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Summary y 

Thiss study is about how "the people" for whom social health insurance is planned in rural 
andd informal sectors of Ghana view formal and/or state-based health insurance. The study 
alsoo intends to determine how likely they are to participate in such a scheme. The central 
themetheme is to explore and provide insights into how sustainable community insurance schemes 
cann be implemented in Ghana, taking into account the local traditions of insurance/security. 
Itt explores and explains "missing links" between reciprocity and formal health insurance. 
Thee purpose is to contribute to the debate by a critical assessment of on-going state plans in 
pre-paymentt health care financing in order to offer suggestions for a more culturally 
sensitivee type of health insurance. 

Inn order to relate the outcome of the study to the health insurance policies and plans 
off  the state, health insurance initiatives in three administrative districts in Ghana were 
studied.. The three were all technocratic or provider driven schemes initiated out of the 
desiree to make health care accessible to the rural poor, but also to assure stable revenue for 
servicee to the provider. In one district, Nkoranza, a health insurance had been in existence 
forr ten years, in the Dangme West District such an insurance was in the process of being 
implementedd and in the Suhum Kraboa Coaltar District nothing but vague plans had been 
achieved. . 

Thee fieldwork was carried out in two phases. The first was an in-depth qualitative 
(exploratory)) phase; the second a short but wider quantitative (evaluation) survey. The 
qualitativee phase employed a combination of methods involving semi-structured interviews 
withh a sample of community members in each district. There were loosely structured 
formall  and informal in-depth interviews with policy makers and key health officials as 
welll  as community informants and focus group discussions with samples of community 
members.. It also included observations of encounters in the health care setting related to 
insurance,, observations of other community solidarity events such as funerals and the 
studyy of policy documents and records. During the evaluation phase the most relevant 
hypothesess from the exploratory phase were integrated into a short questionnaire and 
appliedd to a relatively larger sample of a littl e over 1000 respondents in two of the three 
districtss that had a functional scheme.1 

Altogether,, the specific questions explored during the two phases included: What 
weree the principles of the existing traditional forms of support in Ghanaian society, and 
howw do these operate presently in the family? What are the perceptions, values and 
limitationss of a formal voluntary risk sharing health insurance at the different levels of 
sociall  organisation, both among those who plan and implement insurance and among the 
communityy for which it is intended? To what extent can traditional solidarity as it existed 
inn small groups be scaled up in insurance schemes? Can voluntary insurance schemes 
improvee access to the poor in general and vulnerable members of the community? Would 
peoplee trust the nation state as the bursar of a voluntary health insurance initiative? 

11 The original proposal planned to carry out the survey in all three districts with the assistance of interviewers 
basedd on a targeted systematic random sample of+333 persons from the three districts making a total of 1000 
respondents. . 
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Findingss indicate that the opportunity to share risk through solidarity with others is 
perceivedd as a noble alternative to the disintegrating traditional system and inadequate state 
support.. However, risk sharing is not easily understood or accepted by people because 
unlikee the logic behind familiar local savings and credit scheme, the return of the 
investmentt to individuals in insurance is not always guaranteed. The most far reaching 
concernss that people have about community schemes are related to poor quality of health 
caree and services, which are manifested in poor staff attitude towards patients, favouritism, 
cheatingg and other negative misconduct and malpractices by health staff. 

Amongg the key findings, this study challenges the official policy assumption that rural 
householdss will participate in risk sharing insurance scheme because of their cultural affinity 
andd past experience with solidarity associations. In reality, instead of solidarity as the 
organisingg principle of policy makers, the underlying motive why people join insurance 
schemess is based on enlightened self-interest. Findings also question common assumptions 
thatt tend to associate the potentially positive influence of social capital in rural communities 
withh people's desire or willingness to share risk and thereby enhance health insurance. In 
practice,, the nature and social context of emerging district wide community health insurance 
schemess do not provide opportunities for the affirmation of social capital. The findings also 
stresss the irony of voluntary prepayment community schemes with regard to the most needy 
andd poor. Paupers and indigents are often the ones least likely to benefit because of their 
inabilityy to pay insurance premiums to use services at a later period. This attests to the 
lessonss of history that autonomous provisions of care always leave out a substratum of the 
poorestt community members. Another key finding is that, although people perceive the state 
ass more capable of providing the resources for setting up insurance schemes, they literally do 
nott trust it as a credible fund holder of insurance in light of perceived negative past 
experiencess with state bureaucracy, wanton official corruption and inadequate administrative 
andd financial monitoring in the public sector. 

