas (who spent most of their
time in their farms), who could not be reached w@mmunity-wide activities such
as durbars and house-to-house visits. The supymort key specific stakeholders
contributed to an increased enrolment in those conies. The two other PSGs
that did not engage specific key stakeholders @gioned above) failed to increase
enrolment.

Health providers and DHIS staff's involvement ire tMSPSP helped reduce
negative practices such as a preference for caghgpaatients and the sale of drugs
covered by the NHIS to insured patients in heathlities. Their contribution as
advocates of the NHIS in health facilities convithgeeople who were sceptical
about their commitment to the scheme to change afi@udes. A PSG community
facilitator explained in a FGD how they were alolénicrease enrolment as follows:

We were able to increase enrolment because otiffpost of boat owners, community leaders,
health providers and DHIS staff. All of them toakrpin executing intervention activities. This
made things easy for us to be able to reach evdyylor us [as] community facilitators, our
leaders’ involvement in the intervention put pressen us to work hard to sustain members’
commitment to ensure success. For example, the mire showed her NHIS card to patients
actually helped convince many people to enrol.

A community member who enrolled during a mass tegfisn exercise in a con-
versation explained why she enrolled:
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I enrolled because of how our leaders are workiitig BBHIS staff to explain health insurance to
us and address our concerns. The nurses’ presepegticular showed they support it. Also,
holding meetings here and hearing about benefitsafance from people here convinced me to
enrol. In addition, the collector’s and volunteerégular visits to my house, education at
schools, churches and the mass registration ersrdigring the fishing season when we had
money was helpful. The more they came to talk fothesmore my children harassed me to enrol
them.

A DHIS staff in another FGD explained how they walde to improve enrol-
ment.

The regular meetings made us see the intervenian@llective one and encouraged us to
commit ourselves to change community membersudti towards health insurance and health
providers and DHIS staff's practices that discoarpgople from enrolling.

These comments and events suggest that bringikejstilers in leadership and
professional roles together to share NHIS relaigeeences and implementation
challenges led to better conceptualisation of tHeP8®P and contributed to its
success. PSGs’ mass registration exercises dusimgd and cocoa seasons every
fortnight when people had money contributed to PSSBscess in increasing
enrolment. These findings underscore the needditeators to be situated in all
communities whether rural, urban or within DHISHiae locations.

The cooperation among these stakeholders builtingtitutional linkages and a
synergy that helped achieve positive outcome. ifkadies helped mobilise support
for the intervention, removed explicit resistanod aided smooth implementation.
The synergy that Lasker et al. (2001) point ouatee an advantage in collabora-
tions and in the case of the MSPSP it built trgstye more credibility to the
intervention, tapped information about the localiemment and made it possible to
reach target populations that could not have beached otherwise.

Robertson & Minkler (1994) observe that treatiraksholders as targets of poli-
cies and consumers of problem-solving efforts umitees collaborative effort. The
two PSG facilitators who did not involve stakehaotde leadership and professional
roles and treated them as objects of the interentere unable to achieve positive
results. This indicates that the significant inseeim NHIS enrolment was as a result
of the effective engagement of stakeholders indestdp and professional roles.

Trust among stakeholders

The involvement of stakeholders from various levakps to build ownership and

create favourable conditions for the developmerbaimitment to the intervention

(Hawkes et al. 2004, Nastasi & Hitchcock 2009}his study, stakeholder engage-
ment in the PSG intervention fostered changeslaWeur, created confidence in
the NHIS and encouraged people to enrol. | obsettvaickhe interaction between
PSG members and their distribution of tasks to enthat all parties participated

determined their success. Mutual trust among stdllels seemed to be an im-
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portant condition for effective functioning sindeeduced the power differentials
among the individuals within the PSGs.

Managing tension in PSG intervention meetings

| noticed that the way that PSG intervention megtiwere conducted diffused the
tension apparent at the beginning that | was wmeght lead to confrontation. In
one meeting, | observed tension left over from ebdu(organised by the PSG)
when people aggressively accused health providegs/img preference to cash-
paying patients and malfeasance at the facility.example, Nurse Julia put up a
‘very serious face’ before the start of the meetfdlge did not smile at any PSG
member as she usually does. | could see from hertenance that she was ready to
respond in a hostile way if someone said anythaggtive about health providers.
However, the facilitator presented problems idesdift all three levels (communi-
ty, health facility, and national), informed thaseattendance about intervention
activities that had been conducted so far in tiermanity, and stated that the group
was there to listen to the health providers’ sifine story. Thus, the tension in the
room gradually disappeared. Nurse Julia contribtetthe discussion and talked
freely about her experience with insured patients.

Supervision of PSGs: regional and local

Supervision of PSGs was instituted to ensure tmatfacilitators adhered to the
MSPSP’s general implementation guidelines. NHIAioegl managers accepted
adding the PSGs’ supervision to their routine mamyg of DHISs and DHIS
managers or District Director of Health Service®H5s) were local supervisors.
The supervisors agreed to visit the PSGs quarteeysure that they implemented
the intervention activities outlined in their actiplans at the regional stakeholders
meetings organised by the research team.

This monitoring strategy aimed to create linkagesvieen the regional, district
and local levels and was informed by Glaser & Tegl§1973) and Davis &
Howden-Chapman’s (1996bservations that if an organisational authotrycture
iIs bypassed when introducing change, the processbeainhibited. Involving
authority structures becomes even more importaetwmiine change is initiated from
outside the organisation and staff support musblieited. It was observed in this
study that engaging regional and district officetsured a smooth implementation
of the MSPSP and built support across levels. R$8{Etators and members told me
that being supervised influenced them to remainrodted to the intervention’s
success. Moreover, since the ultimate goal oftilngyswvas to integrate the MSPSP

! Only one DDHS was involved in supervising PSGsl this was because the DHIS manager was the

facilitator.
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into the DHIS structure, the NHIA regional and DHi&anagers’ and DDHSs’
supervisory roles were expected to make them ajgpecthe MSPSP and under-
stand how PSGs were formed and functioned so thelg ¢acilitate scaling-up if
needed. A PSG health provider representative exgdavhy she remained commit-
ted to the group:

Our bosses [supervisors] are watching and will isappointed if we don’t achieve positive

results. So | have to uphold the confidence theselia me. Also, the Director’s presence in
some of our intervention activities influenced rmevork hard so we could achieve our goal.

Regional supervisors did not perform well
On the part of the regional supervisors, later evémdicate that though they
accepted monitoring PSG activities, giving themrgsponsibility over estimated
their commitment to the MSPSP. For example, on@nadjsupervisor participated
in only one PSG meeting and two intervention atésiduring the twenty-month
period instead of the quarterly visits required® 3G facilitator shared his thoughts
about regional supervisors’ performance and reastmey did not perform their
role diligently:

The regional supervisor does not feel personaltypactable for the success or failure of the

intervention since he does not have to show restdteen he came here, he only spoke with
Gaby [facilitator and the DHIS manager]. He did tadk to any of us.

| also spoke to one of the regional supervisorfénb out why he had not per-
formed his task as expected. He told a researchnbede during the course of the
intervention that he thought the intervention wesroThough he gave reasons for
his inability to visit PSGs, such as not receivihgir action plans early enough, |
suspect that he did not see himself as personetlgumtable for the MSPSP’s
success or failure.

Local supervisors performed well

Local supervisors, on the other hand, showed nare@tment and participated in

PSG activities regularly. A PSG secretary prais@H&éS manager as follows:
The DHIS manager [local supervisor], compared éxrdgional supervisor, performed his role
better. Unlike the regional supervisor, who onlytiggpated in two intervention activities as

against the quarterly visits required, he atterrdedtings and our activities regularly and asked
what we are doing. This made us remain committexthbdeving our objectives.

These comments suggest that PSG facilitators amcbees, knowing their su-
pervisors were closely observing them, made a conseffort to achieve the goals
of the MSPSP. However, since enrolment also inega&as communities where
regional supervisors did not visit, the impressiarong PSG members was that the
regional supervisors did not contribute much tarteeccess. This indicates that
more attention should be given to district-levgbeswision. It is better to engage
supervisory authorities closer to the implementaside, in this case the DHIS
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managers, rather than those further away to ovanggr@ention groups. This also
gives credence to a bottom-up approach as a ntegbegy to achieve intervention
goals.

Motivation of PSG members

Personal commitment to promote the wellbeing okrtlwas a key motivational
factor for the PSGs’ success, but monetary inceativere also important. PSG
members received a small allowance of GH¢ 8.00Jelb8$5.00] for transport and
lunch to encourage them to attend meetings. Nothasygiven for participating in
intervention activities. | observed that while m&tG members attended meetings
regularly and participated in intervention acte#j some did not. This raises the
question of what actually motivated some to be cdtechto the MSPSP, while
others were not bothered. The following excerptf@ FGD with PSG members
reveals what inspired them to participate in theP88 and remain committed.

Agnes Why did you actively participate in PSG activitie

Community representativdhough the allowance of GH¢ 8.00 for attendingetimgs was
important, it was too small to be the main motivalnthing was given for planning and carry-
ing out intervention activities. We remained comettbecause we were seen as capable of
ensuring that the intervention succeeds. Alsogthaiked ‘T shirts’ by which we were identified
sustained our commitment to achieving positiveltesu

Health providers’ representativiV/e were not given any money for implementingrveation
activities, which took many hours. So money wagiemain motivator, but recognition of our
potential to achieve results. Those who were ninteoften complained the allowance was too
small; they were not bothered whether the inteiearducceeded or not.

DHIS facilitator. The fuel | usually buy to come here is more thdrat | get for attending
meetings. But | feel | have to get people enroflad ensure they receive quality healthcare.

Agnes What about those who were not regular at meetanglsintervention activities?

Community representativdsis because they were not concerned aboutéfibeing of others.
In this community, it is common to find individualsganising activities that promote the wel-
fare of others. For example, Baaba [pointing toAblenteer] is not really paid for carrying out
activities that promote the health of community rbens.

Agnes Auntie Baaba why were you committed to the inggtion?

Baaba Though I'm not paid and only given ‘small’ mongyst like what | do for the hospital,
I’'m happy to contribute to the community’s wellbgiand also happy that the community and
health facility recognise my effort as helping imye people’s health.

PSG members’ levels of participation

I noticed during the course of the interventior tha PSGs devised various ways of
making members feel more connected to the grougartctipate in its activities;

unfortunately, insufficient monetary rewards resdltin apathy among some
members. Though participation in group activitie®ften perceived as based on
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self-interest (Olson 1965, Ostrom 1990), the figdihere suggest that in the PSGs,
it goes beyond that and is comparable to what Texitie (1840) describes as
enlightened self-interest. He observed that thaedfhinterest is seen as primary in
people’s lives, they commit themselves to sociatiintions that transcend their
private worlds. Tocqueville concluded that bott aeld social interests are neces-
sary to prevent the pursuit of only private intéseée ensure that the weak are not
left behind. Thus, the behaviour of non-active R&&nbers could be described as
lack of social interest. They were not ready taifiae their time to attend meetings
or participate in intervention activities.

Conclusion

Olson (1965) in his analysis of group behavioureosd that most people value
social status, personal prestige and self-estembhwe termed social incentives to
group-oriented action that makes the individuakcbaote towards the achievement
of collective goals. In a way, the PSG members’ maiment to ensure that every-
one enrolled in the NHIS and had access to hea#thgas based on social incen-
tives. As PSG members’ pointed out, their commitinterthe MSPSP was not so
much the money they got for attending meetingsydilier the desire of ensuring
that almost every community member was enrolledyvided with quality
healthcare and not cheated. But underlying thistivasalue of being recognised
among peers and the ability to contribute to théame of community members.
This notwithstanding, the allowance also contridutesustaining PSG members’
commitment to the intervention. To some, it solted problem of money for
transport to attend meetings. Thus both self-isteasd societal interest were
necessary to sustain the voluntary spirit and kegple committed to intervention
programmes to ensure that the vulnerable in soeistyhave access to collective
goods (in this case, healthcare through the NHH8)vever, there were others who
seemed to see money as their main motivation; hitregewere not motivated by
the token incentives given to PSG members.






Factors that limited problem-
solving groups’ achievements

Introduction

The problem-solving group (PSGs) increased overatblment in the NHIS.
However, disaggregation of the data by communiby&d that enrolment increased
in 11 communities, declined in 2 communities artdrdit change in 2 communities
(see Table A.9, Appendix 2). Thus the interventaled to achieve positive results
in four communities. This chapter examines firstcltfactors might have impeded
the functioning of the PSGs leading to some ofdhdisappointing results. In the
second half of the chapter, | will reflect on silralenges to health insurance
enrolment, which the PSGs failed to improve appaiayi

Factors that impeded the PSGs’ functioning

The PSG members attributed their failure to thdifaors’ non-adherence to the
multi-stakeholder problem-solving programme’s (M& Bnplementation guide-
lines. Qualitative information revealed four PS@dfic issues that contributed to
this failure: (1) facilitator domination of PSGsdhack of trust, (2) stakeholders in
leadership and professional roles were not incluiskedctivities, (3) no local

collectors, and (4) a lack of supervision.

Facilitator domination and lack of trust

Some facilitators down played the importance of imgleSG members the design-
ers of the intervention and adopting inclusive sieci-making and interdependency
approaches in facilitating activities. These faaitbrs dominated group activities,
made decisions without members’ consent and didaitotv members to play
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leading roles. This situation was revealed during wisits to the PSGs where
members in a conversation complained about théitédors’ behaviour. A PSG
secretary explained the situation in the groupp#s\is:

We lost interest in the intervention because ofyGafacilitator, DHIS staff] domineering
behaviour. He has turned the intervention intoewran show. He does not call meetings and
do things without informing us and rejects actitamg we drew in his absence. This eroded the
trust we had in him. Now the group just exists@me. No serious activity is going on.

To check what | had been told, | scheduled a mgetith Gaby and travelled on
two occasions to discuss the allegations agaimsf but he gave excuses so we
could not meet. | also sent Gaby a couple of erahitsit the accusations, but he did
not respond or resume the PSG activities. | reddrie behaviour to the regional
supervisor. Below is an abridged version of an eém@mmunication from the
supervisor. | changed the names of the communitiypgmsons mentioned in the
email to protect their identity. Report on my intigation into PSG activities at
Mensakrom (abridged version):

Per your request for further investigation into #ua#ivities of the PSG at Mensakrom, | made

contacts with a number of PSG members to find iosttfhand information on their activities.
The key observations were:

Gaby was solely responsible for the activitieshef PSG to the extent that when he was not
available, decisions and activities planned cabaaarried out. PSG meetings and interven-
tion activities are postponed anytime he is notlabbe.

Ato [the community facilitator], who is a signatdrythe PSG account disclosed that Gaby
has about GE950.00 of the funds for the intervention with hi@aby corroborated this rev-
elation and pledged to make the money availabl®&E activities.

Key stakeholders excluded from the interventioiviiets

Stakeholders in leadership and professional roége wot involved in the interven-
tion and no activity was organised at health faesior DHIS offices. An FGD with
PSG members at the end of the intervention alstrowed the above observation.
The following is an excerpt of their explanationtasvhy they could not increase
enrolment.

Agnes How can you explain your inability to improve elment and retain members in the
NHIS?

Community representativé/e [PSG members] were ready to work but for Galbghaviour.
He made the intervention his personal property.Wint to his office to complain about the
group’s inactivity. His behaviour discouraged usv&relaxed. For a long time, no meeting or
intervention activity has taken place.

Health provider We were unable to improve enrolment because wedatifbllow the interven-
tion guidelines. We did not involve community leegjdnealth providers and DHIS staff in our
activities. Even there is no collector to registerse we managed to convince to enrol.
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No local collectors

One significant issue was that there were no cmfedn two communities out of
the seven in the Central Region that registereglpadho decided to enrol after the
intervention activities. Both the health providdyose and a PSG community
representative in the second group’s FGD (the gndwgse NHIS memberships had
declined) below mentioned this problem.

Lack of supervision

Finally, the facilitators’ local supervisors — a [BHmanager and a DDHSs — were
transferred during the course of the interventiah $o did not benefit from supervi-
sion. Comments from the abovementioned FGD contiaue.

DHIS staff:Our inability to improve enrolment was due to laflsupervision. The supervisors
did not do their work well. This made it possibte f5aby to sideline us and do whatever he
wants. It was an over expectation on your parttibét the regional supervisor and Gaby would
perform their task without your supervision.

Further evidence of these four issues related tblgm-solving groups’ failures
To explore further why the two PSGs out of the samethe Central Region could
not increase enrolment, | engaged members of twndegroup in an FGD. They
also mentioned the four obstacles above as catisgigPSGs’ abysmal perfor-
mance. They explained that these problems maddekse interest in the inter-
vention. A PSG community representative explainég they could not improve
enrolment as follows:

Our failure was obvious. No regular meetings andrirention activity has taken place for
months. Even the few we carried out, health pragidmd DHIS staff were not involved. No
activity was carried out at health facilities anHIB offices as required. No collector here to
register those who we convinced to enrol. Theitabilr's domineering behaviour made us lose
interest in the intervention.

In summary, events in these two communities théhdt improve enrolment and
the comments illustrate the central role facilitatplayed in the intervention. The
evidence indicates that the facilitators’ domingtbehaviour failed to create the
trust needed to sustain PSG members’ interesteinntiervention and eventually
stalled PSG activities. Previous findings in simiesearch have documented that
trust is indispensable in collaborative relatiopshiGambetta 2000, Currall &
Inkpen 2006). Second, the two facilitators’ non-pdiance with the intervention
implementation guidelines largely accounted for lek of intervention impact.
This indicates that supervision was critical to 8Gs’ success, since some
facilitators are not likely to do the right thinfjleft alone. As Durlak & DuPre
(2008) premise that effective programme impleméortas associated with better
outcomes. Third, the facilitators failed becausytiid not follow implementation
procedures, engage all stakeholders or make satedfiectors were available.
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Finally, they did not promptly address challendesRSGs faced or motivate them
to resume their activities. All of the above men#d issues could have been
managed if the two facilitators had had appropsageervision. Thus, supervision of
facilitators’ programme implementation is as catias the programme’s formula-
tion and so must be given equal attention.

Why problem-solving groups failed to achieve maxmmimpact

This section examines some areas wileeePSGs were less successful. The four
factors that undermined the PSGs’ efforts to erageisignificantly more people to
enrol and regularly renew their memberships arsgmed in Figure 8.1. These
were poverty and inadequate exemption for the pog, community members’
negative attitudes towards health insurance, tbgaie of drugs in health facilities
and the requests for unauthorised fees at heattiitis.

