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1 
Introduction 

Since Ghana gained independence in 1957, the government has searched for health 
financing arrangements that would ensure equity in access to healthcare. The 
country is a constitutional democracy with an executive president. Ghana in West 
Africa is bordered by the Gulf of Guinea to the south, Ivory Coast to the west, 
Burkina Faso to the north and Togo to the east. The country is divided into 10 
regions: Ashanti Region, Brong-Ahafo Region, Central Region, Eastern Region, 
Greater Accra Region, Northern Region, Upper East Region, Upper West Region, 
Volta Region, and Western Region. The regions are then divided into second-level 
administrative districts, and currently there are 170 districts. In line with the coun-
try’s decentralisation policy, the districts are the basic unit of planning and political 
administration. The districts implement government policies and their input influ-
ences administrative and developmental decision-making. District assemblies 
provide input that informs Government decisions and policies. The population is 25 
million people living in a country that is approximately the size of the United 
Kingdom and occupies a total land area of 238,539 square kilometres. 

In the mid-1980s, a dream of a national health insurance began, but this did not 
materialise until the National Health Insurance Act (Act 650) was passed in August 
2003. The Act enjoined all districts to establish mutual health insurance schemes 
(Government of Ghana 2003). The National Health Insurance Schemes (NHIS) 
became operational in March 2004 with the projection that within five years, every 
resident of Ghana should belong to a health insurance scheme that adequately 
provided access to quality healthcare. The objective of the NHIS is stated in the 
National Health Insurance Policy Framework as follows: 

Ultimately, the vision of government in instituting a health insurance scheme … is to assure 
equitable and universal access for all residents of Ghana to an acceptable quality package of 
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essential healthcare…Within the next five years, every resident of Ghana shall belong to a health 
insurance scheme that adequately covers him or her against the need to pay out of pocket at the 
point of service use to obtain access to a defined package of acceptable quality of health service 
(Ministry of Health 2002 and 2004). 

 
 
Figure 1.1 Map of Ghana 

 
Source: Google maps 

 
 

Policy-makers based their decision to introduce the NHIS on the risk-sharing 
elements that were similar to the traditional solidarity networks that many Ghana-
ians already participated in. Traditional solidarity networks are based on a relation-
ship of mutual trust and reciprocity for mutual benefit. Therefore, the government 
presented the NHIS as an opportunity for Ghanaians to protect themselves against 
ill health, which is not the focus of most informal mutual support groups. Despite 
the high aspirations and ambitious target, five years later the majority of Ghanaians 
are still without health insurance. At the beginning of my fieldwork, when I asked a 
community leader why people were not enrolling, he gave me a sermon. Below is a 
summary of his words that gives a clear picture of the complex reasons why NHIS 
coverage is low: 

Health insurance is good in the sense that it provides the insured quick access to healthcare. Some of us 
have not renewed our card because our expectations have not been met. The problem is not so much about 
the cost of premium, but we want to get drugs at the hospital and not to go about roaming looking for 
drugs that sometimes you have to pay for even though you are insured. We also want to be treated with 
respect. There are people who register and wait for so long before getting their card. Others just don’t 
understand why they should pay if they are not going to fall sick. 

This study is the anthropological component of a larger research project: ‘Reach-
ing the poor in Ghana’s NHIS’ that explores barriers to enrolment and retention of 
members and the effect of a multi-stakeholder problem-solving programme 
(MSPSP) for improving NHIS’ enrolment and membership retention rates and 
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identification of indigents for premium exemption. The project set out to investigate 
how to improve NHIS coverage using multi-stakeholder groups. The research team 
for the project included two health economists (Jehu-Appiah and Aryeetey) and one 
medical anthropologist, the author of this book. Specifically, the research team 
investigated the low rates of enrolment and retention in the NHIS in Ghana. For the 
anthropological component of the study, I used an ethnographic approach to hear 
from stakeholders at all levels of the Ghanaian healthcare system including the 
patients. Local-level stakeholders of the NHIS (community members, health 
providers and DHIS staff) gave suggestions for interventions to improve enrolment 
and retention. The suggested interventions were implemented and their effective-
ness evaluated. The findings that are presented in this book include work I per-
formed as a member of the research team, as well as work I conducted alone. 

The study used a multi-level approach to determine the feasibility of using multi-
stakeholder collaborative groups – problem-solving groups1 (PSGs) – to stimulate 
NHIS enrolment and retain members. This approach encourages the engagement of 
public policy stakeholders to address public policy implementation challenges. The 
rationale for the PSG concept is encompassed in an Akan2 proverb: “Tikorc nkc 

agyina” (One head does not go into consultation). This implies that problems are 
better solved when two or more people engage in consultation and share ideas. 
Thus, PSGs comprised of key NHIS stakeholders were set up in fifteen intervention 
communities in the Central Region (seven communities) and Eastern Region (eight 
communities) of Ghana to identify barriers to enrolment as well as to develop and 
implement interventions to increase enrolment and retain members. The study 
makes significant contributions to public policy consideration of the use of stake-
holder collaborations to address implementation challenges. 

Health insurance in Ghana: A brief overview 

It is necessary to provide a brief overview of the National Health Insurance Scheme 
(NHIS) as a relatively new health financing policy in Ghana to contextualise this 
study. 

                                              
1  PSG is a concept used in this study to describe a multi-stakeholder problem-solving group made up of 

representatives of the three key local stakeholders of the NHIS. The rationale underlying the PSG is that 
many issues that affect implementation of the NHIS are multi-dimensional such that interventions de-
signed by a single stakeholder working alone might not address problems in the communities; health 
facilities or DHISs (see further Chapters 4 and 5). 

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

The genesis of modern healthcare in Ghana dates back to the mid 1800s when the 
first hospital was built in 1868, which was a British colony at the time (see Senah 
1997, Arhinful 2003). Initially, the British wanted to provide affordable healthcare 
for Europeans, so public health facilities were established in the southern part of the 
country. Civil and public servants enjoyed free healthcare while the rest of the 
population paid minimal fees. Interestingly, despite the limited facilities, equity was 
assured by a payment structure that required higher income earners to pay more 
when their utilisation exceeded a certain limit (see Arhinful 2003). However, this 
situation changed in 1930-31 as a result of the Great Depression when the Gold 
Coast Medical Department increased the fees for private patients. With the passage 
of the first Hospital and Dispensary Fee Ordinance in 1898, government officials 
and their dependants were charged small admission fees, while non-official Africans 
and Europeans paid according to their occupation and status (Arhinful 2003). 

In 1952, Ghana was given self-rule, and the Maude Commission’s report recom-
mended free healthcare service in public facilities for all Gold Coasters. Since then, 
attempts to ensure equity in access to quality healthcare resulted in the introduction 
of various health-financing policies including fee-free3, user-fees4, cash and carry5, 
and health insurance. 

When Ghana achieved independence in 1957, fee-free healthcare was introduced 
in all public facilities and at all levels as part of President Nkrumah’s socialist 
development agenda to ensure equity in access to quality healthcare for all Ghana-
ians. However, during the economic decline in the 1960s, sustaining the free 
healthcare regime became a challenge. As a result, the government introduced the 
Hospital Fees Regulation in 1963 (Legislative Instrument (LI) 1277) leading to the 
implementation of what was termed ‘insignificant fees’. After the overthrow of 
Nkrumah in 1966, the National Liberation Council (NLC) set up the Easmon 
Committee to revise a range of social and economic policies. The committee 
recommended that hospital fees be raised. This led to the enactment of the Hospital 
Fee Decree 360 in 1969, which was followed by the Hospital Fee Amendment Act 
325 in 1970 and the Hospital Fee Act 387 in 1971 by the Progress Party under Prime 
Minister Busia, who took over power from the National Liberation Council (NLC). 
Under these regimes, user-fees were charged in all public health facilities in the 
country. The fees were heavily subsidised and negligible, and therefore, healthcare 
was often described as virtually free. Unsurprisingly, the fees did not solve the 

                                              
3  Fee-free refers to free access to healthcare for all residents in Ghana at public facilities. 
4  User-fees refer to out-of-pocket payments for some healthcare services at the point of utilisation. 
5  Cash and carry led to out-of-pocket payment for full cost of drugs in public health facilities. It was a 

WHO and UNICEF initiative adopted by African Health Ministers in Bamako, Mali, in 1987, that was 
expected to improve drug supplies in public health facilities. 
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problems of shortages of essential drugs, deteriorating buildings or the quality of 
services (Goodman & Waddington 1993). Nonetheless, further decline in the 
economy in the late 1970s and 1980s resulted in heavy cuts in budgetary allocations 
to the health sector and made the system unsustainable. This resulted in consistent 
shortfalls in drugs, unavailability of equipment and other consumables in public 
health institutions (Ministry of Health 2002, 2004). 