Thee lessons of history in the genesis of voluntary mutual insurance in Europe in the 
19thh century indicate that the propensity for constant self-restraint and the deferral of 
gratificationn for the sake of more distant goals were compelled by social constraints 
towardss self-constraint. The obligation to cooperate in case of future adversity was 
achievedd through the pressure people exerted on one another by self restraint based on the 
recognitionn of their interdependence and the external effect of their actions on others. In 
thee emerging district wide voluntary insurance schemes studied here and their counterparts 
inn sub-Saharan Africa, however, the social restraint to self-constraint is very weak. 

Thiss situation in Ghana may be attributed to the fact that it is practically less easy for 
autonomouss public and/or voluntary institutions to exert the specific type of social pressure 
thatt members of families or traditional mutual associations use to encourage one another to 
restrainn spending for future adversity. Factors such as structural poverty and the influence 
off  global processes and accompanying "civilisation" {anibue in local parlance) on social 
relationss and local cultural practices even in the rural economy provide some of the 
explanationss for the existing situation. 

Whenn policy makers in Ghana plan health insurance they conceptualise it on the 
principlee of solidarity. However, for the individuals whose contribution makes the scheme 
operational,, their primary motivation to participate is the self-interest to cater for 
themselvess and their immediate relatives. Social health insurance as far as the people are 
concernedd is therefore about solidarity of self-interest. The notice that serves is that in 
orderr for them to participate, people's needs as stakeholders must be given the serious 
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considerationn it deserves. This is the lesson for policy makers in Ghana and other sub-
Saharann countries desiring to implement health insurance. 



Samenvatting g 

Dezee studie gaat over de vraag hoe de mensen in ruraal Ghana en in de informele sector 
vann dat land aankijken tegen een formele, van overheidswege georganiseerde 
ziekteverzekeringg en in hoeverre zij geneigd zijn aan zo'n verzekering deel te nemen. Het 
centralee onderwerp van de studie is te onderzoeken hoe men een duurzaam 
verzekeringsstelsell  kan opzetten, rekening houdend met lokale tradities van zekerheid en 
veiligheid.. De studie verkent and verklaart 'missing links' tussen reciprociteit en formele 
ziekteverzekering.. Doel is een bijdrage te leveren aan het debat hierover door middel van 
eenn kritische analyse van lopende plannen van de overheid betreffende een 
ziektekostenverzekeringg en het geven van suggesties voor een meer cultuur-gevoelige 
ziekteverzekering. . 

Voorr het onderzoek werden initiatieven voor een verzekeringsstelsel in drie 
districtenn bestudeerd en gerelateerd aan de beleidsplannen van de overheid. De drie 
voorbeeldenn waren alle technocratisch en opgezet vanuit de diensten met als doel 
gezondheidszorgg bereikbaar te maken voor de armen in rurale gebieden en een vast 
inkomenn te garanderen voor de zorginstellingen. In een district, Nkoranza, bestond sinds 
tienn jaar reeds een ziekteverzekering, in het Dangme West District werd aan het opzetten 
vann een verzekering gewerkt en in Suhum Kraboa Coaltar District was het alleen bij vage 
plannenn gebleven. 

Hett veldwerk is in twee fasen uitgevoerd. De eerste was een kwalitatieve 
explorerendee fase, de tweede, die slechts enkele maanden duurde, was een bredere 
evaluatievee enquête. Tijdens de kwalitatieve fase werd een verscheidenheid aan methoden 
gebruiktt waaronder half-gestructureerde interviews met dorpsbewoners in elk district. 
Formelee en informele interviews werden gehouden met beleidsmakers, gezondheidszorgers 
enn sleutelinformanten uit de lokale gemeenschap. Tevens werden er focus group discussies 
gehoudenn met selecties van dorpsbewoners. Daarnaast vonden observaties en 
ontmoetingenn plaats bij diverse gelegenheden die relevant waren voor het onderwerp van 
dezee studie: in gezondheidszorginstellingen en tijdens begrafenissen. Ook werden er 
rapportenn en andere beleidsdocumenten bestudeerd. Gedurende de evaluatie fase werden 
dee belangrijkste bevinden van de voorafgaande fase als hypothesen in een korte vragenlijst 
opgenomenn en voorgelegd aan iets meer dan duizend respondenten in twee van de drie 
districten.. Een district viel af omdat daar geen enkele vorm van ziekteverzekering in 
werkingg was. 