Figure 8.1  Factors that limited the problem-solving group’si@agements

Input Results
Factors that limited PSGs achievement: Output
1. Poverty and inadequate exemption _ Outcomt
for the core poor 1. Lack of commit-
. p ment to enrol Low NHIS
2. Negative attitudes towards health > . . =
, 2. Selective registra- enrolment
insurance _ :
. tion of household High non-
Influence of mutual support practices
members renewal rate

Unenlightened self-interest
Shortage of drugs at health facilities
Payment of unauthorised fees at
health facilities

3. Lack of commit-
ment of regularly

oo M w

Poverty and inadequate exemptions for the core poor

The NHIS was introduced to ensure equitable adcelsealthcare particularly for
the poor. The law stipulated premium exemptiongtercore poor notably identi-
fied as indigents. However, literature on NHIS gades that enrolment among the
poor is low (Witter & Garshong 2009, Asante & AikiR008, Sarpong et al. 2010).
Asante and Aikins (2008) in their study in Eastarmd Brong Ahafo Region ob-
served that the poor are not enrolling becauseithimium was expensive. In this
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study, however, the poor indicated that the cogiremium was reasonable and
health insurance was better than on-the-spot-patgn®a why is enrolment among
the poor and the poorest quintile so low? Basedhengualitative information
gathered during and after the intervention, twsoea were revealed: people had no
or inadequate income to enrol all household memaedsexemptions were not
being granted to the core poor.

The cumulative money required to enrol an entingsletold was too high for the
poor since they have many dependents. One womaenreeqh “I know insurance is
good and the premium is reasonable, but look at ohen’t get much money from
the fish | sell and nobody helps me. How can liasayself and my five children? |
wanted to pay for only the children, but the calbecefused.” A boat owner, and
community PSG representative, also explained wiwpi@or enrol in the following
statement in an FGD.

Many people could not enrol and renew their cahbee of poverty. These days we go to sea

and come back with almost nothing so the smallrimedhey get cannot be used to pay for

insurance. For the core poor, even money to bug i®@a problem. So there are some people
who have to be exempted. Look at those people 8& [embers] recommended; only one

was exempted. Even that you have to persuade therngllector and DHIS staff] before they
gave it to her.

These comments indicate that the poor’s inabibtpdy premium is a result of
low or no income. For example, the core poor aseileed as persons afflicted by
‘ohia buburoo’(severe poverty). They did not have regular soafteelihood and
engaged in menial jobs that provided an income toeyd barely live on; therefore,
the health insurance premium was beyond their médrere were a few people
who wanted to enrol only their children becaus# tie# their children needed to be
insured. Some of them came to me asking for hefpatothe premium or get an
exemption. Others were introduced to me by commul@aders for support.
Although children are exempted from paying premiutims NHIRs 2004 (L1 1809:
56) stipulates that they are registered only diept or guardian is enrolled. Though
this provision has been modified and registratibonholdren 0-5 years of age has
been decoupled from their parents and guardia®810, parental requests to enrol
only their children (below 18 years) was often gi@nted by collectors.

The poverty literature suggests that the poor remainsured because of liquidi-
ty and other behavioural constraints, even whey thagght be better off with
insurance. Schneider (2004) in his explanatiomwfénrolment among the poor in
low- and middle-income countries observes that tegyon solidarity from family
and friends to smooth out financial shocks rel&telihealth. However, community
support for the core poor in this study duringhidalth was virtually absent. The
reality was often described as followg&Bbusua d funu sen yarefa The extended
family loves a corpse than a sick person). Thidiesghat support is more likely to
be provided to extended family members after déatla funeral than during ill
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health. Thus, the absence of family support anortittle income to pay insurance
premiums make it imperative to grant the poor aangxion to ensure their inclu-
sion in the NHIS. However, like earlier studies thajority of the core poor in this
study did not benefit from exemptions. Witter & &aong (2009), in their assess-
ment of the NHIS coverage found that exemptionsitgdhto indigents in 2008
formed only one per cent of Ghana’s population. sThHihe comments above
(combined with our survey results show that 17.6geat of the core poor were
insured) when compared with the 28.5 per cent af@rans living below the
poverty line (GLSS V) indicate that the poor ar¢ Ibenefiting from exemptions.

DHIS representatives often provide explanationsashy they did not grant
exemptions to the core poor. They said that thedefines the poor as homeless.
PSG members usually rejected this definition. Tdrgyed that the criterion was not
reasonable, since no one is homeless in their conties, but people were very
poor and could not pay the premiums, so they ne¢aolde exempted. Further
discussions with DHIS staff and collectors indickteat they were not enthusiastic
about identifying indigents for exemptions, but enore interested in revenue
generation. DHIS staff's comments and countenantenwdiscussing the issue
revealed their unwillingness to undertake actigitie identify the core poor who
were referred to as indigents in the policy forrapdons. The criteria for identify-
ing the core poor are stipulated in the NationahldeInsurance Regulations
(NHIRs) 2004, LI 1809: 58 as follows:

1. A person shall not be classified as an indigeneumaddistrict scheme unless that person
a. is unemployed and has no visible source of ircom
b. does not have a fixed place of residence acugtdi standards determined by the DHIS.
c. does not live with a person who is employedwahd has a fixed place of residence
d. does not have any identifiable consistent sudpmmn another person.

2. The conditions under sub-regulation (1) for aes@eing who is an indigent shall be incorpo-
rated in the registration form of a district scheme

3. A person assigned the duty by a district schefmegistering persons for the scheme, shall
elicit the information required under the sub regjoh (1) for the classification of indigents as
part of the registration process

4. Every district scheme shall keep and publisistaof indigents in its area of operation and

submit the list to the NHIA for validation.

Though these criteria are restrictive, the DHII&smed uncommitted to under-
take any activity to identify the poor. Their dearswas often based on the financial
implications for their offices and not the facttttfae core poor could not be identi-
fied. As stated in 1b above, the DHIISs have thedate to determine what applies
in their district regarding the homelessness d¢aterHowever, they used this
criterion as an excuse for not exempting the cooe.prhe following comment by a
DHIS staff illustrates their attitude towards giagtexemptions to the core poor.
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We use the homelessness criterion, which disqealdimost everybody, but go to the aid of
those who cannot pay their hospital bill when neférto us mostly by the facility authorities.
We need money so if we go to communities and helit about exemption for the core poor,
how do we get revenue?

This comment indicates that although identificatilifficulties exist, the lack of
commitment to ensure the core poor’s inclusiomeNHIS contributes to their low
enrolment. This finding supports earlier work teaemptions in Ghana have not
achieved their goal (Nyonator & Kutzin 1999, Garstpet al. 2001, Badasu 2004).
In her review of exemptions under the user-feemegi Badasu (2004) cited a lack
of specificity of identification criteria and finaral reimbursement as the main
causes of their failure. This study found that greblem is wider. The main
problem was DHISs’ lack of interest in implementitigg policy. They pursue
activities to enrol premium-paying members anduailly do nothing to identify
indigents thus causing their exclusion from the 8HTheir emphasis on the
homelessness criterion, a situation that doesxisttia their districts, and disregard
of the local conditions stated in the policy sushuaemployment and no visible
source of income that could be used to identifygedts, illustrate the DHISs’ staff
and collectors in attention to the exemption polisy the manager indicated, they
waited until people cannot pay their hospital béfore going to their rescue and
granting them an exemption. Throughout my fieldwbdid not see DHISs’ staff or
collectors make a conscious effort to ensure tietbre poor were identified and
enrolled.

To conclude, the condition of the core poor makesperative to grant them
exemptions to ensure their inclusion in the NHI®Swdver, it appears that the
DHISs focus more on their revenue-generating fondi the exclusion of exempt-
ing the core poor from premium payments, therebgyuoey them access to
healthcare. The revelation that the NHIS is notiheay the poor, as expected, calls
for a rethinking of the exemption policy. Monitogithe implementation process
and devising more effective strategies to ensuwaettie NHIS' goal of removing
financial barriers to access to healthcare seryaesneeded.

Negative attitude towards health insurance

By the end of the intervention, community membesseagally acknowledged that
health insurance protects the insured againsttoapdsc healthcare expenditures
and so perceived the NHIS as better than cash payahdealth facilities. There
was also the view that they had a better appreciat the health providers’ heavy
workloads and that discrimination against insuratigmts has reduced. As a result
of these positive observations, all those who piadied in the intervention ex-
pressed disappointment about the generally lowldesfeenrolment and high non-
renewal rates. More surprising was the less thapeb@ent enrolment among the
rich (46%) and richest (44%) quintiles and high snenewal rates of 24 per cent.
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This indicates that the general low enrolment atehtion rates were not because of
poverty. Collectors said they were not too surgrised maintained that only a few
people renewed their cards promptly; others waitetll they needed healthcare.
The following excerpt from a FGD with PSG membes/mes some of the reasons
that account for low enrolment despite the PSGwresfto improve enrolment and
renewal rates

Agnes Why have some people never enrolled in the NHIS?

NHIS collector Despite the education about health insurance, maople still say I'm not
often sick. As we have been discussing their gpeton in traditional mutual support groups
influence their behaviour. People join only whesytiare sure of benefitting. We describe it as:
‘You reap as you sow’. Men in particular say heaigurance is for children and women who
often go to hospital.

PSG secretarfhealth provider} The low interest in health insurance, though mapd, has not
changed much. They know health insurance is impgrbat will not enrol until they have a
serious sickness. Many delay and come to the labsgiih complications to disturb us.

Agnes What about those who do not renew their membg®shi

Community PSG facilitatotnsuring against ill health, we all know, is patrt of our culture.
What we know is to regularly pay funeral dues beeame know we will benefit. This explains
why people are reluctant to renew their NHIS carelg year, especially if they have not gone
to the hospital. When you ask them theyrsyetwen kakrél’'m waiting for a little while). But
they will rush to renew when they are sick. Sonmeveonly after they have been admitted to
the hospital.

Community representative [GPRYTthairman} If health insurance was treated like motor
insurance all drivers would have been insured. IBatam't care because nobody is punished for
not enrolling or having a valid health insurancedcsVe would have consistently renewed our
cards if we were punished as it is done in the ohseotor insurance.

Influence of mutual support practices
| also met a few people at DHIS offices who weneerging their NHIS cards
because they were sick and others who came to @mwduse they needed
healthcare. For example, during one of my routibgeovational visits to a DHIS
office, | met Joe who looked desperate and askadniiat was wrong. He respond-
ed angrily: “Madam | thought | didn’t need healtisurance but for this sickness.
Now I've registered and my card is delaying.” Wheperied him further, he said:
“I need the card to go to hospital for hernia suyge

Joe’s comment and PSG members’ views expressee abosgal that the com-
munity members’ conceptualisation of the NHIS ibisfluenced by the traditional
mutual support group they participate in. The comisalso indicate that although
many people accepted the NHIS as better than eegtbepayment and recognised
the need to enrol and renew their membership;ditishot translate into action.

! Ghana Private Road Transport Union
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Hence, there was a pervasive risk-averse attitod@rds health insurance and
adverse selection (enrolling only family membersovappear to be at risk) that
made it virtually impossible for the PSGs to getrenpeople to enrol and renew
their membership regularly. These attitudes arerestvely reported in the literature
on health insurance schemes in Sub-Saharan Agigadermining their expansion
(Arhinful 2003, Criel & Waelkens 2003, Kamuzora &<en 2007). In their study
of a Community Health Fund (CHF) in Tanzania, Kaoraz& Gilson (2007)
observed that non-acceptance of paying beforafalick undermines the expan-
sion of the CHF, but they did not explain the realsehind this attitude.

This study found two main reasons underlying pesplecision to join or not
join and remain in the NHIS. First, and ironicallygal insurance traditions do not
help convince people to join the NHIS, but rathecdurage them to do so. Indeed,
traditional mutual support practices have negativieence on people’s attitude
towards health insurance. Analysis of their opereshows that though they have a
health insurance element, their operational guidslifor risk-sharing principles are
not the same. In a review of the concepts undeglymditional risk-sharing,
Platteau (1997) noted that traditional mutual supgmhemes are based on balanced
or generalisedeciprocity,while insuranceas based oronditional reciprocityUnder
balanced and generalisetiprocity, people receive as much benefit as doeyribute.
For conditional reciprocitypn the other hand, insured persons receive arefuy if
they fall sick. The ‘reap as you sow’ principle ebsd among traditional support
groups facilitates cooperation and exchange oficesvand obligations among
members, but they are largely based on balancegroeity and the certainty of
benefiting. In many of these groups, suchasboaand savings and loan arrange-
ments used to manage livelihood activities, theehiemare largely proportional to
one’s contribution and not need. As already stdtethe case ofinoboa people
join only when they need support to sow and hamegis and weed their farm and
pull out from the group until another farming seaso

Other groups such astaasewhich focus on life events, mainly death, are well
patronised because they cover the funeral costheoimembers, their spouse,
children and parents. So people join and remaimaitted because they are sure of
benefitting. Explanations provided by key informsinmidicate that they perceive the
NHIS’ benefit as limited in scope and only for thdividual. For example, death is
seen as certain so one has to contribute towartienice the preference to pay
funeral dues. Sickness, on the other hand, is pectas a random event, which the
healthy believe might not befall them, so theyratactant to enrol and remain in
the NHIS. Thus the logic of not enrolling in the NHHwvas that it is a risk-sharing
arrangement where their investment may not betiefih. This explains why only
household members who are likely to need healtrar@enrolled. This practice is
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technically referred to as ‘adverse selection’ eodtributed to the low enrolment
and renewal rates among the average and rich lgsinti

Many respondents expressed the view that despitelaints of shortage of
drugs and payments of unauthorised fees, beingddsuas still better than cash
payment at health facilities. So they rush to reegisr renew their membership only
when they need healthcare. This indicates thatabpyeciate the benefits of health
insurance, but apply the reciprocity principle @&ditional support groups. This
attitude negates the policy makers’ assumption bHetause many Ghanaians
already patrticipate in traditional mutual suppatworks they will willingly enrol
and remain in the scheme. Rather, the incentiverioolling and remaining in the
NHIS is based on individual gains and largely infed by their health status and
not a motive of embarking on a risk-sharing endeavat requires the commit-
ment of all to succeed.

Unenlightened self-interest

Joe’s case conveys the pervasive nature of comymaeitnbers’ risk-averse attitude
towards health insurance. PSG members’ asserti@spart from the core poor
and poor people with many dependents, anybodyngilto enrol all household
members and renew their membership can pay a preofiGH¢ 14 [US10.00] and
registration fee of GH¢ 4.00 [US2.50] per annummsiltates that the ‘wait and see’
attitude was not due to poverty. Thus the views alogkrvations above show a
pervasive negative attitude towards health inswanlis finding is consistent with
earlier work on enrolment in SHISs and CBHISs. i $tudy, Arhinful (2003)
explored the reason why people do or do not enrbkalth insurance schemes in
Ghana and found that the motive of enrolling isl&isiterest goal of averting risk.
In another study, Criel & Waelkens (2003) madeshmme observation when they
explored reasons for low enrolment in the Maliasdtieme in Guinea Conakry.
They found that poverty was not the most outstapdbarrier to enrolment, but
rather there were other behavioural constraintshé current study, a careful
appraisal of the discussions suggests that apanttiie core poor and the poor, the
‘no money to pay’ and ‘I am waiting for a while’ exses for not enrolling or
renewing their membership were socially desirabbsons to cover less worthy
motives. The fact that people quickly enrol or rerieeir memberships when they
need healthcare illustrates that though people hesepted that the NHIS is better
than on-the-spot payment and appreciate its imphemien challenges, they
comfortably adopt strategies to derive maximum Eemgth minimum financial
investment. | call this ‘unenlightened self- intstfdecause eventually the situation
will turn out to be less advantageous for the peophey will pay more when they
have to access healthcare without health insursince the cost of treating malaria
almost equals the cost of premium. Their acticalss a threat to sustainability of
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the scheme, which requires regular contributiots @acommon fund so that those
who fall ill will be catered for to ensure individuand societal progress.

Summarising, some people’s reluctance to enrolanew their membership in
the NHIS is influenced by their knowledge of traahtal risk-sharing arrangements.
However, it needs to be pointed out that even chswetworks, tendencies for
exploitation exist, but sanctions are used to enBufilment of the agreed arrange-
ment based on trust. Mutually agreed sanctiongfieetively applied to prevent
exploitation for individual benefits. Unfortunately the case of NHIS, lack of
enforcement of such mechanisms, perpetuates resisiam and adverse selection
practices where people rush to renew their carliswamen they needed healthcare
without paying penalties. As Putnam (1995: 67) iout: “When economic
negotiation is embedded in dense networks ..entinges for opportunism arise.” It
is to check such opportunistic tendencies thaliHiRs 2004 LI 1809 59(¥needs
to be applied to sanction defaulters. As a GPRT&rotan indicated, many people
did not enrol or renew their membership becausetvas no sanction to discour-
age them.

Finally, for any intervention aimed at promoting thHIS to achieve maximum
impact, it is critical to identify issues in thecsal environment and conditions under
which traditional risk-sharing network operate, @ate people about the similarities
and differences, and enforce regulations that priegeploitation of the scheme.
This suggests that a more practicable way of motheg\NHIS towards universal
coverage is needed.

Shortage of drugs in health facilities

The shortage of drugsvas a concern for both community members and healt
providers. Both saw it as undermining healthcaleele to insured patients and by
consequence limiting the PSGs’ efforts to improvd 8lenrolment and retention of
members.

In the case of the community members, there wasatmus that people enrolled
because of the PSGs’ assurance that they would/eegeality service, which to
them included being given drugs at health facsgiti®o when this expectation was
not met, and the community members were given pgpsms to get drugs else-
where, some decided not to renew their memberships.situation also discour-
aged people from enrolling. Insured patients weostiy concerned about going

2 The NHIRs 2004 LI 1809 59(1) states that a merobBHIS who defaults in the payment of contribatio
for a period exceeding three months shall be sugabfiom the scheme and reinstated after payitigeall
contributions in arrears, a penalty of 50% of thtaltcontribution that is due. The defaulter isisthted
but will only enjoy benefits after three monthsrfréhe date of re-instatement.

Shortage of drugs may not always be the right tdhe problem can also be the inability to obt&irtain
drugs because they are not on the Health InsufanggList. The drugs may be available in the fagili
but only for those who pay cash.
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round looking for accredited pharmacy and cherhisps to fill their prescriptions. |
must state that although these shops are supposedjinent the drug supplies at
health facilities, they do not exist in all the aoomities where health centres and
hospitals are located. In such cases, patients toatravel to other towns when
given prescriptions. In this respect, insured pasidolamed health providers and
DHIS staff for not doing enough to ease their fiaigtn of looking for drugs outside
health facilities. Many of them spoke about howythad to pay for drugs covered
by the NHIS in some health facilities and accretipbarmacy shops. One man
expressed dissatisfaction about seeking healthagrehe NHIS card and did not
renew his card. He explained why he made this oetis

| enrolled because | wanted to live without worgyiabout how to pay for my healthcare. |

expect to get all my drugs at the hospital withoayment. | was disappointed when | got a
prescription to look for a drug store that servesge with health insurance card. | had to travel
to another town. | did so but ended up payinglierdrug. That's why | decided not to renew
my card. They should tell us the truth so we knowairto expect when we seek healthcare
instead of telling us 95% of diseases and drugs@rered; yet we end up paying. What then is
the advantage of being insured?