In 1981, the Provisional National Defence Council (PNDC) raised fees for hospi-
tal services since the government could no longer bear the full cost of healthcare for 
all Ghanaians. Notwithstanding the adverse findings that user-fees denied many 
Ghanaians access to healthcare, the LI 1277 was replaced with LI 1313 in 1985. 
The LI 1313 was a comprehensive cost-sharing and fee-for-service system except 
for specified conditions and communicable diseases. The Act aimed to improve the 
quality of healthcare service, and create a 15 per cent recovery of recurrent expendi-
ture as well as the full-cost recovery of drugs. Although the policy improved the 
quality of care, shortages of drugs and poor staff motivation negatively impacted the 
accessibility of vulnerable groups and this was publically criticised. The availability 
of medicines in health facilities improved, but not all patients were able to pay for 
their drugs (Asensu-Okyere et al. 1998, Nyonator & Kutzin 1999, Waddington & 
Enyimayew 1989, 1990, Garshong et al. 2001). 

The projection of the negative impact of user-fees on the utilisation and afforda-
bility of drugs by vulnerable groups made an alternative healthcare financing policy 
imperative. As expected, the reaction to the inequity in access to healthcare in a 
low-income country like Ghana was strong; so the PNDC responded to these 
criticisms by contracting local and international experts in the early 1990s to make 
recommendations for creating a national health insurance organisation. At this time, 
the first Health Sector Five Year Programme of Work project analysed the nation’s 
health. Several challenges including geographical and financial access to basic 
services, inadequate funding of health services, poor quality of care and poor inter-
sectoral linkages were identified as constraints to improving the health of Ghanaians 
(Aikins 2003). Consequently, many organisations including the International 
Labour Organisation (ILO), World Health Organisation (WHO) and the European 
Union proposed establishing national health insurance to improve healthcare 
delivery in the country. 

As a result, in August 1995, the Ministry of Health (MoH) received proposals 
from a private consultancy group on the feasibility of establishing a centralised 
company to provide a compulsory social health insurance for all Social Security and 
National Insurance Trust (SSNIT)6 contributors and registered cocoa farmers. The 

                                              
6  SSNIT is a government pension scheme in Ghana that most formal sector workers and their employers 

contribute to. 



 

 

6

report also recommended setting up pilot rural-based community-finance schemes 
for non-formal sector workers. These events finally led to the launch of a pilot 
national health insurance scheme by the National Democratic Congress (NDC) 
government in four districts (New Juabeng, Birim South, Kwawu South and the 
Suhum Kraboah Coaltar) in the Eastern Region in 1997. This pilot stalled and was 
never realised (see Arhinful 2003). Though the pilot could not provide practical 
lessons about the feasibility of a national health insurance in the country, it in-
creased awareness about alternative healthcare financing mechanisms and served to 
stimulate further debate to find a sustainable healthcare financing system that 
reflected the needs and aspirations of Ghanaians. 

These events culminated in the creation of community-based health insurance 
schemes (CBHISs) run by religious and community groups and local government 
administration in the early 1990s. The MoH encouraged the creation of CBHISs 
with support from international donors. Many CBHISs received logistic, cash and 
technical support at various times from the MoH, religious organisations and 
development partners such as The World Bank, Danish International Development 
Agency (DANIDA) and Partnership for Health Reformplus (PHRplus)7. Following 
the establishment of CBHISs, district-based voluntary mutual health insurance 
schemes proliferated between 2001 and 2003. The numbers increased from 47 in 
2001 to 168 in 2003. Although some of the initial schemes collapsed, many of them 
endured until the NHIS was introduced. The Nkoranza scheme, which was judged 
as the best performing scheme, covered 30 per cent of their target population. 
However, it must be noted that this scheme was supported by DANIDA and other 
NGOs (Arhin Tenkorang 2001), which might have accounted for their relative 
success. 

Despite the fact that the pilot NHIS stalled in 1999, the MoH maintained that 
they should remain the promoter and facilitator and not an implementer of the NHIS 
after re-examining the scheme. The government was inspired by the modest success 
of some CBHISs and continued the initiative of establishing a viable NHIS. The 
SSNIT also began planning another centralised health insurance scheme to be run 
by a company, the Ghana Health Care Company (Agyepong & Adjei 2008), but this 
did not materialise before the change in government on 7 January 2001. 

In January 2001, upon resuming office and having committed to implement a 
national health insurance, the New Patriotic Party (NPP) created a seven member 
Ministerial Health Financing Task Force under the chairmanship of the Director for 
Policy, Planning, Monitoring and Evaluation of the MoH. The Task Force was to 

                                              
7  PHRplus is an organisation funded by the United States Agency for International Development (USAID) 

as an attempt to address the growing inequality in healthcare access. 
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advise the government on how to develop appropriate health insurance legislation 
and finance it. 

The NHIS was a major policy shift in health financing therefore, experts in the 
field, service providers and all Ghanaians keenly followed the development of the 
programme. This explains why the NPP (the main opposition party) capitalised on 
the NDC’s inability to institute a national health insurance and included the NHIS in 
their manifesto for the 2000 general election. Many social commentators described 
the policy-making policy as full of wrangling and political rhetoric (Rajkotia 2007, 
Agyepong & Adjei 2008) and being dominated by “trusted and close political 
associates” of the government (Agyepong & Adjei 2008: 55). This led to the 
resignation of several members of the Task Force so that by the end of 2002 only 
one original member remained. Nevertheless, the NPP government was determined 
to implement the NHIS before the general elections in December 2004, so they put 
the bill before Parliament one week prior to their recess in July 2003 (see Agyepong 
& Adjei 2008). This drew various reactions from individuals depending on which 
political side they belonged to. Notwithstanding the bickering in and outside 
Parliament in protest, the bill was passed as a new National Health Insurance Law 
(Act 650)8 under a certificate of urgency in 2003 (Government of Ghana 2003). The 
NHIS became operational in March 2004, and District Heath Insurance Schemes 
(DHISs) were established in all districts in the country by the end of 2005. The goal 
was to replace cash-and-carry systems, correct the inequity in access to healthcare, 
and protect people (especially the poor) from the high costs of healthcare services. 
Though the Act enjoins every Ghanaian to belong to an insurance scheme, the 
individual does not suffer a penalty for not enrolling. 

The NHI Act established three main health insurance schemes: 

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

Structure of the National Health Insurance Authority 

The Act established the National Health Insurance Council, now Authority (NHIA), 
as a governing body that is headed by a Chief Executive Officer (CEO). The Act 
gives the President of Ghana the sole power to appoint the chairperson and members 
of the Council (Government of Ghana 2003). As an implementing agency of the 
NHIS, the NHIA is responsible for policy planning, monitoring and evaluation of 
DHISs. It has the following structure: 

• The National Health Insurance Authority (NHIA) 

                                              
8  The NDC walked out of Parliament in protest against the passage of National Health Insurance Bill. 
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• The National Health Insurance Secretariat 
• Regional Offices 
• District Health Insurance Schemes 

Since the healthcare system’s preparedness for the smooth beginning of the NHIS 
was critical, the criteria for healthcare facilities for accreditation9 to operate under 
the NHIS were specified in the National Health Insurance Regulations (NHIRs) 
2004 (LI 1809). The NHIA grants accreditation to both public and private healthcare 
providers and monitors their performance. It also administers the National Health 
Insurance Fund (NHIF), which includes: 

• 2.5 per cent Value Added Tax (VAT) 
• 2.5 per cent SSNIT contribution of formal sector workers as their premium 
• Premiums from non-SSNIT contributors in the formal sector and informal 

sector 
• Money allocated to the NHIF fund by Parliament 
• Income from investments by NHIA, donations and gifts. 