Dee belangrijkste specifieke vragen in de twee fasen van het onderzoek waren: Wat 
warenn de beginselen van de traditionele vormen van ondersteuning in de Ghanese 
samenlevingg en hoe functioneren die heden ten dage in families? Hoe kijkt men op 
verschillendee niveaus van sociale organisatie (beleidsmakers, uitvoerders en lokale 
bevolking)) aan tegen een formele, vrijwillig e ziekteverzekering; welke voordelen ziet men, 
welkee beperkingen? In hoeverre kan het traditionele systeem van solidariteit in de eigen 
groepp opgeschaald worden tot een wijdere ziekteverzekering? Kan een vrijwillig e 
ziekteverzekeringg de toegankelijkheid tot gezondheidszorg bevorderen voor armen en 
kwetsbaree in de samenleving? Vertrouwt men de staat als de beheerder van een dergelijke 
vrijwillig ee ziekteverzekering? 
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Dee bevindingen suggereren dat men de mogelijkheid om risico's te spreiden door 
solidariteitt met anderen als een nobel alternatief beschouwt voor het uiteenvallende 
traditionelee systeem en de inadequate zorg die de staat verleent. Tegelijkertijd blijkt echter 
datt men het idee van risico delen niet gemakkelijk begrijpt en accepteert. De reden is dat 
menn vreest dat de opbrengst van de investeringen niet uitgekeerd wordt, in tegenstelling tot 
watt men gewend is in lokale kleinschalige spaarsystemen. De grootste zorg die men echter 
heeftt ten aanzien van een verzekeringsstelsel heeft betrekking op de gebrekkige kwaliteit 
vann de medische voorzieningen: de negatieve houding van het personeel tegenover de 
patiënten,, vriendjespolitiek, bedrog en andere vormen van wangedrag door het medisch 
personeel. . 

Eenn van de belangrijkste bevindingen is dat beleidsmakers er ten onrechte van 
uitgaann dat rurale huishoudens vrijwilli g deel zullen nemen aan een ziekteverzekering 
vanwegee hun affiniteit met traditionele vormen van solidariteit en spaargroepen. In 
tegenstellingg tot wat de beleidsmakers verwachten is solidariteit niet het onderliggende 
motieff  waarom mensen zich zullen aansluiten bij een verzekering maar verlicht 
eigenbelang.. Verder plaatst het onderzoek vraagtekens bij de assumptie dat deelname aan 
eenn verzekering het sociaal kapitaal van de betreffende persoon zal vergroten, met andere 
woorden,, dat lidmaatschap sociaal prestige oplevert en daarom aantrekkelijk zou zijn. De 
aardd en de sociale context van het nieuwe verzekeringssysteem bieden echter nauwelijks 
kansenn om sociaal aanzien te vergroten. De uitkomsten van het onderzoek benadrukken 
ookk de ironie van het nieuwe verzekeringsstelsel voor de behoeftigen en kwetsbaren. Zij 
zijnn waarschijnlijk juist degenen die het minst zullen profiteren van het nieuwe stelsel 
omdatt zij niet in staat zijn de bijdragen te betalen. Tenslotte laat het onderzoek zien dat 
menn wel van mening is dat de staat de fondsen beschikbaar kan stellen voor het opzetten 
vann ziekteverzekeringen, maar dat men haar niet vertrouwt als beheerder van de 
verzekeringsgelden.. Ervaringen uit het verleden (incompetent bestuur en corruptie) worden 
terr verklaring aangevoerd. 

Dee geschiedenis van de opkomst van verzekeringen in het Europa van de 
Negentiendee Eeuw leert ons .dat de geneigdheid tot voortdurende zelfbeperking en uitstel 
vann behoeftebevrediging omwille van belangen op de lange termijn tot stand kwamen door 
socialee dwang 

Dee situatie in Ghana kan waarschijnlijk toegeschreven worden aan het feit dat het 
voorr grootschaliger publieke vormen van ziekteverzekering moeilijker is om druk uit te 
oefenenn op leden en families zich te beperken in hun uitgaven bij ziekte en tegenslag. 
Factorenn als 'structural adjustment', globalisering en 'vooruitgang' (anibue in Twi) helpen 
dee bestaande situatie te verklaren. 