Ina FGD, a PSG community representative narradedie had to pay for drugs
at a facility as follow:
Though | protested when | was asked to pay fodthg, | had to give in. They explained they

got it from a private person and gave me the optidake a prescription. Because of the trouble
of going round to look for accredited shop, | dedido pay.

| also observed insured patients’ dissatisfactimmftheir facial expressions
when they were given prescription to get drugs foutside health facilities. Their
disappointment was about how to go round lookim@ézredited shops and having
to pay for the drugs. The complaint about paymendfugs by insured patients was
supported by our survey results which show thatntlagority (64%) of currently
insured respondents in intervention communitiegedthat: “Even though one is
insured you still have to buy drugs” (Table A.1Jp&ndix 2).

Giving patients prescriptions is not new in Ghana,insured patients have an
extra burden of spending hours locating an acaddiiharmacy or chemist shop to
obtain the drugs without paying. Their dissatigtatincreases, especially when
they had to travel outside the health facility’sdtion and have to pay. Many key
informants argued that the burden of roaming ardaokling for accredited shops
and paying for drugs did not make the economicesehsnrolling in the NHIS and
consistently renew their card especially when tlggy not regularly access
healthcare.

In the case of health providers, their concerntivasthough they strived to im-
prove service delivery, they could not always mesired patients’ expectation of
providing all drugs they need at the facility. Thajributed the situation to drug
administration and acquisition guidelines under MidlS regime outlined as
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follows. Only drugs included in the Health Insurarierug List are used to treat
insured patients. These drugs are purchased frenR#gional Medical Stores
(RMS) and can only be bought from private suppliafer obtaining a non-
availability certificaté. They complained that the bureaucracy involvaabi@ining
the non-availability certificate negatively affedttheir stock management. They
maintained that this arrangement for purchasingsinuaddition to delays in claim
payment made it difficult for them to purchase drygomptly and in enough
guantities to meet patients’ needs. A Medical Aasisdescribed the situation as
follows:
We are expected to buy drugs from the Regional bé&@tore and can only buy from private
suppliers if we get non-availability certificateetBng the certificate is not a one-day issue
Sometimes we go there several times before gettif® it is not possible to buy such drugs
immediately to meet patients’ needs. Also, tholghmtpayment has improved, sometimes only
60%, 70% or 80% is paid. For example, 60% of thelAyil was paid in August and the re-
maining 40% this month [September]. We are yetegdaid the bill submitted for May. All

these make it impossible to get drugs to meet mistimeeds and do not help in promoting
health insurance.

Our post-intervention survey results confirm theaans expressed by both
insured patients and health providers that sho&deugs in health facilities leads
to dissatisfaction among insured patients. ThelreBows that an overwhelming
majority (83.7%) insured respondents and (90.3%yYipusly insured respondents
indicated that: “Availability of drugs at healticities should be improved” (Table
A.11, Appendix 2). This illustrates the criticalleécof obtaining drugs at health
facilities in determining satisfaction about thetjty of service and its contribution
to the gap between what insured patients expectvaiatlis actually delivered.

In Ghana, drugs are perceived as a significant cot of healthcare delivery.
Drugs are symbolic representation of health fagdiand their availability creates a
positive image of a particular facility and addsueato health provider-patient
clinical encounter. As Whyte et al. (2002) point,a@rugs are part of everyday life
of Ghanaians and important for their survival. Teagw that drug use is common
among Ghanaians and doctors give medicines tdys#tisir patients. In another
study, Van der Geest et al. (1996) observe thdtrhpeoviders see drugs as indis-
pensable in their encounter with patients whilégoés also expect to be given drugs
to solve their problems. Both studies thus showsligeificant place that drugs
assume in any clinical encounter between patiemdshaalth providers in Ghana.
Most insured patients in the current study assdhatthe essence of enrolling in
the NHIS was to seek care at a health facility ebiin drugs for their ailment.
Therefore, the absence of drugs reduces the Ildvehtsfaction of the clinical

*  The non-availability certificate is given by tRegional Medical Stores to enable public healtHifees

buy drugs they do not have from private suppli@®ie they can be paid by the NHIA.
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encounter. In fact, both insured patients and hgatividers’ concerns show how
absence of drugs undermines quality of service. filiing thus confirms the
observation that the shortage of drugs in heatiitiias eroded the confidence that
the PSGs created in the NHIS and undermined tfffeirt& to improve enrolment
and retention rates. For many people, enrolling @erdaining in the NHIS is
determined by whether they were given drugs attihdatilities or not. To such
people, a single episode of paying for drugs angoound looking for an accredited
shop may make them decide not to renew their meshiger

Payment of unauthorised fees at health facilities
Though the NHIS has no co-payments, there werertepb payment of fees by
insured patients at health facilities. This geredahe most heated debates as a
factor that limited the PSGs’ efforts at improviagrolment and retention rates.
According to PSG members, the reason why this jeea¢though reduced during
the intervention) could not be eliminated was beegqaayment of unauthorised fees
is a public sector phenomenon and impossible f@4® eliminate alone. They
asserted that many public sector workers deviseswéyollecting such fees for
services rendered to clients to earn extra incdiney explained the practice helps
them ‘make ends meet’, that is, to be able to rapets expenditures considering
the low salaries. This practice has already bescudsed in chapter two and has
also been documented by earlier studies (see Aggeh699, Armstrong 2006,
Gyimah-Boadi 2004, Aryee 2005). Here, | discusstlaocomponent of the
phenomenon revealed in the course of the interwerdnd emphasised during
FGDs. It was observed that some health providegsthus excuse of inadequate
resources and delays in claim payment to collecteydrom insured patients. An
insured patient explained the situation follows:

We all know health providers have been collectingfficial fees from patients under the user

fees but people complain less because we are rowdlich of the money we pay is approved

fee or not. But now we [insured patients] know wea’tthave to pay, so when | had to pay for
drugs covered by the NHIS, | argued with them,Hadt to pay. | saw it as cheating.

Some health providers, reacting to these allegainited delays in NHIS claim
payments and insufficient logistics as reasonsédlecting money from insured
patients. Others agreed that the practice is bddeanishes their image. Communi-
ty members and DHIS staff in their reaction did aotept the explanation of
inadequate resources and accused health providexploiting insured patients. A
facilitator, DHIS staff, shared the group’s frusima in addressing this allegation as
follows:

We could not eliminate the collection of unauthedisees because it is an open secret that many

of them [health providers] benefit from such fdesytcalled welfare, ward funds, doctors’ fees

and others. We do not have any way of checkinglvdrghe money is used to purchase essen-
tials for the facility or goes into their pockefar us, what we know is that when you have for
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example, malaria and you go to the hospital; yavitdwave to pay anything. So we see it as
cheating and this discourages many from enrollimdyr@newing their card.

Nurse Anas, a PSG member, in her reaction to leigation, accepted that col-
lection of unauthorised fees is a challenge thatdcoot be resolved by the PSGs
alone. She shared her thoughts in the followingestant:

We can’t deny that we sometimes collect unauthdrises. Some of those monies are used to
purchase certain things we need in the facilityeliminate the practice, the authorities must
provide adequate funds and the NHIS claims paichptly. If that doesn’t happen, then those
who hide behind that will not stop. We should aladerstand that it takes time for such chang-
es to happen.

The above comment indicates that the practice &as §oing on in health facili-
ties, but was not reported by patients becausastnot evident which fees were
legal. For insured patients, it is obviously illegdnen they are asked to pay for
services and supplies that they know are covergtdéoiHIS. The tag of cheating
assigned to the practice indicated that insureepat see the fees as preventing
them from enjoying the free service they are extitb having prepaid. Thus, asking
them to pay such fees was a disincentive to regaitmembers of their household,
especially those who did not have an immediate fadaealthcare. In the case of
the poor, such payments discouraged them from spgticeir meagre income to
enrol and renew their membership. These findingate that while the NHIS is
intended to ensure equity in access to healthagadgeotect people against cata-
strophic expenditure, frontline staff expectecddailitate its implementation make it
expensive (especially for the poor) to enrol andam in the scheme.

To some extent, the health providers’ explanatamsd be a genuine attempt to
maintain their stock level while they wait for rddorsement of NHIS claims. But
the genuineness of these rationales is a matt@maiern and needs to be addressed
together with delays in reimbursement to increaseidence in the NHIS and build
trust among stakeholders. As Mechanic (1998) oleskrpatients’ trust in health
providers to act in their interest is crucial fedith insurance enrolment. Failure to
do this will make it virtually impossible to sustatonfidence in the NHIS. The
consensus among PSG members regarding paymerthofiaad fess was that no
matter the genuineness of the intention, the praetilded to the cost of enrolment.
lllegal fees discourage people, especially those @dnot use services regularly,
from enrolling and renewing their membership caesigy.

As a concluding remark on the PSGs’ limited achmesets involving local level
actors, though effective, could not adequately esklall the NHIS implementation
challenges within the twenty-month intervention@ebecause some were systemic
and needed policy level action. Other challengerevettitudinal and therefore
difficult to change and required more understandhdghe social environment.
Extended time is needed to engage community menalpekrsheir leaders for any
meaningful change to take effect.
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Conclusion

A multi-level approach was used to assess the itrgda MSPSP programme on
enrolment and retention in the NHIS. The resultawsithat the space the PSGs
created for interaction among stakeholders ledgtuficant increase in enrolment,
but could not improve retention rates. The bottgminclusive decision-making
and interdependency approaches that facilitatorglagrad in conducting PSG
activities, monetary and non-monetary incentivesriembers and supervision of
the group contributed to MSPSP’s success. Thesaisad the PSGs’ commitment
to the intervention. In addition, effective involment of community leaders and
professional stakeholders in the intervention &t built trust between them and
PSG members and nurtured synergy, which facilisatitised to reach all target
populations in the intervention. This finding makieslear that the DHISs acting
alone cannot manage the complex mix of problemshanld the trust network
required to address the issue of low enrolmertenNHIS.

However, the findings reveal multi-dimensional tastthat hindered the PSGs’
efforts at improving enrolment in the NHIS and neitag members and made it
virtually impossible to adequately address allidentified NHIS implementation
challenges. Thus involving local level actors thoegdfective, did not adequately
address all the challenges. Factors that were ifgiehthat limited the PSGs’
success included poverty, community members’ negalititudes towards health
insurance, shortages of drugs in health facilaies$ payment of unauthorised fees.
These were found to be systemic and their elinonatras not possible within the
twenty-month intervention period. There is a ne®gblicy-level action to change
some aspects of the NHIS operational guidelindseQthallenges were attitudinal
and so they were difficult to change within theemention period. This change
requires more understanding of the social envirarinie develop appropriate
intervention activities. Finally, working on theyeke of all actors involved in
implementing the NHIS to make accessing healthe&reNHIS card more attrac-
tive needs extended time to engage DHIS staffiinpabviders, residents and their
leaders for meaningful change to take effect.

The next chapter is the synthesis of the key figsliaf the study. | present an
appraisal of the MSPSP and discuss why peopleledrol did not enrol in the
NHIS, and why they renewed or did not renew theanrbership. | also provide the
conclusions of the study, policy recommendatioreittance NHIS implementation
and improve uptake and points out areas for funtheearch.



Discussion and conclusions

Introduction

With a shift in health financing policies from fé&e to cost sharing, manyuntries

in Africa aresetting up health insurance schemes to reducelityaq healthcare
access. In Ghana, the National Health InsurancerSel{NHIS) was introduced in
2004 to ensure equity in access to healthcareeaso$t of treatment denied many
people formal care. However, NHIS’ coverage reméomsand the poor, who are
the primary target, are less represented. Thisystedeloped a multi-stakeholder
problem-solving programme (MSPSP) to improve NHI8Boément and retain
members, especially the poor. Figure 9.1 presastpathways of the MSPSP and
outcomes. The programme started with the creatigorablem-solving groups
(PSGs) which consisted of representatives of contsnorembers, health providers
and district health insurance schemes’ (DHISsY stahtervention communities.
The figure also shows the barriers identified S Gs at the onset of their work
and the various activities carried out to addréssnt The intervention outcome
shows that PSG activities led to a significant@ase in NHIS enrolment, but could
not improve retention rate due to poverty and igadée premium exemptions,
negative attitudes towards health insurance, sfpestaf drugs at health facilities
and collection of unauthorised fees. This indictttas local stakeholder collabora-
tion to address policy implementation barriersutifohelpful, is not the panacea to
all the challenges.

In this chapter, | synthesise the outcomes ofritexvention in six main sections.
| start with theoretical reflections taking up ttencepts of multi-level perspective,
resilience and trust to discuss factors that imfteel people to enrol in the NHIS and
renew their membership and how the PSGs were abierease enrolment. Next, |
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Figure 9.1  Schematic representation of the MSPSP and the matso
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discuss the reasons for persistent low enrolmehhagh non-renewal rates. Then, |
present my conclusions followed by recommendatibeisd the chapter with areas
for further research.
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Understanding the findings

The introduction of the national health insurandeesne (NHIS) in Ghana was part
of a social development agenda with the goal ofieng equity in access to good
healthcare. Promotion was based on stimulatingaaty values among community
members to inspire them to enrol. In this sectiqgqut the findings into theoretical
context using the concepts of multi-level perspegtiesilience and trust that were
introduced in the first chapter of this book. Eaehtion begins with a brief explana-
tion of the concept and its relevance in understaneinrolment in health insurance
and retention of members.

Multi-level perspective

The multi-level perspective (MLP) means lookingsaues and events associated
with a subject of study across different levels acirs to provide a more complete
description and credible explanation. The perspectlowed me to conceptualise
the NHIS based on the premise that it is an ensargrith various actors situated at
different levels of the healthcare delivery systéiese actors are stakeholders and
include politicians, policy makers, district healttisurance scheme (DHIS) staff,
health providers and community members who are@etgents involved in the
NHIS policy making, implementation and uptake. hceived the NHIS as a multi-
level enterprise because enrolees and DHISs’@tafbnly linked by premiums and
the healthcare providers contracted to provideisesvor a fee. In this sense, the
stakeholders involved in this transaction (the NH$&ive to maximise their
interests thus affecting the success or failuth@enterprise. The MLP helped me
to capture stakeholders’ interests, behaviour aadtiges as well as contextual
factors that affect the achievement of the NHISigyayoals. Critical analysis of the
NHIS indicated that the interests of various stakedrs interacted to affect enrol-
ment and retention rates. For example, althoudtebtdders generally accepted the
NHIS as better than on-the-spot payment to ensyuigyein access to healthcare,
the pursuit of their own interests undermined tti@imment of policy goals. For
instance, politicians, in their desire to win poyershed to introduce the policy
without adequate public sensitisation and educatimout the scheme’s underlying
principles. There was little opportunity to builohsensus among other stakeholders
or to scale up the capacity of health facilitieshtmdle the expected increase in
utilisation of healthcare services. These two issueated resentment among some
community members and health providers who assatitte NHIS with party
politics and this undermined enrolment.

The MLP also revealed that a new policy can b@thiced by a government to
improve the wellbeing of the citizens, but the estpd change(s) are affected by
several factors from various angles that interaceither hinder or enhance its
uptake. Long (2001), in his analysis of developnparicy, argues that discourses
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are introduced by an institution, such as the shateit is the actors (individuals or
institutional representatives) who use, manipwatttransform them. In the case of
the NHIS policy, as a new healthcare payment mashato improve access to
healthcare, the decision to enrol or not to eneplesthded on community members’
ideas about health insurance despite the faciathatakeholders appreciated the
insurance scheme. Community members’ interpretatiothe NHIS was often
rooted in traditional discourse about risk- andt-gbsring. They applied existing
knowledge and held their personal gains abovenatimt of policy goals. This
indicates that targets of public policies are nst pbjects without agency, but play
roles that determine a policy’s success or fail&rdinful (2003: 150) also noted
that enrolling in health insurance schemes is basesklf-interest. He wrote:

People’s motive for participating in an insuranckeme in the present social context is there-
fore based first and foremost on what they belewoald best advance their own self-interested
goal of averting a risk or securing a gain for teeines.

In the current study, one can argue that sinc@ostrintervention survey results
showed that the majority (59.7%) of the generalypaioon did not have a valid
NHIS card and 37.3 per cent had never enrolled\iHES’ benefits of ensuring
equity in access to healthcare was not apprecatpdrsued equally by all stake-
holders. As | discuss later in this chapter, therpothe primary target of the policy
— seem not to be the priority of politicians, pglimakers, implementers and rich
community members. DHISs staff held their instdnél interest and personal gains
above the attainment of policy goals. They focusedevenue generation at the
expense of exempting the core poor. In the casesalth providers, while some
persuaded people to enrol, others were hostilerttsnasured patients because of
the increased workload that accompanied the NHh8.rich saw health insurance
as a less pressing issue than funeral contribytsm#hey did not share the NHIS
costs by paying premiums according to their incariibgy also did not help poor
family members enrol, because it did not bringghme prestige as contributing
towards their funerals. All these conflicting irgsts culminated in low enrolment
and retention rates with the poor being the mdstedd.

A focus on the MLP helped reveal the complexityheflth insurance. What
seems to be an unambiguous concept to enhance egutcess to healthcare
appreciated by all stakeholders can provoke divexaetions. The MLP helped
explain various stakeholders at multiple levels (and somesieven
at the same level), reacted in ways that conflietgd policy goals.
usually benefited the stakeholders themselves anitha objects of the policy goals
— the poor. he MLP disclosed the pragmatic realities of the 8lldhd provided
information on the rather egocentric motives tingigfed it. The lack of enthusiasm
to genuinely pursue policy goals and address tlbakbchallenges that implementers
and targets of the policy face became apparent.
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Finally, implied in the MLP is its contribution fmolicy change. In this sense,
stakeholders must participate in the process afjprg about change or accomplish
change through advocacy. The MSPSP and the posdésdt — an increase in
enrolment — demonstrate MLP’s relevance in intetie@npractice especially in
anthropological research. In this regard, Schepeghds (1990: 190-196) suggests:

We [critical anthropologists] are to put anthrogpt@al knowledge at the service of the power

brokers. ... Medical anthropology should exist foragsa discipline and as a field of struggle.

Our work should be at the margins, questioning Besj and subjecting epistemologies that
represent powerful, political interests to oppaositl thinking.