The NHIA pays service providers from the fund. It also makes proposals to the 
MoH for policy formulation (such as reviews of the NHIS drug list) and sets tariffs 
and benefits for subscribers in consultation with stakeholders. 

Regional managers, who serve as links between the NHIA, DHISs and healthcare 
providers, run NHIA regional offices. They monitor and supervise DHISs’ opera-
tions and provide technical support for capacity development and claims manage-
ment. The District Health Insurance Assembly supports the Board of Trustees to 
appoint the management team to handle the day-to-day administration of DHISs. 
The functions of the Board are enforcement of the constitution and budget approval. 
The Board also checks the DHISs’ operations and the financial accounts. The Board 
was dissolved in January 2009 and its functions were taken over by a Caretaker 
Committees.10 The management team consists of the scheme manager, accountant, 
management information system manager, claims manager, publicity and marketing 
manager (popularly called public relations officer, PRO) and the data entry operator. 

                                              
9  To qualify for accreditation, a healthcare facility must have: operated for at least six months, a good 

record in healthcare services delivery and the required human resources, equipment, physical structures 
and other requirements set by the NHIA. There must be acceptance of quality assurance standards and 
payment mechanism and adoption of the referral protocols, practice guidelines and health resource-
sharing arrangements of the schemes as approved by the NHIA. Also, health facilities seeking accredita-
tion must have their own formal quality assurance programme, respect the rights of patients, adhere to 
information system requirements, have a reporting mechanism and maintain accurate client records, 
results and cost of services rendered. The healthcare facility must comply with all corrective actions to 
ensure quality of service and agree to allow inspection of facilities and financial and other records relevant 
to health insurance (National Health Insurance Regulations 2004). 

10  The Caretaker Committee consists of the District Coordinating Director, the District Finance Officer, a 
representative of the NHIA from the regional office and the DHIS manager. 
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The DHISs mobilise revenue from informal sector workers, and recruit and train 
collectors who collect premiums from informal sector workers and undertake 
education about health insurance in the district. For efficient operations, each DHIS 
was expected to be divided into Health Insurance Communities and a Community 
Health Insurance Committee (CHIC) formed to oversee the collection of premiums 
and registration fees and to ensure that monies collected are deposited in the District 
Health Insurance Fund. The CHIC members are meant to be selected from the 
community and include a chairman, secretary, collectors, PRO and a member. 
However, the few CHICs that were set up collapsed soon after formation due to lack 
of financial support. Other DHISs never set up these communities and committees. 
Only the collectors were active in the communities at the time of data collection. 

Features of Ghana’s National Health insurance Scheme (NHIS) 

The NHIS is unique in the sense that unlike other schemes in African countries, such 
as Benin, Rwanda, Senegal and Tanzania (Chankova et al. 2008), it is a fusion of 
elements of both the social health insurance scheme (SHIS)11 and community-based 
health insurance scheme (CBHIS)12 models to ensure nation-wide coverage of 
formal and informal sector workers. Thus, the NHIS is the first scheme in Africa 
initiated by a government with a centralised authority and national coverage. With 
the NHIS, residents in a district (local government administration area) prepay for 
healthcare services under a united nationalised system of service provision and 
financing determined by the NHIA. The DHISs operate under a decentralised 
administration with some level of operational autonomy. 

Though enrolment in the NHIS is meant to be compulsory, in essence, it is volun-
tary and based on a mutual or participatory model in which the NHIA functions as 
the insurer. In this model, an insurer collects contributions from members or 
households and pays service providers. As a third party, it protects the contributors’ 
interest by ensuring good quality of care and negotiates both benefit packages and 
the cost of care (Criel 2000, Ekman 2004). The NHIS is run on the basis of the 
household as the unit of registration; children are registered under at least one parent 

                                              
11  SHISs take many forms. They are usually set up with government funds as part of social security systems 

and are compulsory. Premiums are generally subsidised by the government and applied to formal sector 
workers with pre-defined payments (related to their income) by employer and employee rather than risks 
with specified benefits. The advantages include: coverage for more people, regular flow of funds into the 
scheme and protection of patients’ rights. The greatest disadvantage is the exclusion of the poor since the 
insurance is usually biased towards urban areas and government employees while neglecting the rural and 
informal sector workers (Con &Walford 1998, Atim 1998). 

12  CBHISs are normally locally based and often found in rural areas. They cover both rich and poor informal 
sector workers and have a very strong social solidarity function (Atim 1998). Though CBHISs have failed 
to meet their intended objectives due to poor design and implementation, they stand a better chance of 
improving healthcare access for the poor than user-fees (see Bennet & Gilson 2001) and of reducing the 
gap between the poor and the less poor (De Allegri & Sauerborn 2007). 
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or guardian. Furthermore, unlike many other schemes that depend mainly on cross-
subsidisation of contributions from formal and relatively “better off” informal sector 
workers to subsidise the contribution from the poor, the NHIS is also dependent on 
2.5 per cent value-added tax specifically introduced to support it. The NHIA also 
sets a minimum premium level13 for non-SSNIT formal and non-formal sector 
workers determined by economic groups. It provides an exemption for vulnerable 
groups. The rationale is to ensure that NHIS does not become an unequally distrib-
uted national resource and to minimise the exclusion of vulnerable people while 
helping the government fulfil the vision of providing equitable and sustainable 
quality healthcare as a model for poverty reduction (National Health Insurance 
Authority 2008). Vulnerable groups include: the aged (70 years and above and 
SSNIT pensioners), indigents, and children below 18 years (if at least one of the 
parents is registered) (National Health Insurance Regulations 2004). Pregnant 
women were subsequently added to the exempt group under a special safe-
motherhood initiative. Everyone, except pregnant women, pays a registration fee 
and wait for a three-month mandatory period before accessing services. Member-
ships are renewed annually. However, it must be noted that since 2010, children 
below five years of age do not have to be registered in concert with their parents or 
guardians and their waiting period has also been waived. 

The Act specifies a minimum package that covers 95 per cent of diseases reported 
in health facilities in Ghana and requires no co-payment. The insurance covers 
healthcare services at all levels except the following: 

• Rehabilitation other than physiotherapy; appliances and prostheses; cosmetic 
surgery; HIV retroviral drugs; assisted reproduction; echocardiography; pho-
tography; angiography; orthoptics; kidney dialysis; heart and brain surgery 
other than those resulting from accidents; cancer treatment other than cervical 
and breast cancer and organ transplant, VIP wards and treatment abroad 

• Non-listed drugs 
• Medical examinations for visas, employment and admission to academic insti-

tutions etc. 
• Mortuary service (National Health Insurance Authority 2008). 

It is worth mentioning that among the three schemes established by the NHI Act, 
only the NHIS has been embraced by most Ghanaians. This could be because of the 
low premium levels due to the significant governmental financial support and 
subsidy for enrolling vulnerable groups. These are features that were not applicable 

                                              
13  A minimum premium paid by the poor is about GH¢ 14 [about US$10], middle income earners pays GH¢ 

22 [about US$15] and maximum of GH¢ 48 [about US$30] is paid by the very rich per adult household 
member per annum in addition to GH¢ 4.00 [US$2.5] as a registration fee. 
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in the other two schemes. As a result, the private mutual health insurance schemes 
died a natural death since they could not mobilise adequate resources from the 
private sector to sustain their operations. The private commercial schemes on the 
other hand, continue to exist, but cover less than one 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 agency model. The MoH is responsible 
for policy making, sector oversight and coordination and is headed by the Minister 
of Health. The Ghana Health Service (GHS) is the implementing and regulatory 
agency responsible for public sector service delivery and controls all healthcare 
professionals. The GHS is headed by a Director General of Health with autonomous 
power to administer health services. 