Alss beleidsmakers in Ghana plannen maken voor ziekteverzekering, doen zij dat 
vanuitt het solidariteitsbeginsel. Degenen voor wie deze plannen bedoeld zijn en van wier 
deelnamee het succes van het project afhangt, hebben echter als belangrijkste motivatie 
zelfbelang:: het welzijn van zichzelf en hun naaste familie. Een sociale ziekteverzekering is 
voorr hen derhalve een kwestie van solidariteit gebaseerd op zelfbelang. Het gaat er om dat 
beleidsmakerss deze behoeften en belangen van de bevolking uiterst serieus nemen bij het 
opzettenn van ziekteverzekeringen, in Ghana, maar ook in andere landen van Sub-Sahara 
Afrik a a 
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Introduction n 

Whyy did Emmanuel Boadi die? An epitome of Ghana's health care crises 

Brother,, village life is war. We have to struggle to survive. Farm work is not good. 

Thee prices of everything have gone up and they continue to rise. We are surviving by 

thee day on cassava. When you need financial help, no one will mind you. And woe 

betidess you if any bad illness afflicts you. You will be marched to your grave. There 

iss no security here for the youth so if you hear of any job opportunities in big city, 

rememberr me. 

Thiss is a paraphrase of a statement by Emmanuel Boadi, or Emma, as he was commonly 

calledd at Sikakrom village. Those were his words when he spoke to me briefly in a short 

encounterr during my visit a month earlier in connection with the funeral of my maternal 

grandmother.. As is the practice in this small village at such occasions, the young men 

assistt with various small tasks such as the raising up canopies at the funeral ground and the 

diggingg of the grave. The service is reciprocal. Those who help others on such occasions 
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receivee help when they find themselves in similar circumstances. On the other hand, those 

whoo do not help always have to pay in kind or cash for such services. Emma caught my 

attentionn when 1 saw him busily working on a small canopy alone. I walked to him to 

expresss my appreciation and he asked a few questions about a senior cousin who happened 

too be his peer and classmate in primary school and who was then out of the country. Of 

coursee 1 could not say otherwise to his request than assure him that I would try just to rest 

matterss there. 

Barelyy four weeks later, I returned to Sikakrom to meet a procession of mourners 

conveyingg a coffin to the cemetery in a typical Roman Catholic fashion accompanied by 

solemnn hymns. My enquiries revealed to my greatest shock and dismay that the body on 

itss last journey through the lone street of Sikakrom was none other than Emmanuel Boadi. 

Deathh is unpredictable and inevitable during our transient earthly existence but the pain it 

strikess and the sorrow it leaves behind is unbearable if it happens so prematurely and 

unexpectedlyy in potentially preventable situations like the case of Emma. 

Thee circumstances of Emma's death, as narrated to me by one of his closest friends, 

wass that two weeks before his death, he was still the vivacious, energetic postal agent's 

assistantt at Sikakrom. When he started feeling unwell, with the symptoms of fever and 

cough,, his immediate intervention was the common first line therapy of resort in the 

villagee as indeed would be the situation in most rural parts of the third world: self 

medication.. Two days later when his condition was not improving, he managed to travel 

too the district capital, which was only ten kilometres away, to seek treatment at a mission 

hospital.. Then the agony that led to his demise began. 

Hee was asked to deposit the equivalent of US$15 in order to be put on admission for 

aa suspected condition of enteric fever. Since he did not have the money himself he 

returnedd to the village to try to raise it by approaching a few family members and friends, 

butt he could not get the needed financial assistance. I learnt that one family member he 

approachedd was surprised that he went to him because as a postal agent, Emma was 

consideredd one of the few privileged in the village with a regular income. 

Unablee to find the much-needed assistance, Emma stayed at home and his condition 

deteriorated.. Only then did close family members become concerned; but their intervention 

wass to send him to a spiritual healer in a local healing church. He remained there and died 

afterr three days. Ironically, when he died, the family was able to organise and mobilise 
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resourcess running into the equivalent of hundreds of dollars to organise a 'fitting and 

deserving'' funeral for him. 