Taking such a stance and pursuing this agenda nagansating for the poor and
projecting how the interest of politicians, polioyakers, service providers and
community members undermine the attainment of Nidtfiity agenda. We must
engage these stakeholders to discuss the NHISnmepi@tion challenges that arise
and devise activities to improve their behavioud aractices. Such interventions
should be multi-level-oriented, involve stakeho&land aim to: (1) develop com-
munity-oriented mechanisms to pursue the NHIS tyqagenda and (2) improve the
quality of healthcare service by making health pitexs and community members’
concerns the basis of reform. The long-term effielttundoubtedly be a reduction
in health providers’ workload, improvement in theehaviours and quality of
service and an increase in the exemptions graatie tcore poor. At the communi-
ty level, the continuous inclusion of all stakelasklin discussions is likely to result
in positive attitudes towards health insurancesdaction in adverse selection and
ultimately move the NHIS toward universal coverage.

In conclusion, the earlier chapters have showrthieaViLP provided an in-depth
understanding of the factors that influenced eneslnand retention in the NHIS. It
revealed the multiple layers of the NHIS and thedh# use a critical medical
anthropological lens to identify and address thallehges. It proved a useful
approach for interpreting the stakeholders’ intessdsehaviours and practices and
the social context in which the health insurandeeswe operates. The MLP thus
proved an effective tool for PSGs to address thlee$tolders’ conflicting interests
and build an equitable health insurance schems Khawledge might help develop
appropriate intervention activities to improve ihglementation and uptake of
health insurance in Ghana and other countries.

Resilience
Resilience refers to the ability to maintain norruadctioning despite exposure to
adversity. Niehof (2008: 217) in her analysis & tloncept of resilience describes it
as follows:

The concept of resilience overlaps that of vulnditglT he vulnerability context is an important

factor in people’s ability to ‘bounce back’ whercéal with adversity and it is the context in
which entry points for supportive policies and peogmes should be identified
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In the context of ill health, resilience referspople’s strength to reduce their
vulnerability to sickness and recover from or Ipasitively with their disease. This
strength is conditioned on both personal strength a supportive environment.
These two dimensions of resilience, inner power extdrnal factors, interact to
strengthen patients to regain their health or eaifetheir sickness. Thus people’s
purposive action to harness external support isorapt in the development of
resilience. The monetisation of healthcare has readeomics a prominent feature
for resilience during the therapeutic process daapgdn patients with chronic
diseases. This makes resilience relevant in athgaltirance discourse.

In Ghana, the NHIS was introduced to provide alfaltk position for people
who were ill. From this perspective, | conceivellitélS as an important mediating
factor in the interface between vulnerability ardilience when someone is sick.
Sickness often leads to a depletion of resourcéesdatline in wellbeing; so,
external support is needed to strengthen patiestsvery from or ability to cope
with their disease. Given the focus of this studgaching the poor in the NHIS —
the question is whether the NHIS is helping sicbgde mitigate the adverse effects
of ill health? The concept of resilience is thusfusto address the question of
whether or not the NHIS strengthens the poor ahtevable to manage the adversi-
ties of ill health and maintain normal functionifiesilience provides a framework
to examine two main issues: why people enrol anthne in the NHIS and what
contributes to low enrolment among the poor ane aor.

First, | interpreted the community members’ resgsrsnd actions in regard to
the NHIS using the concept of resilience. This apph revealed that people
enrolled and remained in the NHIS because it helpexh address the adversities of
il health. It was apparent that the NHIS provigesople who are ill with the
security of healthcare and fills the gap of inadgegor no support from extended
family members. In the past, seeking healthcarendtdnvolve much money and
payment could be in kind. Therefore, it was edsieextended families to arrange
treatment for sick members and offer them matenal emotional support (see
Arhinful 2003). But this support has dwindled asdiow virtually absent in Ghana.
Kumado & Gockel (2003), in their study of sociatsety in Ghana, also reported a
breakdown in traditional social and economic suppoovided by the extended
family for vulnerable members and called for aestgtonsored form of social
security. Traditional support that helped buildlresce during ill health in the past
has lost its value due to the monetisation of healie. As the cost of healthcare
increases, more financial resources are neededipggort sick family members
Nuclear family members, who now bear the burdenasing for sick members,
might be in a precarious economic situation andblenéo provide the needed
financial support to enable sick people to seekiheae and enhance their resili-
ence during ill healtiHealth insurancis expected to replace the traditional family as
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a source of economic resilience in times of illnéssArhinful’'s (2003: 120) study
in Ghana indicates, people had a favourable paorept health insurance: “Com-
munity people conceptualise the value of healthrigusce in terms of its economic,
psychological and social support attributes.” Keformants mentioned similar
attributes of the NHIS in the current study. Peagieolled and remained in the
NHIS because it guaranteed them access to treatmighbut catastrophic
healthcare payments and helped them mitigate tinstwifects of sickness. Health
providers also mentioned that insured patientsfeag@r complications than the
uninsured; thanks to early reporting. Our postrirgation household survey
affirmed these observations and showed that theSNEldluced household out-of-
pocket healthcare expenditure by 86 per cent (sgeetey 2012). The post-
intervention survey also indicated that insured godfering from acute iliness were
5.5 times more likely to use primary healthcarematient department compared to
the uninsured poor and 2.7 times at the secondeusl [(district and regional
hospitals) (see Jehu-Appiah 2012). Other studi€hana have also reported that
health insurance improves access to healthcarkeadd to better health outcomes
(Mensah et al. 2010, Durairaj et al. 2010, Ampd&@i1). Mensah et al. (2010)
observe the dramatic differences in maternal afashtrhealth indicators of insured
and uninsured persons due to more preventive chesland out-patient attendance
and prenatal care. Durairaj et al. (2010) alsontepidhat the NHIS provides social
and financial protection to insured patients anakrtoutes to a decline in hospital
deaths among the insured due to early treatmemetselbbservations indicate that
health insurance provides a safety net for communiémbers and strengthens
patients’ resilience to manage the disease.

Key informants suffering from chronic diseases nwoer@d characteristics of the
NHIS that demonstrated its resilience-enhancing. fbhey reported that the NHIS
provides quick and regular access to healthcaneltlgestrengthening them to
manage their condition. In Ghana, like many Africamntries, local aetiological
discourse holds that prolonged sickness is oftémmatural episode but linked to
some wrongdoing. For example, diseases such aAHD&, diabetics and hyper-
tension may be socially interpreted and the patidtgn blamed for his or her
predicament. The patient is usually accused of inahfmehaviour or committing a
crime (see Dapaah 2012) and often isolated by yamémbers while financial
support is withheld. This phenomenon leads to \ahagy informant described as a
feeling of shame {f animguasg An insured patient describes the NHIS’ resili-
ence-enhancing role as follows:

Health insurance has removed the shame. My husiearty divorced me because | spent all

our money on treatment. With health insurancerhooe spend much money on treatment and

he has stopped blaming me. So | don’t worry anyrabaut the diseases and have resumed my
trading.
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It is clear that people enrolled and renewed timeimbership because by taking
care of the economic burden, the NHIS strengthémech not only to manage the
debilitating effects of prolonged illness, butlg@provided a safety net to offset the
negative impact of accusations from family memlzerd others. The insurance
strengthens the sick not to succumb, but to seerakthe disease and live positive-
ly with their condition.

In theory, the NHIS is pro-poor, as discussed latdris chapter, but not in prac-
tice. From the perspective of health insurance @&siience-enhancing tool, one
would expect that the poor would be the most eamj@in. However, the opposite
proves to be the case. | do not want to revitdleseis’ (1971) much criticised
concept of ‘culture of poverty’, but the low ratepmor NHIS members suggests
that poverty may have affected people’s inner giiteand reduced their ability to
plan their life. Poverty not only reduces the exéresources of resilience, but also
the internal ones; it demoralises the families wéwonot afford to pay the premiums
for all members of the household. Thus they chogedctice adverse selection or
wait until the last minute to buy insurance whesythre in dire need of healthcare.

To conclude, this discussion has shown the relesahcesilience in the health
insurance discourse. It shed light on the resibkelmgilding attributes of the NHIS as
a safety net that gives financial relief to pateeahd strengthens them not to be
overwhelmed by adversity, but to see beyond thesasde, reorganise their lives and
bounce back to normalcy. Consideration of resikepivides an in-depth under-
standing about people’s exposure and responseet@adiiersities of ill health.
However, enrolment in the NHIS among the poor aoik @oor remains low.
Apparently more is at stake than the mere neeck8ilience. The next section looks
at trust and mistrust as concepts that may shee hght on people’s reaction to
health insurance.

Trust

Many developing countries promote social healtluiasce to improve access to
guality healthcare services. However, the low dedrianhealth insurance has been
shown to be based on a lack of trust in the prasro$éealth insurance (cf. Criel &
Waelkens 2003).

Trust is the expectation of honest behaviour bggdints to promote the interest
of those involved in a transaction. In health iaswe, trust is the assurance that the
premiums that are paid will guarantee access terddwalthcare. The decision to
enrol is based first and foremost on trust (Scher€2@05). The concept of trust thus
helped me understand the conditions that stimalai@ment in the NHIS and retain
members and the ones that create distrust andudéesg® people from enrolling.

| employed the concept of trust based on the preethet people might enrol and
remain in the NHIS because they are sure of atoepslity healthcare when sick
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(trust). Conversely, they might not enrol if thegvk doubts that their NHIS card
will be promptly delivered to enable them to ben&bm the premiums they pay
(mistrust). Mechanic (1998) argues that trust sunance is multi-dimensional with
aspects varying in importance depending on theigistances: (1) patients’ trustin
providers, which is based on their ability to diaga and treat illness and to act in
the patients’ interest; (2) trust in insurers, lobse their reputation of improving
access to healthcare; and (3) trust generatedjojateons and control mechanisms
for the legal enforcement of commitments like caaots. As a result, personalised
trust develops between insurers, health providedsrasured patients and general-
ised trust between community members and theunistits involved in implement-
ing the NHIS (DHISs and health facilities) and themployees. People may
therefore decide to enrol with the expectation thainstitutions and their staff will
fulfil their promise of providing quality healthaagas stated in the NHIS policy.

In the current study, building trust was both aeysc and behavioural issue.
Examining statements of insured patients and tivbsedid not renew their mem-
bership, two main trust-building factors at thedlewof each stakeholder emerged.
These were financial protection by the NHIS anddyqoality healthcare services.
Poor quality services created distrust between comitpn members and health
providers and undermined confidence in the NHISveleer, creating trust-building
conditions was a major challenge for DHISs. Delayssuing national ID cards
after the three-month mandatory waiting period preégd clients from accessing
healthcare nationwide. Trust also depended onarqggisition and administration
guidelines, and the National Health Insurance Auyie (NHIA) ability to prompt-
ly pay NHIS claims to enable health facilities taintain their stock levels. These
actions were beyond the health providers and dxeehdalth system’s control. Also,
health providers’ workload, as a result of increagealthcare utilisation and
lengthy completion of NHIS forms, undermined thalgy of service and weakened
trust in the NHIS.

With the challenges mentioned above, building tiushe NHIS was driven by
the PSGs’ recognition of distrust among stakehsldéthe NHIS. PSGs believe
that trust between NHIS’ stakeholders (communitynbers, health providers and
DHIS staff) is fundamental in improving enrolmentaetention rates. Therefore,
they set out to first and foremost build trust aghntmem to elicit their cooperation
and commitment to achieve the intervention goalGGison (2003) observes, trust
facilitates collective action to achieve commonlgo@he trust concept revealed
that participation in collective activities depeddm asking group members to lead
intervention activities. This elicited cooperatiand ensured the PSGs’ effective
functioning and the commitment to achieve interi@ngoals. PSGs then engaged
stakeholders to devise approaches to improveitralse NHIS. The main strategy
the PSGs used was to engage health providers,ethstommunity members,
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opinion leaders and DHIS staff to project NHIS’ béts, discuss challenges they
faced in providing healthcare to insured patientsaddress their concerns. Insured
community members shared their experiences regatlde'NHIS’ protection from
catastrophic healthcare payments compared to wiegnwere not insured. They
showed that NHIS’ benefits far outweighed the inamence of delays at health
facilities, roaming about looking for prescribedigs and the possibility of un-
friendly interactions during clinical encountersadith providers also explained the
benefits of health insurance and discussed thdetlygs involved in providing
healthcare to insured patients during clinical iatéions and other intervention
activities.

These friendly interactions did not only make peogpbpreciate the benefits of
the NHIS and the challenges involved in providirglthcare to insured patients,
but also bridged the power differential gap betwwesalth providers and community
members. The interactions influenced the formesthew negative behaviours and
practices that led to distrust. Though PSGs impatdwest in the NHIS and con-
vinced people to enrol, they could not solve treepeal problems that should have
retained people and encouraged many more to ewxenl & they did not need
healthcare. For example, key informants mentiomadl the basis of trust in the
NHIS was the guarantee of treatment, which redtloeidworries about the disease
and helped them lead normal lives. However, thisttis lost if their experience
does not reinforce it.

Thus, trust helped explain the pre-condition faoément in the NHIS and mem-
bership renewal. These included: the NHIS’ attelswdf financial protection, health
providers’ competence in providing treatment angrapiation of health providers’
constraints in providing insured patients treatn{@ot necessarily the quality of
services delivered). However, what constitutedttwess fraught with ambiguities
and contradictions. There were contradictions iavidey informants mentioned as
the basis of their trust and what actually influesh¢hem to enrol and renew their
membership. Key informants said they did not eorotenew their membership
because of health providers’ disrespect, requeasumauthorised fees, and the
burden of roaming to get prescribed drugs fromextited private pharmacy and
chemist shops, and extra payments for drugs aret stipplies.

Insured patients who had pre-paid for their healthdelt they had greater enti-
tlement to quality service, and drugs were the nmogbrtant component for them.
Thus, the policy makers’ assumption that privatarpgtacies and chemist shops
would augment drug supplies at health facilitiegd satisfy insured patients totally
missed the point of what would create trust inNiéS. Instead, this assumption
caused discontent about clinical encounters. $magh PSG activities improved
trust in the NHIS, their inability to resolve theaptical problem of ensuring that all
benefits stated in the NHIS policy were delivereduced the level of trust. This
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contributed to the limited increase in enrolmerd ao improvement in retention
rates. Gambetta (2000) suggests, we can limit the extemthich we need to
trust agents in cases of distrust. This implies ¢hran when there is distrust, some
level of trust still persists to keep agents in tif@saction. In this study, though
there was distrust, some insured members remairted scheme because it served
their interests; the NHIS gave them access to drdsgalthcareAn example is as
follows. Some insured patients paid for drugs cesieby the NHIS at health
facilities. Although this created some distruseytistill had faith in the NHIS and
perceived the payment as a problem that healthtf@gicould not resolve. They
preferred to pay instead of receiving a prescnipsioce they could avoid the burden
of roaming to obtain the drugs in accredited shdpgy rushed to enrol or renew
their membership only when they needed to go thidspital. Thus, the benefits of
the NHIS are still attractive to those who needtheare.

In conclusion, the concept of trust helped to us@erd and explain barriers to
enrolment and retention in the NHIS. It also regddhat the pre-conditions of trust
depended on the social context in which the scheperates. Though | have
emphasised that health providers’ expertise inignog regular access to healthcare
and the financial protection of the NHIS as thadatcommunity members’ trust,
in resource-poor countries where providing qualésvices is a herculean task, trust
can be improved and distrust reduced if structamesput in place for regular
interaction between stakeholders of the scheme.adewy if services promised in
the policy are not delivered, it becomes diffidatattract many more people to
enrol and to retain them. In the next section llf@cus on the four main obstacles
to expanding NHIS’ coverage. | shall illustrate 9bewith the concepts | just
discussed — multi-level perspective, resilience tanst as well as mistrust on the
enrolment and retention of members.

Re-examining low enrolment and retention

Community members generally acknowledged that tHESNvas better than on-the-
spot payment at health facilities and the premiums affordable, but this did not
naturally translate into the decision to enrol amhain in the scheme. Our post-
intervention household survey results showed atleems 50 per cent enrolment
among the general population (41%), the rich (4@#tq, richest (44%) quintiles and
high non-renewal rates (22.4%). More worrying wlas kess than 30 per cent
enrolment (between 15.3% and 25.1%) in five of iBecommunities that had
improved enrolment. These results are strikingregjdihe backdrop that the premi-
um is heavily subsidised from value added tax.dds of premium is GH¢ 14.00-
GH¢ 48.00 (US$10.00-US$35.00) per annum and GHX[W8%$2.50] as a registra-
tion fee to join the NHIS per person and GH¢ 1.@@hmistrative fee to renew
membership. Exemption is provided for vulnerabtaugs: children below 18 years,
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SSNIT pensioners, older people above 70, pregnamtes and the core poor. With

the exception of pregnant women, people in all gxterategories pay the registra-
tion fee. In fact, all those who participated ie ihtervention were disappointed
about the outcome. The reasons for their limitddea@ment were attributed to

‘missing links’ and contradictory expectations afious stakeholders. The missing
links are differences in the stakeholders’ intex@sthe NHIS policy and expecta-

tions regarding what would stimulate enrolment @tdin members and thus move
the NHIS towards universal coverage.

For this concluding chapter, | have selected foyrartant factors that discourage
people from enrolling or remaining in the NHIS farther discussion because they
deserve special attention if the NHIS is to moweaals universal coverage. These
are healthcare service delivery challenges, thi@sation of the NHIS, a lack of
commitment to reach the core poor with the NHIS adderse selection. Each of
these challenges, which reduced the ability toe&hipolicy goals, will be ad-
dressed below.

Challenges to healthcare delivery

Policy makers often consider the NHIS as a pan&zehe existing inequity in
access to quality healthcare. The assumptionisitadNHIS will provide adequate
funds for health facilities to improve the qualditheir services. However, a vital
but often underestimated constraint is the limitagacity of health facilities to
implement the policy. So the expectation that thB3will provide adequate funds
promptly to enhance quality of healthcare was nadent. A key finding of this
study was that policy makers did not sufficientbnsider the details of what was
necessary to enhance service delivery, build tinusie NHIS, stimulate enrolment
and retain members to achieve universal coveratigniive years as stated in the
National Health Insurance Policy Framework (segtdraone). In this section, |
discuss two main factors that | describe as midgikg that undermine the quality
of service and achievement of NHIS policy goalsegéninclude health providers’
increased workload as a result of the introductibthe NHIS and the shortage of
drugs on the National Health Insurance Drug Lidteslth facilities.