 
 

Figure 1.2 The structure of the Ghana Health Service 

National level

Regional level

District level

Sub-district level

Community level

• Ghana Health Service Council
• Office of the Director General and Deputy 

Director General
• Eight National Divisional Directors 

• Supported by Regional Health Management Teams
• Regions are headed by 10 Regional Directors of 

Health Services
• Regional Health Committees

• All 170 districts are headed by District Directors of Health 
Services

• Supported by the District Health Management Teams
• District Health Committees
• Sub District Health Management Teams

Represents the 3 administration levels

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

The GHS is governed by the Ghana Health Service Council, which recommends 
healthcare delivery policies and programmes to the Minister of Health and advises 
him or her on posts in the service. In addition, the Ghana Service Council promotes 
collaboration between the MoH, teaching hospitals and the GHS. The three teaching 
hospitals located regionally (in Accra, the capital city located in the Greater Accra 
Region; in Kumasi, the capital of the Ashanti Region; and in Tamale, the capital of 
the Northern Region) are autonomous and used as referral facilities. 

At the regional level, there are Regional Health Directorates managed by Region-
al Directors of Health Services and services are delivered at the regional hospitals, 
which are the final referral point within the regions. At the district level, the District 
Director of Health Services (DDHSs) heads the District Health Directorate (DHD) 
that supervises all health facilities in the district and provides support to the sub-
districts. All but the newly created districts have a district hospital that serves as 
referral point in the district. The sub-district also provides preventive and curative 
services and supervises health centres, health posts, community-based health 
planning and services (CHPS)14 under their area of control. At the community level, 
basic preventive and curative services for minor illnesses are addressed at health 
post and CHPS compounds. Although the majority of health facilities in Ghana are 
public, there are a significant number of faith-based (mainly Christian Health 
Association of Ghana15) and private facilities owned by institutions and individuals 
throughout the country. 

Under the NHIS, healthcare is obtained within an approved network of providers: 
all public health, faith-based, quasi-government and some private facilities. In 
addition, some private pharmacies and chemist shops are also approved. The 
 

                                              
14  CHPS is a national programme of community-based care provided by resident nurses who are referred to 

as community health officers. CHPS, introduced in 1999, reduces barriers to geographical access to 
healthcare and provides basic level preventive and curative services for minor ailments at the community 
and household levels (Nyonator et al. 2005). 

15  The Christian Health Association of Ghana (CHAG) is a non-governmental organisation that brings 
together churches that provide health services. CHAG is the second largest provider of health services in 
the country (about 42% of care in Ghana is delivered by the 183 member institutions, including district 
hospitals), and is predominantly located in rural and underserved communities throughout the country. 
CHAG’s ultimate goal is to improve people’s health status, especially the marginalised and the poor in 
fulfilment of Christ’s healing ministry and to help translate the government’s policy of ensuring equity in 
access to healthcare through the NHIS (see also http://www.chagghana.org).  
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Figure 1.3 Ghana Health Service healthcare services by level 

• Curative services are delivered at the regional hospitals and public health 
services by the District Health Management Team (DHMT) as well as the 
Public Health division of the regional hospital. 

• The Regional Health Administration or Directorate (RHA) provides 
supervision and management support to the districts and sub-districts within 
each region.

• Curative services are provided by district hospitals many of which are mission or 
faith based. Public health services are provided by the DHMT and the Public 
Health unit of the district hospitals.  

• The District Health Administration (DHA) provides supervision and 
management support to their sub-districts.

• Both preventive and curative services are provided by the health centers as 
well as out-reach services to the communities within their catchment area. 

• Basic preventive and curative services for minor ailments are being 
addressed at the community and household level with the introduction of 
the Community-based Health Planning and Services (CHPS).

• The role played by the traditional birth attendants (TBAs) and the 
traditional healers is also receiving national recognition.

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

 
 
LI 1809 mandates that the first point of access to healthcare under the NHIS should 
be a primary healthcare facility that includes community-based health planning and 
services (CHPS), health centres, district hospitals, polyclinics16, quasi-public 
hospitals, private hospitals, clinics and maternity homes. However, where the only 
facility in the community is a regional hospital, it is also considered a primary 
healthcare facility. 

Health providers operate under contract with the NHIS and are paid a predeter-
mined tariff based on a diagnostics-related structure for all service providers. Claims 
are made within specific guidelines for reimbursement. The National Health 
Insurance Regulations (NHIRs) oblige health providers to apply and pass renewable 
accreditation appraisal to qualify for service provision. This requires that healthcare  
 

                                              
16  A polyclinic is the urban version of a health centre and usually larger, Polyclinics are found mainly in 

metropolitan areas, manned by physicians and offer more comprehensive healthcare services. 
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Figure 1.4 Ghana Health Service facilities 

Health Centre (rural)

Medical Assistant and staffed with 
programme heads in the areas of midwifery, 

laboratory services, public health, 
environmental, and nutrition. Each health 

center serves a population of approximately 
20,000. They provide basic curative and 

preventive medicine for adults and children 
as well as reproductive health services. They 

provide minor surgical services such as 
incision and drainage. They augment their 
service coverage with outreach services and 
refer severe and complicated conditions to 

appropriate levels

Polyclinic (urban)

Polyclinics are usually larger, offer a more 
comprehensive array of services, are manned 

by physicians, and can offer complicated 
surgical services. 

District Hospitals

are the facilities for 
clinical care at the 

district level. District 
hospitals serve an 

average population of 
100,000–200,000 
people in a clearly 

defined geographical 
area. The number of 

beds in a district 
hospital is usually 

between 50 and 60. It 
is the first referral 

hospital and forms and 
integral part of the 

district health system.

Regional 
Hospitals

 
 
 
providers are professionally qualified and have adhered to the quality assurance 
programme set by the GHS. The NHIA also applies a performance-monitoring 
system that involves periodic inspection of health facilities, data collection for 
service rendered to determine the cost and effectiveness of service, and adherence to 
accepted and known standards of healthcare practice (National Health Insurance 
Regulations 2004). 

Research objective and questions 

Research objective 

The main objective of this study (as the anthropological component of the larger 
project, ‘Reaching the poor in Ghana’s NHIS’) is to explore if and how problem-
solving groups (PSGs) can increase enrolment in the NHIS and help retain members. 
The use of PSGs to identify barriers to enrolment and design and implement 
interventions aims to encourage stakeholders to adopt an open and critical posture 
needed to address NHIS implementation challenges at the level of the community, 
health facility and DHIS as well as improve NHIS coverage. 
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This study provides information on how the multi-stakeholder problem-solving 
programme (MSPSP), a bottom-up participatory intervention approach can be used 
to influence people to enrol and stay in the NHIS. It seeks to add to the knowledge 
base of how to effectively engage key stakeholders to address the challenges of 
public policies. This study also provides information that can guide other developing 
countries struggling to expand SHISs and CBHISs coverage. Conclusions drawn 
from this pilot study might make the MSPSP attractive to policy makers in Ghana 
and allow for nationwide scale-up. This work is also expected to prompt further 
research in the field. 

Research questions 

The central question this study addresses is: How effective are PSGs in increasing 
NHIS enrolment and retention of members? To answer this question, this study 
focused on both the process and outcome of the MSPSP and posed the following 
questions: 

• What factors influence enrolment in the NHIS and non-renewal of member-
ship? 

• What are the processes involved in setting up PSGs? 
• How do PSGs identify barriers, and develop and implement intervention activ-

ities? 
• What factors enhanced problems-solving groups’ achievements? 
• What are the outcomes of PSG intervention activities? 

Each empirical chapter in this study focuses on one of the above questions. The 
study presents the process and attendant activities of creating PSGs as well as the 
intervention implementation process and outcomes. The work is based on the 
assumption that many stakeholder collaborations are not successful because they do 
not follow a rigorous process of recruiting members and effectively engaging them 
to identify and implement locally tailored solutions to achieve a maximum impact. 

Significance of the study 
We have done everything possible since the introduction of the scheme to get people insured. 
But the people are difficult and will not register. Some will register and will not renew their card 
until they are sick, then they come to worry us. We always educate them on the benefits of 
health insurance and the need to regularly renew their card. 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 I had with Henry, a District Health 
Insurance Scheme’s (DHIS) public relations officer (PRO), when I went to register 
my mother in the NHIS, a year before the start of this study. His lamentation about 
the limited progress in expanding NHIS coverage can be summarised with an 
expression in Akan as follows: “Sԑ wotwԑ ahoma na sԑ ԑmma a, na biribi kura mu” 
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(If you are pulling a rope and it does not come, there is something holding it back). 
In the context of this study, the expression highlights the need to explore what is 
holding back the DHISs’ ability to improve NHIS coverage to appreciable levels 
and retain members. 