Ass I reflected on the circumstances leading to his death, my mind went back to the 

previouss four weeks and Emma's exact words concerning the difficult economic life in the 

villagee and his worry about falling ill and dying due to financial difficulties. "Coming 

eventss cast their shadows," as the saying goes, but littl e did I suspect that Emma was 

alreadyy sounding his funeral dirge in advance. Suddenly, I felt pity and anger well up 

withinn me. My pity was for his poor soul and his last battle with life due to his inability to 

raisee a mere US$15, which could have enabled him to live longer. My anger was directed 

inn part at a health care system that has deprived a young man of his life, leaving behind 

threee orphans comprising a young widow and two children to battle the harsh life alone. 

Partt of the anger was at the family and friends who could not provide US$15 for his 

treatment,, yet managed to give him a fitting burial. May his soul rest in peace. 

Emmanuel,, however, features as just one example of a phenomenally common 

problemm in most of rural Ghana. It seems that people are just dying, but when you find out 

moree about their deaths you get to know that initially all they required was just 15,000 

cediss (US$2) to pay for needed medication. When they are sick they find it hard to go to 

thee health facility because of difficulties with paying for the cost of medical care. At the 

funerall  of Emma, a teacher in the village told me that a young expectant mother died the 

previouss week because she could not afford delivery at the health centre and therefore went 

too see an old birth attendant when she started feeling contractions. Unfortunately, the 

deliveryy developed complications. A last rally to get her the needed health care in a 

medicall  facility was too late to save her. Another young woman had a simple boil but her 

familyy ignored the advice to send her to the hospital when it became critical and she 

neededd surgery due to financial reasons. Instead, they confined her to home treatments. 

Shee passed away under miserable circumstances. The stories go on and on; it is the reality 

off  the majority of people who eke out a subsistence existence in most rural parts of Ghana. 

HealthHealth care crises 

Emma'ss case represents the user fee (popularly dubbed 'cash and carry') misery of health 

caree in Ghana. Nothing comes for free. At health facilities, patients have to pay for the 

costt of treatment from recording cards through laboratory investigations to drugs and 
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medicall  supplies such as syringes, needles and cotton wool. The user fees haves to be 

collectedd to keep revenue for such items coming in and thus the institutions financially 

afloat.. In these circumstances, the majority of the people are denied access to health care 

duee to their inability to pay. In particular, it is the poor like Emma who are less likely to 

reportt illness and seek treatment. Although this is influenced by perceptions of choice and 

preference,, a lot of it is related to the impact of health cost on household expenditure 

relativee to income. For example, according to the Ghana Living Standards Survey 3, the 

poorestt quintile in 1992 spent 12 % of their income on health, compared to a national 

averagee of 9%. 

Thee financing crises of health care in Ghana, as indeed for most of sub-Saharan 

Africa,, is a recognised fact. Scarcity of resources for government health services is the 

majorr factor hindering access to health care for the majority of the rural poor. 

Consequently,, one of the challenges facing these countries has been how to organise 

communityy financing in a manner that does not deter the poor and vulnerable groups from 

seekingg health care in time of illness. This has, however, been a difficult task in view of 

thee generalised level of poverty in these countries. Most existing and planned community 

financingg schemes are however based on fee-for-service and only a few schemes provide 

riskk sharing through the payment of premiums. One of the earliest reviews of community 

financingg schemes in Africa carried out by Carrin (1987) involving twenty schemes, for 

example,, found out that only one involved prepayment, although two others combined 

prepaymentt with fee for service at the time of receiving service. 

Sociall  health insurance is thus one of the cost recovery options that has been proposed 

too promote community involvement in health financing while maintaining access to free, or 

virtuallyvirtually free, health care at the time of illness (Arhin 1994). Social health insurance in the 

presentt context is an arrangement designed to provide risk sharing for illness-related events 

andd which is accessible to households in the informal and rural sectors of developing 

countriess regardless of the orthodoxy of its operational modalities. Indeed since the 1990's, 

aa number of African countries, such as Burundi, Guinea Bissau and Congo have 

experimentedd with rural health insurance schemes that cater to rural communities. The 

schemess they have adopted have taken a number of forms, which include providing benefits 

att a central facility such as a district hospital or other lower levels of health care such as a 

healthh post. The administrations of these schemes have also been varied. Some are managed 
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byy central government organizations together with local officials, while others have been 

organizedd by community solidarity groups that are autonomous from the government. The 

experiencess to date, however, indicate that their effectiveness has been limited because of 

lackk of economies of scale, as well as the lack of the necessary managerial skill (Criel 1998), 

andd also the lack of the essential knowledge about people's perceptions of how a pre-

paymentt scheme should operate to suit their cultural needs. 