Increased workload

This study found that the NHIS was implemented wvith health system already
overburdened with patient numbers without providing adequate resources to
cope with the increase in the utilisation of seegicAs critical medical anthropolo-
gists observe, new health policy initiatives intiod problems into healthcare
delivery systems. For example, Pfeiffer & Nich20@8), in their critique of global
health initiatives, noted that the introduction mdrrow interventions usually
undermines the expected benefits when inadequidd &f put into institutional
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building. NHIS policy makers focused on stimulatergolment and not much was
done to increase the health facilities’ capaciteekandle the growing number of
patients. As expected, many people, who hithertb i@t had access to formal
healthcare or cut treatment short because theydamt pay under the user fee
regime (Asenso-Okyere et al. 1998, Nyanator & KutA99, Osei-Akoto 2003), do
have access now. Though the increase is desinablieating that the NHIS is
achieving its goal of improving access to healtacéne result has been a heavy
workload and long working hours that has undermimealth providers’ ability to
provide quality service. Consequently, insuredgrai experience delays and hostile
treatment. Boakye (2008) made a similar observaitiohis evaluation of the
Nzema-East District Mutual Health Insurance Sche@m&hana. He found that
increased workload affected the quality of seraioe patients waited for long hours
before being attended to.

Following the increase in utilisation of servichkealth providers exercised sub-
stantial discretion and devised strategies to implet new policies while adopting
ways to manage the burden. They categorised patrgntinsured and uninsured to
address the increase in patient numbers and caoamptéthe NHIS forms. General-
ly, clinicians are used to hurriedly writing onlyfew words or phrases and not
spending time filling out long and complicated faxnThe additional task of
completing the NHIS forms for the many insuredgatis they attend to psychologi-
cally drew a negative reaction to these patientthik respect, two types of health
providers were identified during the interventi@asbd on how they treated insured
patients. One group of health providers explairted ienefits of the NHIS and
persuaded patients to enrol. Others were hosslked defamatory language when
interacting with insured patients, demanded cagimpats from them and gave
preference to uninsured patients. Insured patidascribed these practices as
cheating, which created distrust between healthmaressionals and community
members since the idea of enrolling in the NHIS wna@isto pay money at a health
facility. The negative practices eroded confidendbe NHIS. Health providers are
not a homogenous category in the way they treaté@uspatients and some of their
actions conflict with the NHIS policy goal of praling access to quality healthcare
and free treatment. Thus the NHIS does not autcalbtilead to better services.
This finding supports Ekman’s (2004) findings. lis heview of the literature on
non-profit making community-based health insurasckemes (CBHIs) in low-
income countries, he observed that these schemes\gak or no effect on quality
of service. His findings and my observation furtegengthen the argument that
both CBHISs and SHISs do not necessarily lead #éditgservice.
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Shortage of drugs

Another missing link and contradictory expectati@tates to insured patients’

conceptions about quality service. | observed thatquality healthcare service
needed to build trust in the NHIS did not dependhealth providers alone; it also
depended on national level actors. In this resgbete was a misunderstanding
about what insured patients expect, what will emdddalth providers meet their
needs and what policy makers’ thought would satiséypatients. Insured patients
expected to receive all their prescribed drugs ftbm health facilities. Health

providers anticipated prompt payment of NHIS claimsaintain their stock levels

and meet insured patients’ drugs requirementscyPoiakers on the other hand, felt
that accredited pharmacies and chemist shops @ugdent drug shortages at
health facilities and satisfy insured patients’dgeeClearly, this illustrates a signifi-

cant misunderstanding about what insured patiemtsidered crucial to quality

services and what policy makers considered reatar@mmunity perceptions are
often quite different from what policy makers hawenind.

Anthropologists have extensively studied the megoinmedicines and shown
that providing drugs is a major issue in the apjpteamn of a clinical encounter (e.g.
Whyte & Van der Geest 1994, Van der Geest et &8l618enah 2002). A doctor or
nurse without medicines is a contradiction in terike “a bar without beer” (Van
der Geest, personal communication). In this sttioly,unavailability of drugs at
health facilities led to patient dissatisfactioroabthe clinical encounter and by
consequence discouraged people from enrolling anewing their membership.
Van der Geest et al. (1996: 156) writing on theigadf drugs in the clinical encoun-
ter note: “Medical practitioners see pharmaceudiaalindispensable means in their
encounter with sick people who come for help andcad ... patients and their
relatives expect medicines to solve their probléms.

In the current study, both health providers aniepé saw medicines as an es-
sential commodity in health facilities and a caticomponent of quality service.
Their availability leads to satisfaction with carmaong all parties. Their shortage not
only frustrated patients, but also health providarkinful (2009) also identified a
similar problem in his survey on the general phamunécal situation in health
facilities in Ghana. He found that only 80 per cehkey drugs were available in
public facilities and called for an improvementtire distribution of drugs. This
indicates that shortage of drugs is not a problaiy for insured patients.

To insured patients, the symbolic role of drugtheir clinical encounters clashes
with drug shortages at health facilities. Aimostiadured patients mentioned the
shortage of drugs as a factor that reduced thefidence in the NHIS. This raises
the question whether policy makers’ decision tot@mot with private shops to
augment drug supplies at health facilities wasaeffitly deliberated with regard to
the expectations of insured patients. The shorvdgkugs and risk of additional
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payments discouraged people from enrolling andvergtheir NHIS membership.
The burden of roaming and looking for accreditedrpiacies and chemist shops to
obtain prescribed drugs forced some patients toftmny non-accredited shops. A
recent study indicates that households’ abilitatoess healthcare does not only
depend on wealth, but also on perceptions aboufjuléty of healthcare. Infor-
mation that only poor quality service is availaislékely to deter households from
seeking healthcare. Conversely, if services aeadeas high quality, significant
resources might be spent to access them (Savehittreéd UK 2008).

In the case of health providers, their concerntivasdrug shortages undermined
their attempt to provide good service. They anéitgpl prompt reimbursement of
fees charged to maintain their stock levels. Thosild allow them to have control
over the treatment episode. Health providers kriwat the absence of drugs not
only affects the quality of services in the eyesd# patient, but it also has a
negative impact on treatment since some patientstbuy all prescribed drugs.
Thus, health providers’ wish to provide good canerty the clinical interaction
explains why some facilities buy drugs from privaeurces without a non-
availability certificate to maintain their stockvkd and sell them to patients.

Our survey results showed that 64 per cent of petieuy drugs despite being
insured. For the poor, payments for drugs and athpplies was a burden on their
meagre income and so discouraged them from ergdiid renewing their insur-
ance membership. Thus, while the NHIS is intendeenisure equity in access to
healthcare and protect the poor against on-thefspgnents, the lack of prudent
planning to ensure its effective implementation esthealthcare expensive even for
insured patients. This shows how macro-level paditargeted at the poor are bound
to fail without adequate measures to achieve tiwais.

Politicisation of health insurance

The popular discourse in Ghana, especially amoaljthexperts and national level
stakeholders of the NHIS, was that service deliverynsured patients has not
improved because the NHIS has been politicisedlidaussed earlier, the policy-
making process was dominated by the political sl the then government.
Despite the bickering that went on in and outsiddi®ment in protest against the
National Health Insurance Bill, the bill was pass&d law under a certificate of
urgency. As a result, the NHIS was perceived byyrama tool to build political
capital (see chapter one). This induced resentiogrerds the scheme instead of
creating the perception that the NHIS was a sa&aalrity scheme that would
enhance the health of Ghanaians. As a resulth#éredpposition (now in govern-
ment) capitalised on the protests by organisedulalgmoups and discouraged
potential members not to join. There were also aetothat some villagers, who
were sympathisers of the opposition party chasetBB3ihff out of their communi-
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ties. They accused them of being government sugmorAnother political issue
raised by key informants was the lack of improvermeBDHISs operations and poor
quality healthcare services. They believed tha Wws largely due to a lack of
collaboration among the three institutions involuethe NHIS policy formulation
and implementation: the National Health Insuranaéharity (NHIA), the Ministry
of Health (MoH) (the policy-making body) and the dbla Health Service (GHS)
(the implementing body and main healthcare semrogider). According to key
informants from the MoH and the GHS, the improvetadimat should occur as the
NHIS grows are not happening as expected becaed$¢HbA does not involve the
MoH or the GHS in efforts to improve the schemeeymention that the NHIS is
missing some of the critical implementation chajlen They asserted that the NHIS
has been politicised and there is no transparentheir activities. One of the key
informants described the situation in the followsigtement.
Very little information on the situation of the D88 filters into the public domain and that has
been the situation since the NHIS was introducemjdiht planning between NHIA and us
[MoH and GHS] for monitoring and evaluation of DRI&nd health facilities. This doesn’t help
build systems that will improve service delivergnice the numerous complaints. The typical
example is piloting of ICT software to authenticiltdlS membership being carried out without

involving GHS as the main service provider. The paterisation of health facilities with an
internal network to be connected to DHISs’ systetaking much longer time than projected.

Presently, the capitation system of provider paytreging piloted in the Ashanti
Region is being opposed by some service providdrs Society of Private Medical
and Dental Practitioners and the Ghana RegisterddivVes Association), interest
groups (The Asante Development Union and Asanie®its Union)[Domfeh n.d.)
and the main opposition party (the New Patriotidy9gdEnnin n.d.) due to a lack of
consensus. The coordinator of the Asante Developrdeion expressed their
reservations as follows: “Understanding of the@pis very minimal. ... the policy
is complex and technical and therefore requirednamderstanding before starting.
... Stakeholders should be brought on board for gmse building and proper
education done.” Thus history seems to be repedsialf. The situation where the
NHIS policy-making process was highly centralised @ominated by political
associates of the government and the bill was pgassbe midst of severe criticism
by the opposition and civil society organisatioasg Agyepong & Adjei 2008,
Rajkotia 2007) to fulfil a campaign promise beftine pending election. At the
moment, the agenda appears to contain costs withtltoout stakeholders support.

! Capitation payment system is a method of payritemthich physicians are paid a fixed prearranged

amount for each patient for a defined set of ses/githin a specified period regardless of anytitneats
offered. The advantages are: it is less expensiaeminister and cost of treatment per patieravsel.

Its disadvantages include: the patient's choiggriofiary healthcare provider is limited to a parféu
physician or group of physicians and optimal treatthmay not always be delivered since physiciags ar
required to keep costs down to make more profitygjmpng & Yankah n.d.).
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This seems to be based on the need to prove thma’sglegitimacy and the
continuity of the NHIS policy that has a signifi¢guolitical ‘aroma’. This supports
the key informant’s observation that there is ntab@ration between stakeholders.
Decisions on the NHIS were primarily based on palltexpediency. This posture
by policy makers does not build confidence in tit¢ 8las a public good expected
to promote the public’s wellbeing. In essence, NS agenda seems not to be
driven by concerns about public well-being, buheatby accumulating political
capital. Clearly, this does not build trust in folheme nor improve service delivery
that could stimulate enrolment; hence the poorityusgrvice being experienced by
insured patients and the challenges health pravidee implementing the policy.
The excessive documentation, drug administratiaheaquisition difficulties and
delay in claim payment, drug shortages, collectibanauthorised fees and inade-
guate exemption granted the core poor have beensdied in the public domain
since the NHIS was introduced; but, these issues hat been given the attention
required by politicians and policy makers.

Not reaching the poor

In Ghana, the NHIS was introduced to address tblel@m of inequity in access to
healthcare that characterised earlier user-feenegyiThe NHIS was linked with the
country’s poverty reduction strategy and expectedeach the poor first. This
explains why the premium is heavily subsidised baxeaand formal sector workers’
Social Security and National Insurance Trust (SgNbhtributions and why there
is an exemption provided for the core poor. Irolycghis study found that the poor
and the core poor were the least enrolled. Ouriptstvention household survey
results show that only 31 per cent of the poorEhgder cent of the core poor were
enrolled. Witter & Garshong (2009: 5) found thageption for indigents in Ghana
fell from fewer than four per cent of the populatia 2005 to one per cent in 2008.
This indicates that the inequity in access to healte persists and even grows. In
fact, throughout my fieldwork | did not see the [H#dlorganising any activity to
identify the core poor for premium exemptions. Whig is so, is examined in this
section.

For the poor, the inability to pay the NHIS premiwas the most important
barrier to enrolment and renewal of membership.ofding to the respondents,
although the premium is reasonable and the benfafiteutweigh the costs of
becoming sick without insurance, they did not payause of poverty. Appraisal of
their situation revealed that due to the socigloesibility of caring for parents and
other close relatives in Ghana, the poor also bdaege number of dependents to
enrol. The heads of households (usually the meahjdanrol their wives, children,
their own relatives and those of their spousesoéimelr dependents. Given their low
income, enrolling all these family members was belytheir means. In addition,
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extra payments for healthcare services and drigg®diaged some insured poor
from renewing their membership. This supports theeovation by Save the Chil-
dren UK (2008) that poor families face barrieraatessing basic healthcare. The
authors mentioned that compulsory or voluntarynmial payment were a barrier to
healthcare for poor families. They reported thatal?25 per cent of the healthcare
users in Ghana made informal payments to publitthgeoviders.

The inequality trend in enrolment was worst for ¢bee poor because they were
strapped because they have no stable source omhécdheir low enrolment
indicates that the exemption is fundamental to enhey are not excluded from the
NHIS. In a discussion of community-based healthiasce schemes in developing
countries, the World Health Organisation (2003p @lsints out that exemption for
the poor are crucial to ensure they are enroll@edvéver, the exemption provided to
prevent their exclusion is not reaching them. Tafeats the purpose of the NHIS
as a safety net, which is expected to provide twe with access to healthcare and
free them from expensive healthcare costs.

Though the NHIS has performed relatively well ioyading protection against
expensive healthcare payments among the genenalghopm, the mere 18 per cent
enrolment amongst the core poor indicates thé bttention has been paid to the
equity goal. Critical analysis of the implementatgap revealed that it is not simply
a problem of identification. The gap has other disiens already mentioned in
previous chapters. Further discussions and obsengakvealed other dimensions
of the problems that will be considered in thisdission, because the situation cries
for attention to ensure the NHIS reaches the cooe.p discuss two main dimen-
sions of the implementation gaps: the lack of commant of DHIS staff and
collectors to pursue the equity agenda of the Nti&government’s lip-service to
ensuring that the core poor are exempted.

Lack of commitment

The exemption implementation gap can be explairsetha DHISS’ inability to
balance the two roles of the NHIS: to generatemageand pursue equity in access
to healthcare (Mclintyre et al. 2003, Ekman 2004) Mcintyre et al. (2003) point
out, there should be trade-offs to achieve bothisgdtowever, in the case of the
NHIS, DHISs’ staff and collectors, who are to pwswth policy goals, have
gradually drifted their focus in favour of revergeneration. Less attention is paid
to the NHIS’ equity goal. The DHISs’ mandate toangusly apply the exemption
policy as implementers of the pro-poor NHIS hasireéegated to the background.
Like previous exemption policies under user-feemeg that could not fulfil their
goal (see Nyanator & Kutzin 1999, Badasu 2004, #sk& Arhinful 2006), the
NHIS has also failed to provide the core poor astetealthcare. These studies
mentioned problems of identification of the pooddahe governments’ delay in
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reimbursing health providers as the main causgslafe. In this study, the DHISs’
staff thought that the reasons they gave for ther pot being exempted were
morally acceptable excuses to cover up for thek & commitment to ensure that
the core poor were not excluded from the schemec&observation of DHIS staff
and collectors’ countenance when discussing theiasd the NHIA’s inaction to
resolve the identification problems demonstrates itk of commitment to the
policy goals. As Criel (1999) observes, the effemtiess of SHISs is the ability to
reduce genuine exclusion. Thus, the NHIS’s inabtlit reach the core poor ques-
tions its viability as a health insurance schemeedl at protecting the vulnerable. It
must be noted that although children are exemgitede above five years are only
registered if a parent or guardian is enrolledsTheans lack of exemption to the
core poor affects their children as well.

The main explanation for the DHISs’ stance is gguirement to generate reve-
nue to meet some of their recurrent expenditureis. fas influenced them to make
revenue generation a priority. As a result, the 8dHluse the most restrictive
criterion, homelessness, which does not applydadine poor in these communities
— to disqualify potential beneficiaries. The locahdition of unemployment, no
visible source of income and inconsistent supporhfanother person stated in the
policy, are all criteria that apply to the core paad yet are ignored (see National
Health Insurance Regulations 2004, 58: 1-3). Aikeyrmant explained: “If we tell
them [community members] about the other critend they come demanding
exemption, how do we get revenue?” As stated imptenahree, apart from mad
people everybody including those identified as qmyer, lived in family houses,
dilapidated structures or with friends. | did notfa single normal homeless person
in the ten intervention communities (seven in CaAnRegion and three in the
Eastern Region) | visited during my fieldwork. bBrfing communities, the poor
generally had no stable source of income. Somerdidial jobs for friends and
neighbours, some were farmers, but did not havegalar income. In fishing
communities, some were engaged by boat ownersbasirers only during the
bumper harvest while others were totally unemplogad usually lived on the
occasional kindness of family members or neighbadni¢e struggling to survive.
Thus, apart from homelessness, other communitgatolis share commonalities
with what is stated in the policy, but are raretyisidered by the DHISs.

At this point, it is necessary to mention thatshely communities, just like many
rural and urban communities in Ghana, are closatykth many households living
in one structure. In this living arrangement, tbeecpoor are not difficult to find.
They are not ashamed to seek help. Their neighptha<ommunity and opinion
leaders often look for assistance so they canéftbmal care. But, unfortunately,
requests for exemptions during the interventionewsdten not granted on the basis
of the homelessness criterion. In some cases, ichatervene to get a poor person
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enrolled to prevent a fatality since they wereassly sick and needed to go to the
hospital. The irony was that collectors and DHISsiff who were supposed to
facilitate the exemption process were PSG membetsyften reluctant to follow
through. This showed their lack of commitment. festion then becomes, whose
interest is the NHIS policy supposed to serve piber or the rich? If the former,
then why use a criterion that excludes them? Agkscientists posit, poverty is a
social construct whose understanding requires gegtual approach (Hulme et al.
2001, Aryeetey et al. 2010, Aryeetey 2012). Inrteeeidy of community concepts of
poverty in the Central Region of Ghana, Aryeeted1(? also observed that the
national level indicators of poverty are inapprapgifrom the community perspec-
tive. They suggest that in developing such a politys necessary to engage
communities to ensure that there is an understgraditheir situation and perspec-
tives to inform the process.

The lack of interest from the collectors, who wexpected to recommend the
core poor to the DHISs to be certified as qualif@dexemption, may have been to
do with the fact that they were not paid for registg the exempt group. So, they
usually do not disseminate information about exeongst If they did give exemp-
tion information, then it was normally about honssleess. Thus, unlike other
exemption categories with indisputable criteridhsas age and pregnancy, the core
poor’'s exemption depended on the discretion okctdrs to recommend them and
ultimately the DHISs’ approval. Clearly, this starity DHISs’ staff and collectors
demonstrates a lack of commitment to prevent tlodusion of the core poor from
the NHIS.