Since health is a merit good, the government introduced the NHIS to ensure that 
all Ghanaians had optimal healthcare. Despite the significantly subsidised premi-
ums, evidence shows that NHIS enrolment is low. In 2008, the Ghana Demographic 
and Health Survey found that a high proportion of men (70%) and women (60%), 
aged 15-49 and 15-59 respectively, were not covered by health insurance (Ghana 
Statistical Service et al. 2009). Although health insurance premium exemptions in 
general were shifted from a health facility-based system plagued with implementa-
tion problems (see Nyonator & Kutzin 1999, Garshong et al. 2001, Badasu 2004) to 
a national health insurance-based exemption, the latter also appears to exclude the 
core poor population (Aikins & Arhinful 2006, Witter & Garshong 2009, MoH 
2008). Unfortunately, it appears that very few people benefit from the NHIS 
premium exemption. 

Bitran & Giedlon (2003) reviewed health insurance exemptions in low-income 
countries (Kenya, Ghana, Zimbabwe, Indonesia, Thailand, and Chile) and concluded 
that they all have problems with eligibility criteria. Thus, the DHISs’ failure to reach 
the majority of Ghanaians, especially the core poor, despite granting them premium 
exemptions, undermines the objective of the NHIS policy. This is a critical issue that 
needs to be explored in a period when the government of Ghana is making frantic 
efforts to reach the health-related Millennium Development Goals (MGDs) using 
the NHIS. 

This study goes beyond the scope of most studies that focus on one stakeholder 
and often use only quantitative methods (Asante & Aikins 2008, Basaza et al. 2008). 
This research used ethnographic methods to engage local NHIS stakeholders to 
explore and address barriers to enrolment and retain members. An effective investi-
gation that included all stakeholders was required. Thus the multi-level approach 
made it possible to assemble the findings into categories and provided evidence that 
captured the ‘whole story’ of low NHIS enrolment and retention rates. The findings 
also provided in-depth information about the interplay of barriers at the community, 
health provider and DHIS levels; therefore, we now have a better understanding of 
how each stakeholder’s actions affect the people’s health insurance decision-
making. 

The NHIS is a new payment mechanism for healthcare services and this creates a 
new relationship between insured patients and health providers with attendant 
challenges. This study explores this new relationship and provides an ethnographic 
account of the patients, and providers’ experiences. The NHIS was introduced 
within a historical context that made it an inherently political intervention. This 



 

 

17 

study also explored how the politics surrounding the introduction of the NHIS 
affected people’s decision to enrol or not and the work of DHISs. 

In the social sciences, approaches that engage stakeholders to share ideas and 
carry out intervention activities have been found to be helpful in solving social 
problems (Van der Geest 1990, Tones & Green 2004). Unfortunately, the use of 
stakeholder input at the local level to explore the challenges of public policy 
implementation has not been explored much in Ghana. As rightly pointed out by 
Lasker & Weiss (2003), collaborations where community stakeholders and members 
are only asked to provide feedback and input about their plans do not produce the 
best result for solving community problems. Thus, the effective engagement of 
stakeholders from the onset of a programme like the NHIS is more likely to address 
the challenges, since the local stakeholders have a better understanding of the local 
context and what works best for them. Also, using the MSPSP’s approach and 
examining the views of participants involved in the intervention while exploring 
contextual factors provides a rigorous interpretation of the situation. 

Finally, stakeholders’ intervention studies in health financing, especially to im-
prove enrolment in SHISs, are scarce. This study generated evidence to show that it 
is feasible to engage stakeholders of the NHIS to improve coverage and make a 
valuable contribution regarding how to stimulate enrolment and retain members. 
Also, analysing PSG members’ and stakeholders’ participation in an intervention 
provides information about factors that might elicit cooperation and sustain com-
mitment as well as identifying who should lead such efforts. The MSPSP, therefore, 
provides an evidence-based intervention and shows how stakeholders at the local 
level can be mobilised to develop and carry out interventions that address public 
policy implementation challenges. This approach contributes to the theory and 
practice of a stakeholder-collaborative intervention and provides a useful framework 
to guide the NHIA, DHISs and other institutions managing similar schemes in low-
income countries for addressing the difficult task of expanding and retaining 
members to translate the goal of ensuring equity in access to healthcare into reality. 

Theoretical framework and concepts 

The theoretical orientation of this study is situated within critical medical anthropol-
ogy, which advocates for stakeholder engagement to respond to problems with 
interventions (Singer 1989, Scheper-Hughes 1990). In response to criticism that 
medical anthropologists have failed to contribute to solving mankind’s problems 
(Kiefer 1971) and lacked accountability to the researched (Glasser 1988), medical 
anthropologists began to consider that the discipline has both a professional and 
moral obligation to reveal, discuss and address broad socio-economic, cultural and 
political contexts in which health inequities are manifested (Farmer 2005, Scheper-
Hughes 1992). This also addressed the concern that medical anthropology had too 
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restrictive a focus on the micro-level (Singer 1989). Others added that decision-
making without considering what happens at local levels effectively misses a 
majority of people whose lives are affected by those policies (Van der Geest et al. 
1990, Press 1990). These authors argued that traditional anthropologists who 
confine themselves to one level when studying a phenomenon gain limited infor-
mation, since important factors at other levels may be overlooked. 

In this study, the theoretical concepts of a multi-level perspective as well as resil-
ience and trust were chosen based on the principles that the NHIS was introduced as 
a social development agenda that required the effective engagement of implementers 
and targets of the policy to identify and address implementation challenges. The 
collaboration must be based on trust to enable the group to work effectively to 
improve confidence in the NHIS and ensure the goal of strengthening patients to 
manage the adversities of ill health is attained. These concepts are intertwined and 
provide an in-depth understanding of NHIS coverage and the outcome of a multi-
stakeholder problem-solving programme. The concepts are explained and the 
background of each is discussed to provide a theoretical introduction to the empiri-
cal chapters. 

Multi-level perspective 

The multi-level perspective (MLP) departs from the early medical anthropology 
perspective, which often excluded a wider context of stakeholders’ experiences in 
analysing healthcare issues (Baer et al 1986). The MLP approach emphasises that to 
understand a phenomenon, information should be gathered from actors and events at 
various levels of a social organisation. This will enable the researcher to provide a 
comprehensive description of the phenomenon, give a more credible explanation 
and draw more convincing conclusions. Proponents of the MLP argue that macro- 
and micro-level processes and structures as well as actors’ varied interest interact to 
affect a phenomenon (Van der Geest et al. 1990, Press 1990). The MLP is thus 
based on the assumption that: 

Developments at the various levels are linked to one another and that the nature of these linkages 
has to be studied in order to understand properly what takes place at a specific level. The word 
‘level’, a metaphor, refers in particular to the international, national, regional and local tiers of 
social organisation (Van der Geest et al. 1990: 1026). 

Regarding healthcare issues, the MLP is used as a tool to explore and explain 
actors’ interest, behaviour and power relations and how these affect the outcome of 
policies and programmes. Press (1990) was concerned about the inequality of 
medical resources and the control of Western biomedicine over local medical 
systems, especially in countries with limited resources. He asserted that both 
patients and clinicians tend to have disparate values and behavioural characteristics 
that may not be fully understood or explained through a model that gives excessive 
weight to a ‘single element’ of a ‘single actor’ compared to one that uses a ‘multi-
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level’, ‘multi-element’ approach (Press 1990: 1001-1002). Press put nationalism, 
Islam and Christianity at the top of the social organisational ladder. Communities 
and sub-systems were next. Finally, at the individual level were the worldviews of 
participants in a clinical interaction. In general, Press proposes a multi-level ap-
proach to counter a ‘mono-focal’ approach to provide a causal explanation of a 
phenomenon (1990: 1002). For the MLP, the theoretical assumption is that various 
actors on multiple levels are involved in a policy or programme and have their own 
interests that determine how they react. The MLP thus highlights how these interests 
guide the actors’ beliefs and actions and why they may clash with those who have 
other interests. 