The findings of this study show how policies tlaatet the poor are experienced
and how the intended impact is not often achiewegitd implementers’ attitude. In
an analysis of the behaviour of frontline publicvege workers in the United States
of America, Lipsky (1980:13) refers to street lelaleaucrats and observes that
they generally exhibit a high margin of discretinmesource allocation decisions
especially in resource-constrained systems. Herebsdhat the actions of the
frontline workers then “effectively become publigligy rather than the objectives
of the documents and statements developed at tivg fvel.” Although Lipsky’s
study was in another social context, the natupubfic service in essence seems to
be the same in most countries. The DHISs and ¢olecan be described as street
level bureaucrats who use their discretion reggravhich aspects of the NHIS
policy need to be emphasised and pursued: reveaner@tion or exemption. They
found the latter less appealing, which made thécpdargely pro-rich. These
bottlenecks attest to the evidence in the liteeatiiat many healthcare interventions
targeted at the poor, do not actually reach theemasaged (Con & Walford 1998,
Basaza et al. 2008, Kamuzora & Gilson 2007). Inrthieidy in Tanzania on the
exemptions of the Community Health Fund, Kamuzora&G8son (2007) also
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observed that the targets of exemptions did nodialmout their existence because
of managers’ negative attitudes. They noted treahtanagers felt that the exemp-
tions would erode their financial base and oftdnge requests for exemptions.

Lip service

The homelessness criterion as the basis for ggatitencore poor exemption raises
some intriguing questions about why it was puhmpolicy. Was it just a matter of
a wholesale transfer of policies from other socaitexts such as Western Europe
and the United States of America where homelesseessondition of the core
poor? Or were policy makers not familiar with treality at the local level in
Ghana? Analysis of these questions reveals hicdgghits regarding the motivation
to establish a criterion that eliminates potentiaheficiaries. Contrary to general
opinion that the implementation gap is mainly doiedentification difficulties, |
think the explanation runs deeper. | point outlto& of commitment at the policy
level to ensure that the core poor are enrolleadfastor. | put forward two possible
explanations. First, if policy makers were genumsmmitted to exempting the
core poor, they would have paid collectors for émgthem just as they do for the
premium-paying category. This would motivate thiéembors to pursue the NHIS’
pro-poor agenda and identify the core poor. Seabtitg policy makers were really
committed to running a pro-poor NHIS, some groundwweould have been done to
ensure that all the criteria reflected the condgiof the target group. | explain why
these actions were not taken by looking at theipalisituation at the time that the
NHIS was envisioned and the financial implicatiohgranting exemptions to those
who would qualify as core poor. As mentioned eagrlgetting a condition that
eliminates the target equals a lack of intereatimeving the set goal. The question
that comes to mind is why was such a condition Beifh this perspective, | argue
that setting such a condition could have been aegy to lessen the financial
burden of enrolling all core poor while also segves propaganda to accumulate
political capital for the election that was duaifew months before the NHIS was
introduced. The scheme was introduced nation-widdarch 2004 and elections
were held in December of the same year. Meanwthigefinancial implication of
enrolling all the exempt categories was too sigaiii for the country, so a criterion
that would reduce the financial burden was needed.

One may question this explanation, but a criticalgsis of the financial implica-
tions provides insight and strengthens my argunidré.NHIS has a large exemp-
tion group (about half of Ghana'’s population). Eample, in the two regions used
for the study, our household baseline survey shategctchildren (0-17 years) form
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46.6 per cent of the population and people abovgedds form 3.6 per cehfThe
figure for pregnant women could not be computechfour data. In the case of the
core poor, a recent Ghana Living Standard Survewslihat about a third (28.5%)
of Ghana'’s population live below the poverty ligh@na Statistical Service 2007).
The Ministry of Finance pays GH¢ 14 for each pemoeampted per annum to the
National Health Insurance Authority (NHIA). Consiohg the core poor alone, it
means that the government would have to pay premiiamabout 2.5 million
people. This equals a total cost of about GH¢ 3fiami (US$25 million) per
annum, which would be a significant demand on thentry’s budget. A country
with a cross-national per capita income of US$528006 (World Bank 2010) and
already over stretched with unfulfilled needs inestsectors of the economy, such
as education and roads, means that the money ép tevexemptions is not easily
available. The International Labour Organisatidd0@& made a similar observation
in their financial assessment of the NHIS. Theyticaned that with the large
exemption group in relation to income, the Natiddahlth Insurance Fund might
not remain viable over the medium to long term. &ample, by the end of 2008,
the National Health Insurance Authority owed hetdthilities about US$34 million
(see Witter & Garshong 2009).

Thus considering the financial burden, there waking to lose if in practice the
homelessness criterion eliminated almost all padeiéneficiaries while appearing
to be fulfilling the government’s moral obligatida the poor and showing the
international community they were committed to emgl equity in access to
healthcare. The politics of the NHIS policy-makijprgcess has been described as
characterised by political rhetoric (Rajkotia 20B8gyepong & Adjei 2008). Witter
& Garshong (2009) also observe that the origingalve of introducing the NHIS
was essentially political. Thus, what was imporgtrihat time was to win votes for
the pending election. The practicalities of its lempentation were overlooked,
probably intentionally. If this was not the casadahe politicians were truly
committed, whose definition of the core poor sholiéve counted; the one by
policy makers or by the community? The governmead the option to set a
criterion that reflected the realities of the gooer in Ghana. As Agyepong & Nagai
(2011: 232) point out: “A policy is only as good i&s implementation arrange-
ment.” Poverty needs to be defined by the commudityeetey et al. (2010), in
their analysis of various methods of identifyingpptiouseholds, observe that the
community criteria of classifying the poorest menstmrrelated with mean testing
and the proxy mean testing considered as the ¢@tdlard. This view starts from

2 These figures roughly agree with the nation-wigeres. The 2008 Ghana Demographic Health Survey

reported that 41% of Ghana'’s population was belbweiars. The 2000 population census reported that
5.3% were above 64 years (Ghana Statistical SeP@6g).
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the assumption that opinion and community leadederstand local conditions of
poverty and are in a better position to deviseasiffe guidelines that could be used
to identify them.

The argument is strengthened when one considerdatttethat the non-
applicability of the homelessness criterion hasilmbscussed in the public domain
since the inception of the NHIS, but both past @me$ent governments seem not to
be concerned and no solution is in sight. Thidigmsay that nothing is being done
to improve the applicability of the exemption pgleind enrolment of the core poor,
but the moral urgency required on the part of khlbéhDHISs and the government
seems to be lacking. This is often the case whiemmes are introduced and the
economy is too weak to support implementation. €hreflections underscore the
need for civil society groups to look at programries target the poor with a lens
that sees beyond the policy document and effegtiebnitor implementation.
Otherwise, social security programmes targetechatpoor will not reach the
majority since they have no voice to make demaruspoor are voiceless; they are
the silent ones in society who cannot challenge $3Hfor not granting them
exemptions even when all indicators show that th&ify. Clearly, this shows that
even if the implementation arena is littered withews barriers, it is ironic that policy
makers’ professed goal of ensuring equity in acteeksalthcare is not being given
the urgency it requires.

“I'm not often sick”: Adverse selection

Contrary to the philosophy of social health insgeschemes (SHISs) that requires
people to enrol and consistently renew their mestbps, whether they benefit or
not, the NHIS is beset with pervasive adverse 8etecl he mutual cooperation that
was expected to stimulate voluntary enrolment viseat. Many people enrolled
with just the motive of benefitting and not of sharthe risk or cost. This is
reflected in the less than 50 per cent enrolmeiianthe general population (40%)
after the intervention. The intriguing aspect waseénrolment level among the rich
quintiles: rich (46%) and richest (44%) and high-menewal rates (22%) within the
same groups. This tendency contradicts the polmgl @f attaining universal
coverage by the end of five years against the bagkdf a heavily subsidised
premium. The improbable reason given by the majofitll respondents was their
inability to pay the premium. The majority (67%))a{73%) said they did not renew
their membership and never enrolled because thed cmt pay premium (Table
A.10, Appendix 2). Almost all key informants gavetsame reason as their first
response when | asked them why they did not emm@rew their membership. But,
as | engaged them in further discussion, their irgahtion emerged. They said:
“I'm not often sick” and “I'm waiting for a while.This indicates that the decision
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to enrol and remain in the NHIS for most peopleaspoverty, but rather a rational
calculation.

The situation observed was that many householdsheralled only those who
needed healthcare and renewed their membershipardy they had to go to the
hospital. This contradicts the crucial assumptippdilicy makers that the solidarity
principles exhibited by the rich kinsmen’s generoaostributions to the funerals of
the poor would be transferred to secure them agilinealth as well as motivate
them to enrol and remain in the NHIS. In Ghana 6keer African countries, the
NHIS was introduced based on the assumption thditiwnal norms that oblige
kinsmen to support poor members will motivate pedplenrol (see also Arhinful
2003, Sommerfeld et al. 2002). In contrast, peompdeely appreciated the NHIS’
benefits as reducing the financial burden of expertsealthcare costs. The need to
share the costs and risks for their mutual bekdiinot seem to impact people’s
decisions; rather many looked for ways and meagsttthe maximum benefit with
minimum contribution. As Arhinful remarked, the fsarity’ that existed in
community-based health insurance scheme (CBHIGh@ana was the unintended
consequence of self-interest. People are not giliilmpay for people they do not
know, as would be the case in a national healtbrarse, because it will not
produce social capital for them. Arhinful (20030)States:

In the emerging mutual insurance setting, a conhthat asserts payment of a fixed voluntary
premium is the only social tie that binds membegether. For most of these people there is no
sense of emotional attachment to other memberkeofjtoup, apart from the few that they
probably know and live with. The absence of opputies for the accumulation of social capital
thus diminishes the binding feeling of solidaritydefor that matter the binding force of reci-
procity underlying such schemes.

This lack of solidarity to share the risks and sdkat Arhinful noted was also
observed in the current study. The risk- and cbatiag principles only ‘worked’
for SSNIT contributors whose premiums were (forgildeducted at the source.
Non-SSNIT formal sector contributors and infornedter workers were not willing
to pay premiums based on their income. Almost exaay paid the minimum and
in many cases discontinued paying if they did reotdfit. For example, boat owners
paid the same premium as their employees wheret@jied them. They enrolled
their employees because fishermen are prone tdeadsiand need regular access to
healthcare. However, the higher premium the boatessvwere expected to pay
because they earned more than their employee®jeasad. The owners insisted on
paying the minimum. Arhinful (2003) refers to tlais: ‘solidarity of self-interest':
joining a group with a minimum contribution to s&yi personal needs. Other
researchers also commented on people’s low interdstalth insurance. In their
analysis of declining subscriptions in a mutual ltiearganisation in Guinea-
Conakry, Criel & Waelkens (2003) attributed low @nrent in health insurance
schemes in Africa to a lack of risk perceptionalé argued that the situation is
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more complex in Ghana. People perceive they aiiskatbut wait until they need

healthcare before rushing to enrol or renew theimimership. A similar observation
was made by Adusei-Asante (2009) in his study nifral district in the Eastern

Region of Ghana. He found that only mothers ana gfeldren and people with

chronic sicknesses, who needed regular healtheare]led and renewed their
membership in the NHIS routinely. They opted ouewtheir need for medical care
was over.

Also, a nation-wide survey by the Ghana Statist8=tvice in 2008 found that
Private Commercial Health Insurance Schemes covessdthan one per cent of
Ghanaians (Ghana Statistical Service 2009). Thadenfs question the general
notion, and the assertion of key informants of stigly, that people will enrol in an
insurance scheme if they are confident they wiléree quality service. Like private
enterprises, healthcare services to private ingaranrolees are provided by well-
equipped health facilities with good quality segyipositive staff attitudes towards
insured patients and only rare incidences of dhagtages. The low patronage of
private health insurance schemes confirms the vasen that many Ghanaians
have not yet accepted the conditional reciproaipedded in health insurance. Nor
do they use it as protection against ill healthud,ithe intervention outcome was
influenced by the low interest in the NHIS, whichsa country-wide phenomenon.

These observations indicate that the minimum salydaeeded to drive people to
enrol and remain in the scheme was absent. Peapiied to enrol if they were
certain to benefit; they did not accept cost reitlistion and risk-sharing in health
insurance. The selective enrolment of household Ipeesnreveals an adverse
selection and negative risk-averse attitudes tosvhedlth insurance as implied in
the “I'm not often sick” and “I'm waiting for a whe” reasons for not enrolling or
renewing their membership. This indicates thatdtpm=ople fully perceive the risk
of not being insured as more expensive, but waltrash to enrol or renew their
membership only when they need healthcare.

A more distressing finding was that these actioesevencouraged by the lack of
sanctions against defaulters and ‘back door registr. Some people managed to
enrol and access healthcare without waiting fothihee-month mandatory period.
This unscrupulous behaviour perpetuated by someSBHtHff and collectors was
largely due to ineffective monitoring. Accordingdome collectors, they did it as a
favour for a small fee. This gave more people theehof manipulating the registra-
tion process and so they did not enrol until theyensure of benefitting. Putnam
(1995: 67) calls this a “dilemma of collective acti when people want to benefit
from collective goods with minimum input. He notkat the dilemma of collective
action can only be resolved when civic engagenfestsr sturdy norms and social
trust. But, | argue that for the intriguing phenome of mutual benefit being
subsumed by individualistic tendencies, the proldamonly be addressed when the
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rules are strictly enforced and effective monitgrimechanisms put in place.
Otherwise, the NHIS will continue to suffer fronrpahial interests and the goal of
attaining universal coverage will remain a mirage.

The problem of low achievement of health policysjiite of massive support, has
also been observed by critical observers of otbalth issues. Van der Geest et al.
(1990: 1025) examined why Primary Health Care (PstCarely worked, although
there was “unanimous approval of PHC” at Alma A&td978. They attributed the
failure of PHC to the diverse interests that misti@ctors at various levels had in
the policy so the idea of using PHC as a strate@gtain health for all by the year
2000 was not accomplished. In their study, the@stmentioned the low financial
appeal of PHC to health providers, inadequate fundily governments and the
community’s cultural values that led to the accepteof some of the proposals and
rejection of others. In the same vein, althoughstkeholders accepted that the
NHIS improved access to healthcare and reduced lematipns among insured
patients, the various interests undermined theeaehent of the NHIS' goal.
Politicians saw it as a tool to secure electoretiory, so they did not wait to expand
the health facilities’ capacity to handle the expdancrease in patient numbers
before introducing the scheme. They did not selyoosnsider what constitutes
quality service to insured patients and also pgpiddrvice to the exemption policy.
Health providers saw it as increasing their worlloand hence were hostile to
insured patients and charged extra fees. Commumgybers thought that they
could benefit with minimal financial investment, Nehthe DHISs were more
interested in revenue than granting exemptionsda@ore poor to ensure the equity
agenda was achieved. These distinct — and oftdhatorg — interests converged to
limit the PSGs’ efforts at improving enrolment aetention rates.

Conclusions

This study set out to generate evidence to showdbal stakeholders can collabo-
rate to improve enrolment in the NHIS and retaimrbers. The study aimed to
prove that in-depth information can lead to a bettelerstanding of health insur-
ance decision-making in Ghana. Three researchectiding the author of this
book) set up a multi-stakeholder problem-solvinggpamme (MSPSP) that en-
gaged local NHIS stakeholders to identify barrter&nrolment and retention of
members and developed and implemented solutioegdand coverage. | used a
multi-level perspective as a conceptual framewarkl anethodological tool to
analyse and explain challenges to enrolment intthé@éurance and retention of
members. | described the MSPSP and examined theaghes that the facilitators
employed in implementing the intervention. | exaeadithe outcome of the interven-
tion and factors that led to increase in enrolnaewt studied reasons for the PSGs’
limited success by employing quantitative and datlie research methods. The
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results show that many factors mediated the etiethe intervention; therefore,
drawing a decisive conclusion about the outcondéffisult. However, the follow-
ing key conclusions are presented.

The study has shown that stakeholders’ engagemém educational and advo-
cacy activities in communities and health facististimulated enrolment in the
NHIS. This approach led to a better understandinigebarriers to enrolment and
increased confidence in the NHIS. For example,redwpinion and community
leaders shared the benefits they derived from tHESNvith community members
and convinced people that it was a viable alteveatd on-the-spot payments.
Health providers educated community members andghgents on the benefits of
health insurance and persuaded them to enrol.nimasd, the PSG facilitators who
dominated PSG activities and made unilateral deassicreated distrust, stifled
intervention activities and could not sustain theug through the intervention
period. These facilitators did not engage stakedrslth intervention activities, so
they could not establish the trust relationshipsdeel to increase confidence in the
NHIS. Hence, they failed to achieve a positive oate. This finding demonstrates
that the bottom-up, inclusive decision-making amerndependency approach that
most facilitators employed in PSG activities anigiiactions among stakeholders
created trust and ensured the stakeholders’ efeeptrticipation. This approach
also sustained the facilitators’ commitment to aghipositive results.

The study also found that people (apart from the poor and some poor house-
holds with many members), enrolled in the NHIS loseathe cost of the premium
was affordable and relieved them from expensivdtineare expenditure. It also
strengthened community members’ resilience to mattagadversities of ill health.
However, quality service is yet to be the basisdmrolling and remaining in the
NHIS. Almost all insured patients complained alibetpoor quality of healthcare
services. Prominent complaints included delaygalth facilities, disrespect, extra
payments and the burden of roaming to obtain piestrdrugs from accredited
private pharmacies and chemist shops due to théagi@oof drugs on the National
Health Insurance Drug List in health facilities.€Ble issues all caused discontent,
created distrust and eroded the confidence tha®8s had built in the scheme.
This shows that the NHIS is not the cure for pasaliy healthcare service. Con-
scious efforts must be made to resource healthtiesiand position them to meet
the expectations of insured patients. In additiback door’ registrations due to
inefficient monitoring systems gave some peopléthze that they could obtain the
NHIS card to access services without waiting ferttiree-month mandatory period.

The PSGs’ limited achievement was attributed testheal and institutional con-
text in which the NHIS operates. Community membeese influenced by the
generalised reciprocity embedded in traditionak-skaring arrangements. This
undermined the acceptance of the conditional recifyrof health insurance and led
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to adverse selection as many household heads eshiantid renewed NHIS cards
only for members who needed healthcare. Otherswdidegularly renew their

memberships because of the lack of sanctions dgaefisulters. They rushed to
renew their membership only when they needed hezakh This finding contrasts
the policy makers’ assumption that participatiotraalitional mutual support groups
stimulates enrolment and the commitment to remathe scheme.

For health providers, the NHIS can be describeal paradox; on the one hand,
they saw it as reducing complications, which waeridourage people to enrol. On
the other hand, it was perceived as increasing therkload due to increased
utilisation of healthcare and completion of NHI$Ms. As a result, two categories
of health providers were observed. One devisetkgies to cope with the burden of
work by being hostile to insured patients and gvpreference to uninsured
patients. Others charged insured patients to cosgperor their heavy workload
and to avoid filling out the NHIS forms. The secocategory treated insured
patients well and persuaded people to enrol bedaesdHIS reduced complica-
tions among patients.

In the case of the DHISs, inadequate equipmentcedfjecameras adversely
affected their output of work. It created diffidel in processing of registration
forms and resulted in delays in issuing NHIS caBis.collectors were provided
cameras to take photographs as they simultane@ggbtered people. This facilitat-
ed registration processes and led to prompt deligeNHIS cards, which influ-
enced people to enrol.

| started this study to explore if PSGs could idgriarriers and develop and
implement intervention activities to improve NHISrelment and retain members.
However, during the intervention, the focus wasaexjed beyond PSGs to cover a
wider context and higher level actors involved lie tNHIS. Issues arose that
exposed more linkages that needed to be explored.

The findings indicate that although local levelkstaolders can collaborate to
increase enrolment, more understanding of thedrans needed and national-level
interventions are required to improve enrolmenp¢eglly among the poor) and
retain members. Nonetheless, each of the threeeptsre multi-level perspective,
resilience and trust — employed in this study enbdrthe understanding of health
insurance decision-making and the reasons behmdroolment and retention rates
in Ghana. The findings without doubt contributée discourse about the potential
of multi-stakeholder collaborative groups in hefpreduce barriers and improve
coverage of social health insurance schemes ina@ug countries.

Recommendations

This study has shown the potential of using loeakl stakeholders of Ghana'’s
NHIS to reveal and address the multidimensiondbfadhat interact to undermine
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enrolment and retention of members. However, tie$ &chievement was limited
because of the social environment in which NHISraf@s and reservations about
quality of healthcare service delivery. The pradtand policy concerns are apparent
from the preceding discussions on how to limit bmmate adverse selection,
improve enrolment of the poor and core poor, imprguality of service and scale-
up problem-solving groups and ensure their effeclisnctioning.

Policy implications

Kinsmen and the entire community provide supporidufunerals. Cash and other
donations are given to the bereaved family to entitldm give the dead a befitting
burial. This support did not transform to commusw@idarity to share risk and cost
of ill health. Relying on solidarity as a virtue taotivate people to enrol in the
NHIS and consistently renew their membership dagssaem realistic. Rather,
policy makers should move away from the solidapityiciple to promote health
insurance and devise pragmatic intervention a@ithat emphasise enlightened
self-interest and project the benefits of healtburance to the individual and
immediate family. Overall solidarity will be the imtended de facto result of such
self-interest (Arhinful 2003). Extensive educatiand promotion is required to
convince Ghanaians that health insurance is fagaatageous to themselves and
their families.

The study also highlighted the adverse effectsetifisterest and tendency of
some community members and DHIS staff to manipukeeegistration process to
their advantage. Moreover, the PSGs’ intensive &iilmt and promotion had a
limited impact on voluntary enrolment and renewaN&llS membership. This
makes it imperative for the DHISs to strictly apgig National Health Insurance
Regulations, 2004 (LI 1809, 59: 1) and sanctioradkérs to wait for three months
before accessing healthcare services upon rendwlaio membership. This will
deter people from adopting the wait and see styaded consistently renew their
memberships.

History yields important lessons about how to asllew enrolment in voluntary
health insurance schemes. The initial stages eélssecurity in Western Europe,
where health insurance was made compulsory tceglevearners, indicate that some
coercive action is required to compel all residemt§hana to enrol. Some might
argue that since it is more expensive to accedthoaee without health insurance,
there is no need to coerce people to enrol beaaitiseut it, they pay more. Unin-
sured patients experience more complications aglehirisks of death than the
insured do because of delays at home and lackoeisado healthcare. Since the
economic cost of prolonged illness does not ontglér an individual’'s wellbeing,
but the country’s development as well, it makesneoaic sense to ensure that all
citizens are healthy. The following forms of coerciare recommended. One, a
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premium for formal sector workers who do not cdnite to Social Security and
National Insurance Trust (SNNIT which is a governiqeension scheme in Ghana
for most formal sector workers) should be deduetesburce. Two, NHIS enrol-
ment should be made a requirement for obtainingrvitentity cards, driving
licenses, passports, marriage certificates andsssiom to educational institutions.
At the same time, heads of health facilities and®hhanagers should institute
measures to stop frontline staff that looks foranymities to manipulate the system
for personal gains.

The revelation that the NHIS is not reaching ther@nd the core poor calls for
strategies that will reduce their exclusion. In¢hse of the poor, the decoupling of
the registration of children less than five yeamnf their parents or guardians
should be effectively implemented to reduce faesdiamong them. For the core
poor, the homelessness criterion should be remowetthe exemption policy since
it does not reflect reality. Since the NHIRs 2004.809, 58: 3 mandates DHISs to
assign the duty of eliciting the information reeuirfor the classification of indi-
gents according to standards determined by thensele collectors, the DHISS’
staff and collectors should engage opinion and comiy leaders to develop
indicators that reflect their reality rather thational documents prepared by people
who are usually not familiar with local conditioddoreover, this study revealed
that the core poor are not difficult to find. Commity members described them as
persons afflicted bychia buburoo’(severe poverty) (see also Aryeetey 2012).
Removing the homelessness criterion will be a $itesp in making it possible for the
core poor to demand exemptions with the suppordhion and community
leaders. This will force the DHISs to pursue thaiggagenda of the NHIS.

Enrolling and remaining in a health insurance sahénargely influenced by
trust, which depends on health facilities’ ability provide quality healthcare to
insured patients. This requires the creation ofrgroved image for the NHIS that
resonates with quality healthcare service and milessier and faster to obtain
healthcare and not the reverse. This means thihliacilities need to be strength-
ened to provide services that are responsive tergat needs. Since drugs are
essential component of quality service, the pryositould be to provide insured
patients drugs at facilities with no extra paymentthe short term, the NHIA
should allow health facilities to purchase smalhmities of the drugs they need
urgently from private suppliers without the non-i¢gafaility certificate to reduce the
incidence of drug shortages. Also, supervisioreatth facilities should be strength-
ened to check the collection of unauthorised feedlae selling of drugs covered by
the NHIS to insured patients and to make surettieastaff performs their tasks
diligently. In the long run, the on-going electronietwork to connect DHISs to the
NHIA should be expanded to cover all accreditedplials and health centres
nation-wide for easy claim processing and payniéns will reduce the time spent
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treating insured patients and ease health provierkload. Since the fees charged
will be reflected in the DHISs’ system, claims viaé promptly paid to enable health
facilities maintain their stock levels. These measwvill build trust among insured
patients and health providers and boost confidenitee NHIS. This will influence
people to accept the NHIS as better than cash payatdiealth facilities. It will
also make the compulsory enrolment more bearallédinence both the rich and
the poor to enrol so that the cost and risk areesha

For the above measures to be effective, stakelokleyuld be continuously
engaged in identifying and addressing their corefimough conversations and key
informant interviews. To achieve positive resuhgse measures should be seen as
part of the quality assurance activities undertadkarveal the NHIS’ implementa-
tion challenges across regions and districts, #iodi® made to address them. The
evaluation outcome should be incorporated into HatlNational Health Insurance
Authority (NHIA) and Ghana Health Service’s (GH®haal review reports. These
reports should be discussed at joint annual remewtings by the NHIA and GHS
at national, regional and district levels to pr@valplatform for sharing ideas that
will lead to improvement in healthcare service 8lSs’ operations.

How to scale up PSGs and make them more effective
The results of this study confirmed that collabimraby local stakeholders leads to
increase in enrolment. | therefore recommend tt&E&$ should be scaled up
nationwide and used for intensive education an@ealwy activities. When carried
out over a long period, these activities will reeube negative practices among
stakeholders that undermine enrolment in the Nhikbratention of members.
The NHIA'’s proposal that every DHIS should be deddnto Health Insurance
Communities and Community Health Insurance Comest{€HICs) was a lauda-
ble idea, but not implemented. The CHIC was to prieneommunity ownership of
the NHIS and ensure their efficient operations.yllwere supposed to oversee the
collection of premium and registration fees anertsure that monies collected were
deposited in the District Health Insurance Fumdcbmmend that the CHIC agenda
be revisited and the membership expanded to indledéth providers and DHIS
staff. Thus, PSGs should be established in evevg.td number of small villages
could collectively form a single PSG to save casitsg;e those communities patron-
ise the same health facility and DHIS. The DHISsutth facilitate the formation of
PSGs and provide a small budget for their actisitiehe procedure for selecting
members is described in chapter four. Lessonstlsaiow that consultation with
opinion and community leaders and institutionaldseto devise a selection ap-
proach, which ensures that only committed represiees are selected, is critical.
Also, the low representation of women in PSGs awtlsion of the poor highlight
the need to develop additional strategies to enbatdoth are fairly represented in
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the group. Health providers and DHISs’ represergatshould not be selected based
solely on their work schedule; being an effecti&&Hmember requires a specific set
of skills and a volunteering spirit that not all glmyees have. Therefore, heads of
health facilities and DHIS managers should enghge staff in a discussion and
give them the option to accept or decline their mation. In addition, all nominees
should be confirmed or rejected by their colleaghesugh secret voting since they
are likely to have better insight into the aboventimmed characteristics. Facilitators
should be selected at the first PSG meeting thragginet voting and the DHIS
manager should facilitate the meeting. These prgesdvill ensure that only people
committed to promoting the welfare of others becd86& members and facilita-
tors. This is important because the allowance fmigharticipation is usually not
enough to keep those who do not have the spiviblointeerism to be committed to
the intervention.

Since how a programme is presented and run detesnits success or failure,
appropriate strategies at each stage of the lda spa programme must be devel-
oped. Five measures are recommended to make P38Gsnef First, all PSG
members should be given adequate orientation taremnisat they understand well
the rationale of the intervention and their tagkrirthe onset. Second, a nurturing
environment that creates space and effective merharshould be developed for
community members, health providers and DHISsT stefireely express concerns
about problems they face without looking over tlsfioulders. This means stake-
holders need to be sensitised to accept the wdPSqfs as part of quality improve-
ment initiative that requires their commitmentuoseed. The involvement of health
providers and DHISs staff should focus on buildingt between them and PSG
members to encourage open and dispassionate d@mta$sssues. With trust in
place, the PSGs can pursue the interest of alebtdélers and openly discuss
challenges that undermine enrolment in the NHIS ratehtion of members, and
develop intervention activities to reach all targedups. For example, the DHISs’
reluctance to grant exemptions to the core pooalmse of the homelessness
criterion could be taken up by PSGs and engage thafiscussions to develop
locally tailored criteria to identify the core podihird, DHIS managers should not
be part of PSGs. They should be supervisors whadsfumds and closely monitor
PSGs’ activities and ensure the money given @gest on the intervention. Fourth,
there should be an annual review meeting for PSfalmees, facilitators and DHIS
managers at the district level. The meetings shbeldsed to evaluate their activi-
ties, share experiences and learn about bestgaadti help improve their work and
address their concerns. This will also motivate eamity members and facilitators
to remain committed and work harder to achievetpasiesults. Accountability on
the part of facilitators will also be ensured. Hiyahe NHIA regional managers
should play an oversight role and incorporate P&i@ites into their programme of



225

work and reports. As mentioned earlier, PSG a@wishould be discussed at joint
review meetings of the NHIA and GHS at the distriegional and national levels.

These recommendations when implemented will retheBlHIS's implementa-
tion challenges and stimulate enrolment and retembers. It will also ensure that
the poor and the core poor are not excluded fraNiHIS.

Implications for future research

The MSPSP, as a pilot project, provided insight ifeictors that enhanced and
limited PSGs’ achievement at improving enrolmenthe NHIS and retaining
members. However, more qualitative research iseweglunderstand the specific
factors to develop effective intervention acti\stfer addressing them. For example,
more understanding of local discourses on infomis&tsharing arrangements and
how this affects enrolment is required. This wdhgrate more knowledge to help
develop effective intervention activities that wiifluence people to accept health
insurance as a state social security policy thatie¢heir support to ensure every-
body has access to healthcare.

More research is also needed to develop appropmdézia for exempting the
core poor and how to cultivate the political comment to include them. In the case
of the poor, ways should be explored on how to ¢laseneads of households’
burden of many dependents.

Further research is also needed to find ways tocethe bureaucracy involved
in treating insured patients and thus, reducedhéthproviders’ negative behaviour
towards them. In addition, more efficient registatprocesses and effective
monitoring mechanisms need to be developed to &k&s more efficient.

Further, the lack of transparency in the policy mgkand implementation pro-
cess as a result of lack of collaboration amongnat level actors — MoH, NHIA
and GHS — was identified as a hindrance to theldpugent of efficient systems to
build confidence in the NHIS. In this respect, it studies are needed to explore
inculcating the notion of participatory, transpdrand bottom-up approaches to
policy making and implementation in politicians)ipg makers and implementers.
This will help improve collaboration among staketess to develop systems to
improve DHIS operations and the quality of healtbcervices to insured patients
and make the NHIS more attractive. Moreover, irgation science is an underde-
veloped yet crucial academic subject requiring thdwilding through empirical
research, so further research on PSG formatiofenationing is needed to inform
policy makers and programme officers in the field.
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Appendix 1: List of acronyms

CEA Census Enumeration Area

CHIC Community Health Insurance Committee
CHAG Christian Health Association of Ghana
CHPS Community-based Health Planning and Services
DDHSs District Director of Health Services

DHD District Health Directorate

DHIS District Health Insurance Scheme

GHS Ghana Health Service

GLSS Ghana Living Standard Survey

GoG Government of Ghana

GPRTU Ghana Private Road Transport Union

GSS Ghana Statistical Service

IGF Internally Generated Fund

LI Legislative Instrument

MLP Multi-level Perspective

MSPSP Multi-stakeholder Problem-solving Programme
NHIL National Health Insurance Levy

NHIR National Health Insurance Regulations

NHIS National Health Insurance Scheme

OPD Out-patient Department

PRO Public Relations Officer

PSG Problem-solving Group

SSNIT Social Security and National Insurance Trust
UNICEF United Nations Children Fund

VAT Value Added Tax

WHO World Health Organisation



Appendix 2: Tables

Table A.1 Profile of households and individuals in interventand control

communities
Overall Intervention comunities  Control commurstie
3 2 3 2 3 2
S S S

Overall (households) 3301 3152 1646 1562 1635 1590
Overall (Individuals) 13857 12810 7234 6790 6623 6020
Age
0-17 46.5 46.3 48.0 48.1 44.9 44.4
18-69 49.8 49.7 49.1 48.5 50.7 51.1
70+ 3.6 3.9 29 3.4 4.4 4.5
Sex
Male 47.8 47.5 48.1 47.6 47.5 47.0
Female 52.2 52.5 51.9 52.4 52.5 53.9
Highest education n=3299 n=3152 n=1646 n=1562 n=365 n=1590
None 26.2 26.3 26.0 27.9 26.3 24.7
Primary 22.0 20.6 26.7 21.7 17.3 19.6
Secondary 42.4 44.4 40.8 44.1 44.1 44.7
Higher education 9.4 8.7 6.6 6.3 12.3 11.0
Matrital status n=3299 n=3152 n=1646 n=1562 n=1653 =1590
Single 16.3 15.9 16.0 14.4 16.6 17.4
Married 63.9 62.7 65.9 66.2 62.0 59.2

Divorced 19.8 21.4 18.1 19.3 21.4 23.4




239

Table A.2  Profile of key informants in each study and thearet! level

Stakeholders Position / employment Number
Community members Fishermen, farmers 3
Traders, farmers, unemployed 3
Traditional and opinion leaders 3
Religious leaders 2
Health facility staff Staff nurse
Community health nurse
Midwife 1
Medical assistant 1
District health Directorate staff Disease contricer 1
Hospital administrator 1
District director of health 1
District Health Insurance Scheme staff Accountant 1
Manager 1
Total 20
National Health Insurance Authority staff 2
Ministry of Health staff 1
Ghana Health Service staff 1
Total

Grand total 24
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Table A.3 NHIS status of households and individuals in 30 mamities in Central

and Eastern Regior{%o)

Communities Poverty incidence Households (N = 330hyividuals (N = 13857)

S0 359 352 5350 53530 35 Z2

cg 222 5 £¢2 22

222g 2% 8288 &°

< 78 < @
< <

Elmina (U) 10.9 31.8 27 655 418 3.4 5438
Amama (R) 28.4 294 46 66.1 27.3 3.8 689
Moree (U) 28.8 216 16.2 622 147 111 743
Anomabo (U) 32.1 9.2 10.1 80.7 48 11.3 8338
Apam (U) 39.8 23.0 239 531 16.8 333 499
Winneba (U) 11.8 145 145 70.9 87 124 789
Nyakrom (U) 14.5 127 10.0 77.3 6.3 8.2 854
BremanAyipey (SM) 38.9 259 13.0 61.1 273 26.0 46.7
Kokoben (SM) 43.6 182 19.1 627 153 169 67.7
Assin Achiano (R) 43.6 19.1 109 70.0 205 127 66.9
Jukwaa (U) 10.9 355 9.1 555 2838 8.1 630
Dunkwa-on-Offin (U) 29.1 33.6 13.6 527 413 13.7 450
Assin Akrofuom (SM) 24.5 39.1 164 445 416 204 38.0
Afoso (SM) 29.1 50.0 12,7 333 56.1 119 319
Akim Akroso (U) 18.2 17.3 100 727 20.1 112 68.7
Asamankese (U) 14.5 37.3 100 527 405 120 475
Alafia No. 1 (R) 23.6 245 227 527 233 321 446
Kokoso Aboabo (R) 31.8 136 155 709 120 129 751
Akim Apapam (SM) 24.8 47.3 8.2 445 476 45 479
Akyem Hemang (SM) 30.6 339 17.4 48,6 327 222 451
Koforidua (U) 0.0 50.9 264 227 56.1 227 212
Ntoaso (R) 27.9 16.2 264 545 141 185 674
Adawso (SM) 20.9 29. 164 545 167 16.7 66.5
Burukum Maumi (R) 56.4 336 136 527 310 115 575
Nuaso (SM) 8.2 40.0 2555 345 486 206 30.8
Akosombo (U) 11.9 321 275 400 357 336 306
Pitiku (SM) 315 261 54 685 319 3.3 6438
Kwakese (R) 34.8 26.8 26.8 46.4 26.0 342 39.7
Bunso (SM) 23.6 53.6 275 436 57.8 29 393
Oframase (SM) 29.4 56.9 46 385 66.2 5.2 286
Total 30.1 143 556 30.0 157 543