The MLP also considers that ideas and events that affect a phenomenon are not 
uni-directional. The influence of these ideas and events can be from higher to lower 
levels and vice versa or even be circular (Van der Geest et al. 1990: 1026). As will 
be seen later in this book, actors’ dissenting views during the implementation of the 
NHIS policy-making process transcended from the MoH to the remotest community 
in Ghana and drew distinct reactions from various people depending on their 
political affiliation. Those who saw the NHIS as a governmental political tool to 
retain power prevented DHISs’ staff from promoting the scheme and discouraged 
people from enrolling. This means that actors at the lowest level can also influence 
reactions to a policy and undermine implementers’ efforts. 

Van der Geest et al. (1990: 1025) argued that with growing state intervention in 
rural societies and the increase of global economic interdependence, researchers 
who confine their work to one level gain only a one-sided perspective on a phenom-
enon. They emphasised social phenomenon studies should be linked to all levels of 
social organisations and called it ‘linkages perspective’ (1990: 1026). The authors 
referred to the ‘linkages’ as: “Some form of communication transmitted by man or 
by material means and moving from one level to another” (Van der Geest et al. 
1990: 1026). 

The MLP also considers that linkages take place across time. Thus considering 
the historical development of a phenomenon ensures a deeper understanding and 
helps to provide a better explanation than focusing only on the present. As shown in 
the empirical chapters, events leading to the introduction of the NHIS and the 
policy-making process affected how stakeholders reacted to it and had consequences 
for acceptance. 

These points indicate the potential benefits of the multi-level perspective (MLP) 
for anthropological work. I used the MLP as a conceptual and methodological tool 
to guide this study. The MLP provides an appropriate framework to help conceptual-
ise the NHIS as a health financing policy that involves various actors at multiple 
levels of the health system. As will become apparent in the empirical chapters, 
policy makers, implementers and community members have varied interests in the 
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NHIS that determine their behaviour and practices, which often conflict with policy 
goals and make it difficult to achieve the goal of universal coverage and ensure 
equity in access to healthcare. The nature of these interactions and subsequent 
effects are complex and can only be fully understood by exploring what happens at 
all the levels. I will thus use the MLP to unearth various types of linkages to capture 
the varied interests, beliefs and practices as well as contextual factors that affect 
enrolment in the NHIS and retention of members. This will help provide in-depth 
information that reflects stakeholders’ worldviews about the NHIS and give credible 
explanations to the persistent low enrolment and retention rates. 

Methodologically, the MLP provides a useful tool that will help achieve the goals 
of the multi-stakeholder problem-solving programme (MSPSP) to be instituted by 
this study. I thus posit that engaging local stakeholders at multiple levels in the 
MSPSP (rather than focusing on a single level or stakeholder) has the potential of 
producing the synergy needed to get to the root causes of barriers and develop 
appropriate intervention activities that can address their varied concerns. It will also 
help develop implementation strategies to reach all targets 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 examine why Primary Healthcare 
(PHC) did not work in many countries as intended though it was unanimously 
approved at a WHO meeting in Alma Ata, Kazakhstan, in 1978. They show how 
national governments, health professionals and community members had conflicting 
interests in the PHC. Governments were interested in the PHC because it could 
provide cheap healthcare services and advance their political interest. Health 
professionals disliked PHC because of a lack of financial opportunities and local 
communities often saw it as inferior healthcare. The authors’ study thus provided a 
comprehensive explanation why PHC’s goal of providing health for all by the year 
2000 was not achieved. Twelve years after the PHC deadline of providing health for 
all by the 2000, many countries still have poor health indicators. 

Kinsman (2008) employed the multi-level approach to evaluate HIV/AIDS inter-
vention programmes in Uganda and showed that policy change can come from both 
higher and lower levels and vice versa. His study showed how national- and local-
level actors involved in the provision of anti-retro virus (ARV) medications resisted 
scale-up because it was not in their interest. At the national level, some actors feared 
a loss of authority and financing in other areas of AIDS control in which they were 
important players. At the local level, there was discomfort when some of the best 
doctors moved into ARV provision and about the negative effects this had on other 
aspects of the health system. The doctors’ interests were prioritised above saving 
dying patients. Kinsman shows that the doctors’ interests were eventually given up, 
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though reluctantly, and the government was forced to change their policy when 
cheap generic drugs were imported into the country by a private organisation. This 
indicates how a major policy change can emanate from lower to higher levels. 

Although Agyepong & Adjei (2008) did not explicitly mention the MLP, they 
demonstrate that interests of actors involved in the NHIS policy making process 
weakened the checks and balances needed to protect the reform processes. They 
illustrate how the government’s interest in the need to prove the regime’s legitimacy 
along with the technocrats’ and bureaucrats’ desire to maintain scientific integrity 
and political neutrality did not result in the best policy choices. Their paper revealed 
the need to effectively engage key stakeholders in defining and addressing the 
challenges of a new policy to ensure attaining the goals. With the concept of 
conflicting interest in mind, one can see how actors’ interests often undermine the 
policy making process so explanations of low enrolment must not only be sought at 
the community level, but also at the national level. In addition, events during the 
policy making process must also be considered. 

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

Challenges when using the MLP 

The concept of the MLP and results from studies that used it as presented above, 
indicate its value for anthropological research and intervention studies. But the 
approach has challenges. The most difficult is the methodological requirement of 
research being performed at multiple sites using several data sources. This usually 
involves significant travel, making the research expensive, time-consuming, and 
complex compared to studies that focus on a single level or one stakeholder. 

Another challenge is that although intervention programmes can be well designed 
and theoretically grounded, the natural settings of the social context, implementers 
and targets can be more varied than initially expected. This increases the linkages to 
be explored and may lead to an expansion of the research focus to cover a wider 
context than initially planned further compounding logistical problems. However, 
the advantage to this approach is a more comprehensive explanation of the phenom-
enon, since significantly more interacting factors are captured. 
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The MLP, like many other anthropological perspectives, has been criticised for its 
complexity in data interpretation. The more data sources, the more difficult it is to 
determine relationships and draw conclusions. Duncan et al. (1998: 114) point out 
that the multi-level approach has great potential, but needs to be used cautiously. 
They argued that the model: “Opens up the possibility of interpretive confusion and 
overstatement of conclusions.” As seen later in this book, the difficulty in this study 
was the complexity of determining the most important factor or factors at each level 
or levels that had the greatest effect on NHIS enrolment and membership non-
renewal rate. This problem may be seen as a threat to the validity and generalisabil-
ity of the results, especially in the context of the effectiveness of randomised control 
trials. But, this is actually the reality of the NHIS intervention that involves a social 
phenomenon. When many factors interact, they become an asset instead of a threat 
to validity. The multiple factors help explain variations in the intervention’s out-
come. 

In summary, regardless of these difficulties, the MLP has the advantage of help-
ing reveal more hidden layers of information and produce results that more accurate-
ly reflect the reality than a focus on a single level or one stakeholder would have 
done. 

Resilience 

Resilience, as a concept, has been used for investigations in a number of disciplines 
such as ecology, climate, psychology and healthcare. For example, ecologists apply 
the concept to ecological systems to explain environmental sustainability despite 
exposure to adverse conditions. Violanti et al. (2000) define resilience in the field of 
trauma as a function of personal characteristics and the existence of community 
practices that help mitigate the consequences of adversity and maximise the poten-
tial for recovery and growth. In clinical terms, resilience is used to account for 
successful adaptations to ill health (Brown & Mueler 1970). According to Niehof 
(2008: 217) the concept of resilience overlaps with vulnerability and is socially and 
culturally embedded and shaped by emotions and personality characteristics. Niehof 
suggests that the ‘sources’ of resilience can be external (e.g. social support or 
financial help) as well as internal (e.g. psychic strength). 