Rural = R, Semi-urban = SM, Urban =U
Source: Fieldwork, baseline household survey, M2ab0.
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The poverty line used is according to GLSSV repootver poverty line is GH¢
288: minimum amount of money needed to meet nom@ti requirements of
household members for a year. Upper poverty linekt 370: total amount of
money needed to meet food and non-food consumgetuirements of household
members annually. All households whose monthly gaita expenditure falls
below GH¢ 30.8 are considered poor.
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Table A.4  Reasons for enrolling, not renewing membershiprasicenrolling in the

NHIS
Overall Anomabo Achiano

(N=3301) (N=109) (N=110)
Reasons for enrolling n=1007 n=9 n=20
Financial protection against iliness 76.2 100 75.0
It is better than cash and carry 20.2 0 23.0
The school insured my child 0.5 0 0
A relative asked me to join 15 0 0
Community opinion leader asked me 0.3 0 0

to join
Employer paid 1.4 0 0
Reasons for not renewing registration n=422 n=11 la=
Cannot afford cost of premium 61.4 81.8 63.3
Did not use services last year 7.1 0 0
Not satisfied with provider 6.4 0 0
Difficulty of accessing service 3.3 0 0
Facility too far 4.5 0 0
No transport money 0.2 0 0
Inappropriate timing of premium 4.5 0 0
payment

Had to buy drugs outside the facility 1.2 0 0
| believe | was given poor quality care 0.7 0 0
Covered elsewhere 0.2 0 0.3
Other 10.4 18.2 27.3
Reasons for never enrolling n=1736 n=88 n=72
Cannot afford cost of premium 72.5 86.4 80.6
Mostly healthy do not need to insure 8.6 2.3 1.4
No confidence in the NHIS 6.6 6.8 14
Registration point too far 2.1 0 5.6
No close facility 1.1 0 5.6
No scheme in the area 0.5 0 2.8
Covered elsewhere 0.1 0 0
My employer pays for me 0.5 0 0
Have private insurance 0.2 0 0
Never heard of NHIS 0.1 0 0
Other 7.6 4.5 2.8

Source: Fieldwork, baseline household survey, M2a&b0
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Benefits of NHIS Agree Neutral Disagree

30 communities (n=933)

NHIS saves money from paying hospital bills 89.7 7.0 3.3

Did not need to borrow money to pay hospital bills 87.1 9.0 3.9

HI makes me independent, | don’t need to ask fanewo 88.6 84 3.0
from elsewhere wheniill

Anomabo (n=10)

NHIS saves money from paying from paying hospitid b 70 0 30

Did not need to borrow money to pay hospital bills 60 10 30

HI makes me independent, | don’t need to ask fanegwo 60 40 0
from elsewhere whenill

Achiano (n=21)

NHIS saves money from paying from paying hospiiiéd b 95.2 0 4.8

Did not need to borrow money to pay hospital bills 85.7 4.8 9.5

HI makes me independent, no need to ask for mawoay f 71.7 19.0 9.3

elsewhere when ill

Source: Fieldwork, baseline household survey, M2ab0
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Table A.6  Opinions associated with the NHIS and quality o/me delivery

Currently insured Previously Never insured
insured
Z 5 2 &2 3 2 & 5§ ¢
® =1 D ® =1 D ® s 9
@ F_J % @ 5*_, ((‘95 @ 5‘_, ((‘95
(] (9] (9]
N=3298
Three months’ probation period 17.5 11.9 70.6 11.7 140 74.3 122 20.2 67.7
for receiving service is adequate
Even though oneisinsuredyou 475 9.6 429 416 8.7 49.7 38.7 14.7 46.6
still have to buy drugs
Attitude of health staff should be 81.7 13.1 5.1 815 115 7.0 809 15.0 4.1
improved
Availability of drugs shouldbe  87.7 9.6 2.7 902 74 23 847 131 2.2
improved
N=3297
Expect prompt attendance at the 86.1 14.0 0 822 17.8 0 228 179 59.3
facility
It is good to be a member evenif B9.0 2.7 8.4 745 151 104 656 6.3 28.1

don't fall sick

Source: Fieldwork, baseline household survey, M2a&b0
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Table A.7  Profile of PSG members in the two case study conitnesn

Achiano Anomabo

Community members

Chemist shop owner, volunteer (facilitator) Volwte
Cocoa purchasing clerk, farmer NHIS collector (fg0i
A community elder Secretary to the traditional aglin
Mobile banker / farmer Trader, volunteer
Teacher / NHIS collector Teacher
Cocoa purchasing clerk / farmer Fisherman
Cocoa purchasing clerk GPRTU chairman
Kushea Health Centre Anomabo Health Centre
In-charge / midwife Community Health nurse
Biostatistician Health assistant
Praso Health Centre Nurse
Medical Assistant District hospital
Dispensary Assistant Focal person on health ingerahthe
District Hospital
DHIS
Public relations officer (Secretary) Public relasofficers (facilitator)

Data entry operator Management information systHioen
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Table A.8 Profile of PSG facilitators

No. Role/Position

Community members 3 Assemblymen

1 NHIS collector

5 Health volunteers in central

1 Traditional birth attendant

3 Self-employed

2 Farmers
Ghana Health Service staff 1 Medical Assistant

1 Focal person on health insurance at the District

Hospital

1 Principal field technician (Disease control unit)

District Health Insurance
Scheme staff

Central 1 NHIS manager
Central 5 Public relation officers
Eastern 1 Claims managers
Eastern 5 Public relation officers

Total 30
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Table A.9  Changes in NHIS status of individuals in interventcommunities after

the MSPSP
N Currently insured (%) Previously insured (%)

. N N N N o N N )
Intervention Q S Q S N § N Q S © é N
communi- = © = © = = © =
. D @
ties n n
Akosombo 452 468 53.1 36.0 17.1 0.000 27.42 24.6 33.4 -89 0.003 8.74
Akyem

439 486 47.6 32.7 149 0.000 21.35 17.1 22.2 -5.1 0.050 3.84
Hemang
Anomabo 445 520 15.3 4.8 10.5 0.000 30.20 18.7 11.4 7.3 0.001 10.20
Apam 452 501 16.6 16.8 -0.2 0.943 0.005 40.7 33.3 7.4 0.018 5.55
Asaman-
Kese 386 358 53.4 40.5 12.9 0.000 12.34 30.6 12.0 18.6 0.000 37.73
Assin-

. 459 528 49.5 20.3 29.2 0.000 93.45 19.6 12.7 6.9 0.003 8.79

Achiano
Assin

475 524 63.2 41.4 21.8 0.000 47.18 15.6 20.4 -4.8 0.047 3.94
Akrofuom
Breman-

. 540 578 50.0 27.3 22.7 0.000 60.70 13.2 26.0-12.8 0.000 28.86

Ayipey
Bunso 438 445 48.9 57.8 -8.9 0.008 7.02 29.7 2.9 26.8 0.000 116.48
Elmina 368 446 32.3 40.9 -8.6 0.011 6.40 26,9 3.8 23.1 0.000 88.22
Kokoso-

481 434 35.8 12.0 23.8 0.000 69.77 154 129 25 0.283 1.15
Aboabo
Ntoaso 398 426 25.1 14.3 10.8 0.000 15.28 26.1 18.3 7.8 0.007 7.31
Oframase 451 441 67.6 66.2 1.4 0.654 0.20 17.1 5.2 11.9 0.000 31.50
Pitiku 639 639 23.6 31.9 -8.3 0.001 10.96 21.9 3.3 18.6 0.000 100.63

Winneba 367 437 21.3 8.7 12.6 0.000 25.48 25.1 12.4 12.7 0.000 21.69

Source: Fieldwork, March 2009 and March 2011

Note: * "means change
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Table A.10 Reasons for enrolling, not enrolling and renewirgmbership in the

NHIS
Intervention communities
Reasons for enrolling n =657
Financial protection against illness 75.2
NHIS is better than cash and carry 23.6
The school insured my child 0.8
A relative asked me to join 0.0
Community opinion leader asked me to join 0.1
Employer paid for me 0.3
Reasons for not renewing registration n =538
Cannot afford cost of premium 67.3
Did not use services last year 7.7
Not satisfied with provider 7.8
Difficulty of accessing service 54
Facility too far 0.6
No transport money 0.2
Inappropriate timing of premium payment 1.7
Had to buy drugs outside the facility 0.7
| believe | was given poor quality care 0.9
Covered elsewhere 0.7
Other 7.2
Reasons for not enrolling n =826
Cannot afford cost of premium 73.2
Healthy do not need to insure 12.3
No confidence in the NHIS 6.2
Registration point too far 1.1
No close facility 0.4
No scheme in the area 0.4
Have private health insurance 0.7
My employer pays for me 0.1
Other 5.6

Source: Fieldwork March 2011



Table A.11 Opinion about NHIS and quality of service expectethtervention

communities after the MSPSP
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Currently insured Previously Never insured
insured
@ S Lr% o) S Lr% o) oS %
D D D

Health personnel treat patients 66.0 7.5 26.5 485 9.9 41.7 38.1 22.0 399
with insurance cards in an equal
way
It is good that scheme does not 32.7 10.4 56.8 20. 114 67.9 20.7 183 61.0
register children without their 7
parents
District scheme personnel are  75.4 13.0 11.6 53.4 26.9 19.8 494 36.4 314.2
trustworthy
Even though one is insured you 64.0 11.6 24.4 58.2 10.8 31.0 50.0 19.8 0.2
still have to buy drugs
Attitude of health staff should be 76.6 14.7 8.7 87.0 9.6 3.4 74.7 183 7.0
improved
Availability of drugs should be 83.7 11.2 51 90.1 7.1 28 786 17.7 3.7
improved
Expect prompt attendance at the75.8 11.4 12.8 68.8 185 12.7 64.7 21.6 13.8

facility

Source: Fieldwork, March 2011
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insured patients
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Summary

This study presents the outcome of a multi-staldghrgiroblem-solving programme
(MSPSP). It aimed at improving enrolment and redenin the National Health
Insurance Scheme (NHIS) in Ghana. The NHIS wasdiniced in 2004 following
criticism that on-the-spot payments denied vulniergiooups access and did not
achieve the overall benefit of quality healthc3ilge aim was to improve the quality
of service and ensure equity in access to heakhéowever, despite the heavily
subsidised premium and exemption for vulnerableigsp enrolment among the
general population has remained low and the pdoo, ave the target of the policy,
are the least enrolled. The primary aim of thishespiological study was to assess if
and how problem-solving groups (PSGs) could in&essolment in the NHIS and
retain members.

Chapter one is an introduction to the study, wisgyart of a larger multidiscipli-
nary project involving economic and anthropologieglproaches. The chapter
presents the research objective and questionamslielevant theoretical concepts.
The theoretical foundation of the study is situatdtiin critical medical anthropol-
ogy based on the idea that medical anthropologgsts both professional and moral
obligation to explore and address the socio-econarultural and political contexts
in which health inequities manifest. Taking notattmany stakeholders are in-
volved in the NHIS policy — politicians, policy mais, implementers, healthcare
workers and community members — | employed theiffeuel perspective (MLP)
as a conceptual framework and methodological todescribe and analyse how the
multiple (sometimes conflicting) interests, viewsdgpractices of these various
actors affected the policy uptake. My other stamupeas that stakeholder collabo-
ration often fails because they do not effectiveigage implementers and the target
population of the policy from the onset.

Chapter two presents the study design, relevaotnmdtion about the study sites,
data collection tools, analytical techniques anefflection on the researcher’s role
as a participant observer in the intervention grdups study draws on data from
qualitative research in seven intervention commesiih the Central region includ-
ing: Anomabo and Assin Achiano, which | used as sisdy communities, and five
others | visited during the study. Pre- and powrirention household surveys were
also conducted, in March 2009 and March 2011, ety in 30 communities in
the Central and Eastern Regions of Ghana.

To show the depth of the problem to be address$eghter three discusses barri-
ers and enablers to enrolment in the NHIS and tietenf members. It presents the
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experiences of users and implementers of healtinanse within and outside PSGs.
It also looks at the historical context in whicle tNHIS was introduced, which
affected people’s decisions to enrol or not andibek of the DHISs. Community
members mentioned poverty, traditional conceptsisi-sharing, disrespect of
health providers towards insured patients, delayealth facilities, difficulties in
obtaining prescribed drugs, collection of unautbedi fees and national politics.
Health providers faced problems of heavy workloasi® result of the increased
utilisation of healthcare, bureaucratic red tapge@alays in claim payments leading
to shortages of drugs. Staff of the DHISs complhialeout inadequate equipment,
difficulties processing NHIS forms and granting exsions to the core poor. The
NHIS was perceived by many as a tool to build palltcapital, so some political
opponents of the then government decided not tol.enr

Chapters four and five focus on the problem-solvimigrvention programme.
Chapter four describes processes followed to séteimtervention group, PSGs,
and the selection of facilitators. Four main thearesdiscussed. First, stakeholders’
were sensitised about the problems of low enrolimehe NHIS and high member-
ship non-renewal rates and the purpose of thevietdion. This raised their interest
in the intervention and made them willing to wookjéther for change. How they
were involved in the setting of PSGs forms the sdctheme of the chapter. |
describe how community members, health providedsdIS staffs were mobi-
lised to assume the responsibility of forming PSBeads of health facilities,
District Health Directorates and the DHISs selethesr staff based on their work
schedules while community members devised an ojgeti@n process. Opinion
leaders and research assistants led events at autyndurbars to select their
representatives. This strengthened trust amonglstéders, and laid the foundation
for the intervention and a commitment to achievebgctives. However, the low
representation of women and exclusion of the paodicate that unless extra
strategies are developed to include them, the el@etion processes reduce partici-
pation to abstract theory. The third theme is #edtion of facilitators for PSGs.
Facilitators and secretaries were selected fromm&@bers to form the leadership.
The fourth theme is facilitators training. Faciides were the catalysts for PSGs
functioning and were equipped with special skilisai three-day workshop. The
workshop helped the facilitators provide the regdileadership to create a shared
vision among PSG members and stakeholders, faeiltaetings and mobilise the
PSGs to effectively participate in interventionidties to achieve positive out-
comes.

Chapter five discusses the tools and participappyoaches the PSGs employed
to identify barriers to enrolment and retentiom@mbers, and develop and imple-
ment intervention activities to improve NHIS covgeaBarriers experienced by the
community included: poverty, collection of unautised fees and traditional
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concepts of risk sharing. Health providers mentidhe heavy workload and delays
in claim payments while the district health inswarstaff complained about
inadequate equipment and difficulties faced praogs§HIS forms. Intervention
activities developed and implemented to redresseth@arriers were durbars,
documentary films, drama, and community leadersf siakeholders’ meetings,
education at health facilities, churches, mosqgselkools, lorry stations, setting
registration points in the community and provistdrcameras to collectors to take
pictures immediately as they registered people.

Chapter six presents the outcome of the problemrgpintervention programme.
Overall, PSGs significantly increased enrolment 0y per cent from 29.7 to 40.3
per cent but could not improve retention ratesbRmodel analysis showed that
residents in intervention communities were 17 et enore likely to enrol com-
pared to control communities. Ten communities shibgignificant increases in
enrolment, two had no change and three recordetfisant decreases. PSGs
however, failed to influence the poorer and poogesttiles to enrol. They had the
lowest enrolment rates — poorest 17.6 per cent, b8 per cent — compared to the
46.4 and 44.4 per cent among the rich and richesttilps. Disappointingly,
membership non-renewal rates increased among tregagopulation: from 15.5
to 22.4 per cent. Nonetheless, probit model amalghiowed that residents in
intervention communities were five per cent leksllf to drop out of the NHIS
compared to those in the control group.

Chapters seven and eight examine factors that eedahe PSGs’ functioning
and factors that limited their efforts at improviegrolment and retention rates.
Chapter seven discusses factors that stimulatexdinesint. These were the aware-
ness that NHIS provided prompt access to healthaadefinancial relief from
catastrophic payment and reduced complications gpatents. The advocacy role
of opinion and community leaders and health prawde promote the NHIS was
another stimulating factor. Insured opinion and oamity leaders sharing the
benefits they derived from the NHIS convinced pedpht it was a viable alterna-
tive to on-the-spot payment. Health providers etkcc@ommunity members and
their patients on the benefits of health insuraraepersuaded them to enrol. These
health providers had a greater impact on communigynbers than the regular
education by DHIS staff and collectors. Rather tthentraditional practice, where
health providers and community members are coreidenly as implementers and
consumers of the NHIS policy and excluded from plag and executing interven-
tion activities, their involvement in this interv@n led to increase in enrolment.
Chapter eight revealed that contrary to the popuaddion that the NHIS would
ensure equity in access to quality healthcare seswvas not evident. The PSGs’
achievements were limited by their inability toogk® some of the barriers identi-
fied in chapter three: poverty, inadequate exempfar the poorest quintile,



255

negative attitudes towards health insurance, ugleielned self-interest, shortages of
drugs at health facilities, collection of unautised fees at health facilities and
payment for drugs covered by the NHIS.

The study concludes with a discussion of the keghfigs in chapter nine. | argue
that although the NHIS improves access to healghgaovides financial relief and
reduces complications among patients, a range abria including politicians,
policy makers, implementers and targets of thecgotiontinued to undermine
equity and improvement of quality service goalditie@mns saw health insurance as
a tool to secure electoral victory and failed tpanxd health facilities’ capacity to
handle the expected increase in patient numbemsdéaitroducing the insurance
scheme. They also did not seriously consider whastitutes quality service to
insured patients, so there were missing links amdradictory expectations among
the various stakeholders at multiple levels regeyarhat would improve quality of
service and stimulate enrolment and retain membetfee NHIS. The politicians
only paid lip service to the exemption policy bytsg homelessness as a criterion
for poverty, a condition that rarely exists in Gh@m communities, thus denying the
core poor their exemption. Health providers who #avNHIS as increasing their
workload tended to be hostile to insured patientischarged extra fees. Community
members thought they should benefit with minimumaficial investment so usually
enrolled only household members who needed heaéththe DHISs staffs were
more interested in revenue generation than grametkegnptions to the core poor.
They emphasised the homelessness criterion thainelies almost all potential
beneficiaries and ignored other criteria statetha policy that more accurately
reflect the status of the core poor in their dessii The DHISs’ staff and collectors
pursued activities to enrol premium-paying memiaais made no effort to prevent
the exclusion of non-paying poor from the NHIS.

The multiple — and often conflicting — interests1eerged to limit the PSGs’
efforts at improving enrolment and retaining mensharthe NHIS. Although the
intervention could not achieve all objectives, iyating barriers and enablers at the
level of local stakeholders and highlighting the@ncerns, the reality involved in
implementing the NHIS policy and uptake is madeude to policy makers. This
study adds ethnographic information to the growlitgrature on social health
insurance in Africa and sheds light on how to idgrdand address barriers to
achieve policy goals.
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