In this study, I define resilience as the capacity to access resources that strengthen 
a person’s ability to regain health or adapt to a disease. Thus resilience does not 
mean ignoring feelings of stress nor does it necessarily remove stress, but rather 
resilience strengthens the patient to adapt positively to the condition and overcome 
the worst impact of disease. Despite the variation in the definition and use of 
resilience as a concept, it is generally defined across all disciplines as coping with 
adversity and the ability to ‘bounce-back’ (see Davis 1993, Niehof 2008, Van der 
Geest 2008). 
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Two main tenets of resilience are as follows: (1) an individual must first experi-
ence adversity that encompasses negative life circumstances, which makes him or 
her vulnerable, then resilience is developed to manage the stress and resume 
previous levels of functioning and (2) resilience is a function of internal strength that 
enables an individual to take action to utilise external support to produce sustained 
strength to recover from or adapt positively to an adverse condition. This conceptu-
alisation of resilience applies to my study because sickness is a stressful condition 
that needs both inner power and external support. People must make a choice to 
enrol in the NHIS to harness financial protection against expensive healthcare costs 
and in doing so, they are strengthened to prevail over the hardship and recover from 
the suffering that accompanies sickness and bounce back to normalcy or adapt to it 
and live positively with their condition. 

Studies have shown the relevance of both internal and external factors in the 
development of resilience. Van der Geest (2008) explored the experience of old 
people in Ghana who were confronted with declines in health and precarious 
economic conditions. He reports that although these conditions usually cause 
misery, his respondents accepted their adverse conditions, without giving in to 
bitterness, and adapted positively. One woman’s adaptive behaviour was attributed 
to her personal strength and family support. In a study of HIV/AIDS patients in 
northern Zambia, Wiegers (2008) observes that differences in responses to AIDS-
related adversity largely depend on resilience that is a result of social protection, 
economic support and access to ARV treatment. She contends that the individual’s 
ability to mobilise resources plays a role in determining whether resilience is 
developed or not. 

While I agree with the abovementioned authors that various external factors aid 
the development of resilience during ill health, I emphasise the economic factor 
because sickness diverts productive work and seriously impairs livelihoods, thereby 
increasing patients’ vulnerability. With the monetisation of healthcare, patients face 
a heavy financial burden (especially those suffering from chronic diseases); hence 
there is a need for economic support to recover from or cope with their condition. 
As Kitano & Lewis (2005) point out, poverty plays a key role in the lack of resili-
ence during ill health. In Ghana, support from extended family members who 
provide material and social support to sick people has dwindled or is no more 
(Kumado & Gockel 2003, Arhinful 2003). The nuclear family’s support is also lost 
due to the high cost of treatment. Poor patients are more vulnerable to the adversities 
of sickness due to a lack of access to healthcare or expensive healthcare payments. 
In Ghana, protracted sickness is usually interpreted as a curse resulting from wrong 
doing on the part of the patient (cf. Dapaah 2012). This often leads to the withdrawal 
of social and financial support even by nuclear family members, which causes 
considerable stress and weakens the patient’s resilience to manage the devastating 
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effect of the disease. From these perspectives, the NHIS as a support that is outside 
the family has become a critical factor in the development of resilience when sick. 

Considering one important focus of this study – reaching the poor in the NHIS – I 
use resilience to explain why people enrol and renew their membership in the NHIS, 
or do not. I use resilience to examine three main issues: (1) whether the NHIS 
strengthens patients not to succumb to adversities of sickness, but rather strive to 
regain their health or adapt to chronic diseases, (2) explain what happens to unin-
sured patients, especially the poor, (3) to identify factors that prevent people, 
especially the poor who need health insurance most, to manage the adversities of ill-
health by enrolling in the NHIS. I conceive the NHIS to be an external support that 
enhances people’s resilience and people must act and use their internal power to 
harness its potential benefits to manage ill health. 

The studies presented above, show the value of resilience in healthcare and health 
insurance research, but also present methodological challenges. As mentioned 
earlier, resilience is a function of inner strength and external support. The difficulty 
is that one has to also rely on the patient’s report to estimate their inner strength 
while developing resilience. This often depends on a person’s emotional state, which 
can fluctuate. As Van der Geest (2008) observes in his study, one respondent gave 
contradictory responses regarding her feelings about her adverse condition. Moreo-
ver, there are many external factors that can prevent people from developing 
resilience, so the difficulty is how to determine their resilience or lack of it. For 
example, how can the researcher estimate whether not enrolling in the NHIS is due 
to lack of inner strength or structural factors that prevented people from enrolling or 
remaining in an insurance scheme? 

I suggest that resilience in healthcare and health insurance is best measured 
through combining qualitative information with quantitative data. This gives better 
insight into whether health insurance is a resilience-enhancing factor or not and 
what factors account for the non-enrolment of people who need it most. Spending a 
significant amount of time interacting with key informants on several occasions 
makes it possible to reconcile the ambiguities in their narratives. Otherwise, the 
results could be understated or overestimated. This means that resilience cannot be 
accurately measured using only quantitative methods or even one-time interviews, 
since these techniques are often snapshots of before and after and likely to miss 
relevant information to give a credible account. These difficulties highlight the need 
to use resilience with caution in healthcare and insurance research and conclusions 
should be drawn with restraint. 

Trust 

In this study, trust will be used to: (1) explore the reasons for enrolling, not enrolling 
and remaining in the NHIS, (2) explore the basis for PSG members’ and stakehold-
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ers’ participation in the MSPSP. Trust is described as an optimistic expectation of 
honest behaviour by agents involved in a transaction based on the belief that the 
outcome will be beneficial to them. By and large, trust is used to explain the reasons 
behind actors’ behaviour towards one other and or institutions involved in a transac-
tion. Gambetta (2000) contends that trust in human relations is based on the expecta-
tion that they are likely to behave in ways that are beneficial or at least not harmful 
to them. 

In the social sciences, trust is classified in two ways: personalised trust and gen-
eralised trust (see Simmel 1990, Kääriäinen 2007, Gilson 2006). Personalised trust 
develops on the basis of experience and interaction with the other person who has 
proven worthy of trust. Generalised trust refers to trust in people and institutions 
whether we know them or have interacted with them or not. The main principle is 
that we expect others and/or the institutions to act in our interest. For example, 
institutions such as the church, police, health system and their employees are 
expected to protect our interest. Trust serves as a lubricant of social relations at 
various levels that ensures that society functions smoothly (Simmel 1990, 
Kääriäinen 2007). Simmel (1990) makes the strongest point about the value of trust 
contending that without general trust, society will disintegrate. 

In Ghana, people trust traditional leaders and the chieftaincy institution because 
they are considered to be the repository of traditional norms and values and are 
expected to act in ways that protect the community members’ interests. Community 
members see their chiefs and elders as trustworthy and rely on them to settle civil 
and some criminal cases such as land disputes, marriage problems and theft because 
they believe they will receive fair judgement. Trust also serves as the basis of 
support systems and networks such as pataase

17 and nnoboa
18. Trust thus ensures 

the survival of individuals and communities as a whole. However, there is also 
general distrust in some formal institutions because of past experiences with local 
mutual support schemes and inefficient enforcement of regulatory mechanisms to 
address corruption and ensure accountability among state officials (cf. Arhinful 
2003). 

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

                                              
17  Pataase is an association of mostly fishermen who come together to support each other in times of 

economic stress. They provide financial assistance to members. Their main focus is funeral costs of 
members or their close relatives. 

18  Nnoboa (support weeding) is a mutual help group. The name refers to local support networks formed by 
farmers to support each other on their farms. In these groups, trust and commitment to achieve individual 
and group objectives is the key principle. 
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concerning the patient. How they provide the services and interact with insured 
patients affects enrolment in the scheme. In the context of healthcare, Gilson (2003: 
1456) describes trust as “A strategic behaviour rooted in risk and expectations about 
how another person will behave.” She explains that trust ranges between complete 
trust and complete distrust and contends that effective healthcare requires not only 
care, but also a trusting relationship between providers and patients. Hall et al. 
(2001) also defines trust as an optimistic acceptance of a vulnerable situation in 
which a person believes that their interest will be considered by another person. 
They argue that illness makes patients vulnerable and so they need to trust a physi-
cian whose duty is to promote their interest by providing appropriate treatment. For 
health insurance, trust gives the insured assurance that he or she will be treated well 
when sick and influences him or her to enrol. Studies have revealed that trust and 
mistrust are based on multiple factors. Mechanic (1998) describes trust in health 
insurance in three dimensions: 

1. Patients’ trust in health providers, which is based on their previous experience 
with providers’ technical and interpersonal competence, that is, their ability to 
diagnose and treat illness and act in patient’s interest. 

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

3. Trust is generated by the control mechanism for legal enforcement of com-
mitment like contracts. 

Mechanic concludes that insurers can build a reputation of trustworthiness by 
demonstrating control over the healthcare process and their responsiveness to 
consumers needs, and ensuring quality healthcare. Schneider (2005), in his study of 
health insurance schemes in Rwanda, confirms Mechanic’s observation and adds 
that state authorities who join the same scheme and campaign for membership as 
well as supervise providers’ performances create trust-building structures. Thus 
health providers and insurers are expected to create a trustworthy relationship with 
the clients to stimulate enrolment; making trust an important element in health 
insurance decision-making. 

The above-mentioned conceptualisations and pre-conditions of trust are relevant 
for this study because individuals are potentially vulnerable to sickness, so they 
make a strategic decision to enrol in health insurance with the belief that the insurer 
will contract a physician to provide good quality healthcare services. In addition, the 
NHIS benefits stated in the policy are to regulate the behaviour of the insured, health 
providers and insurers. However, the NHIS’ inability to pay health providers 
promptly and provide insured patients with what is promised often creates distrust 
and discourages people from enrolling. I present a few examples of health insurance 
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studies that show the relevance of trust and mistrust in health insurance decision-
making. 

Arhinful (2003) reports that enrolment in insurance schemes in Ghana is based on 
trust and mistrust leads to non-enrolment. Some of his respondents indicated that 
they would not join a health insurance scheme because they had no trust in the 
scheme. He showed that the health facilities’ inability to meet insured patients’ 
expectations of good quality healthcare services discouraged other people from 
enrolling. Basaza et al. (2007) in their evaluation of two health insurance schemes in 
Uganda identified a lack of information, limited community involvement, and lack 
of trust in the management of the schemes as contributing to their underachieve-
ment. In a study of health insurance schemes in Rwanda, Schneider (2005) reveals 
that the companies often lack the capacity to bring about better quality of care and 
this negatively affects enrolment. He observes that providers’ interpersonal skills are 
one of the key factors in building trust in service providers. 

Given the objective of this study – to explore if and how problem-solving groups 
(PSGs) can improve NHIS enrolment and retention rates – my interest was to 
understand the pre-conditions of trust and distrust and their effect on enrolment. 
Therefore, I use trust and mistrust to assess two main issues: (1) to examine the 
reasons for low enrolment in the NHIS and retention rate, (2) to determine the 
approaches PSGs could adopt to improve trust and stimulate NHIS enrolment and 
retention of members. I used trust to analyse how people strategically take the risk 
of purchasing health insurance premiums based on the expectation that DHISs 
would issue NHIS cards promptly and health facilities would provide access to 
quality healthcare services. When the patient’s expectations are not met, there can 
be complete distrust and they do not renew their membership. Alternatively, the 
patient’s level of trust declines, but they still remain in the insurance scheme 
because it is better than accessing healthcare as an uninsured patient. 

Regarding the MSPSP, I assume that trust elicits cooperative behaviour and en-
sures the effective participation by members and stakeholders in the intervention. 
From this perspective, I use trust to examine factors that elicit cooperation among 
PSG members and stakeholders and sustain their commitment to the intervention 
while working together to achieve positive outcomes. 

Studies have shown that trust elicits cooperation among group members and leads 
to a commitment to achieve common goals (D’Amour et al. 2005, Henneman et al. 
1995, Gambetta 2000, Currall & Inkpen 2006). Gambetta (2000), in his analysis of 
the basis of cooperative behaviour, contends that trust facilitates collective action, 
and elicits cooperation. He suggests that trust is built through individual and group 
member’s attitudes (that contain information about their trustworthiness or mistrust) 
towards each other. Currall & Inkpen (2006), in their study about how trust evolves, 
reported that building trust follows an incremental pattern. According to the authors, 
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trust originates from one-on-one relationships among individuals, groups and 
organisations and evolves over time. During the development phase, one may first 
trust in small ways, observe whether the trust is upheld or violated, and then proceed 
with caution to develop trust in the group. This signifies that trust is built through 
constant interaction among those involved and maintained through conscious 
activities, such as effective communication and respect for each other’s views. Thus, 
although groups are formed by mutual consent, trust-based relationships need to be 
created and sustained to encourage individual members to remain committed to the 
group to ensure their effective participation in activities. Since my study involves 
engaging representatives from communities, health facilities and DHISs to form 
problem-solving groups (PSGs), I will examine how PSG facilitators build trust 
among group members and stakeholders to elicit and sustain their cooperation and 
commitment to the intervention. In this respect, I discuss trust as a factor that creates 
the synergy needed to enhance PSG activities and achievement of intervention 
goals. I argue that with trust, PSG members talk openly about their challenges and 
expectations without fear of intimidation. This reveals conditions that usually affect 
participation in group activities and intervention outcome and provides guidelines 
for developing effective intervention programmes to promote public policy. 

Despite the relevance of trust in helping understand enrolment in health insurance 
schemes and retention of members, assessing trust conditions might be difficult 
because other factors influence health insurance decision-making. For example, 
accepting the need to invest in health insurance influence enrolment and does not 
depend on trust or mistrust. However, respondents might not disclose other reasons 
for not enrolling or renewing their membership if they feel it might be embarrassing. 
As made apparent in the empirical chapters, respondents can give socially desirable 
responses that contradict their real motives for not enrolling and renewing their 
membership in the NHIS. Their real motives only emerged after further discussions. 
This means a methodological approach that provides the researcher the opportunity 
to delve into the key informants’ real motives and capture the non-verbal cues that 
add meaning to their expressions is required. This helps isolate trust-building factors 
and other factors that create mistrust and provide a more credible explanation for 
low NHIS coverage. 

Regarding participation in PSG activities, group members could have other inter-
ests apart from trust as the basis for their participation in collaborative groups and 
not necessarily the commitment to the programme objectives. This can only be 
revealed using ethnographic methods that create the opportunity to probe further 
why people participate or do not participate in group activities other than only 
relying on their expressions. This helps the researcher to carefully examine the 
participant’s narratives about the basis and conditions of trust before drawing 
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conclusions. Again, the participants’ level of trust cannot be measured through 
surveys or one-time interviews that risk capturing only socially desirable answers. 

Outline of the study 

The study is organised in nine chapters. Chapter one introduces the study and 
provides an overview of health insurance in Ghana and health service delivery under 
the NHIS. I state the study objective, research questions, and significance of the 
study. I also discuss the theoretical orientation of the study and explain the concepts 
that will appear in the book. The chapter ends with an outline of the book. The study 
design, relevant information about the study sites, data collection tools and analyti-
cal techniques are presented in chapter two. I conclude the chapter with a reflection 
on the researcher’s role as participant observer in the intervention group. 

Chapter three discusses barriers and enablers to enrolment in the NHIS and reten-
tion of members. It presents NHIS implementation challenges experienced by 
community members, health workers and DHIS staff and how they affect enrolment 
and retention rates. Attention is also given to the politics surrounding the introduc-
tion of the NHIS and the effect on enrolment. 

Chapters four, five and six focus on the MSPSP and the outcomes. Chapter four 
describes procedures followed in setting up the intervention group, PSGs and 
processes used to select members and facilitators. Chapter five discusses the tools 
and approaches that the PSGs developed to identify barriers to enrolment in the 
NHIS and retention of members, and the implementation of intervention activities. 
Chapter six presents and explains the outcome of the intervention. 

Chapter seven discusses factors that enhanced PSGs’ functioning while chapter 
eight examines factors that limited their efforts at improving enrolment and retention 
rates. 

Chapter nine concludes the book with a brief overview of the MSPSP and the 
theoretical reflection on the findings taking up the concepts of MLP, resilience and 
trust. I end the chapter with conclusions and recommendations regarding what could 
be done to improve NHIS coverage and retention of members and implications for 
further research. 