Ghanaa presently finds itself on the eve of the introduction of a national health insurance 

scheme.. Like the situation in many low-income countries, the problems surrounding this 

schemee are enormous and include such uncertain factors as financial viability, as well as 

managementt and political will . This study investigates another aspect of health insurance, 

whichh has received insufficient attention from planners: How do "the people" view a state-

basedd and/or formal health insurance? And how likely are they to participate in such a 

scheme?? A state-based and/or formal insurance program is radically different from the 

traditionall  reciprocity-based support mechanisms and it is highly unlikely that members of 

locall  communities will grant a state or formal organisation the same measure of trust, which 

theyy used to grant their close relatives. It explores and explains the "missing links" between 

reciprocityy and formal or state-based health insurance. The purpose is to critically assess the 

government'ss present plans in order to provide recommendations for a more culturally 

sensitivee type of health insurance. 

Theoreticall  framework: 

Sociall  Security, past and present 

Sociall  security encompasses a broad array of academic disciplines that include sociology, 

politicall  science, economics and anthropology. Similarly, several theoretical frameworks 

havee been presented to analyse the phenomenon. For the individual researcher, this leaves 

thee daunting task of making a choice that has meaning for the question of his study. 

Nevertheless,, most debates on the study of social security mechanisms involving traditional 

welfaree mechanisms,- as is the case in my present study, revolve around Polanyi's (1977) 

threee basic "principles of social organisation" which are comprised of: the principle of 
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reciprocityy (solidarity networks), the principle of (state) authority (command networks) and 

thee principle of the market (exchange networks). 

Afterr Polanyi, the analysis of face-to-face solidarity into a collective system of risk 

insurancee based on reciprocity has been the topic of extensive anthropological, sociological, 

politicall  economy and historical research. Much of the discussion has focused on the 

conceptual,, ethical and practical problems and issues of deprivation and fragility associated 

withh the lives of so many people in so-called non-capitalist societies. Indeed, the ILO's 

definitionn of insurance does apply to both micro and macro concepts of risk prevention: "The 

reductionn or elimination of the uncertain risk of loss for the individual or household by 

combiningg a large number of similarly exposed individuals or households who are included 

inn a common fund that makes good the loss caused to any one member" (ILO 1996). The 

dominantt theoretical question has been the rationale for such provision; how and why do 

peoplee come together into collective action to help one another through mutual insurance? A 

greaterr degree of altruism between related or proximate individuals has traditionally been 

putt forward as an explanation (Cox 1987; Platteau 1991). This has been countered by the 

argumentt that exchange behaviour is motivated by self-interest values in a risky 

environmentt on the basis of long-term reciprocity (Coate & Ravallion 1989). The concept 

off  self-interest also takes a central place in De Swaan's (1988) theory of collective action, as 

employedd in his study of the rise of state-organised care in four West European countries and 

thee United States. I wil l now provide a brief review of some of these views. 

Inn the original exposition of "The Great Transformation"1, Polanyi argued that all 

economicc systems up to the end of feudalism in Western Europe and in most societies were 

organisedd on the principles of reciprocity or redistribution or a combination of both. The 

organizationn of production and distribution in many societies, he stated, had been 

accomplishedd through social relationships of kin or community obligations and counter 

obligationss (reciprocity) and that other societies, on scales as small as a band of the !Kung 

orr even as large as the planned economy of the former Soviet Union, employed re-

distributivee systems. This was characterized by "the absence of motive of gain; the 

absencee of the principle of labouring for remuneration; the absence of the principle of the 

leastt effort; and, especially, the absence of any separate and distinct institution based on 

economicc motives" (47). According to him, in much of Western Europe, these systems of 
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distributionn came to be increasingly supplemented and then replaced by market trading at 

thee end of the feudal and manorial era, the control and encouragement of which was a 

majorr focus of medieval municipal and mercantilist national governments. Since I wil l be 

dealingg with informal and mainly rural communities, his concept of reciprocity and how it 

hass been applied is of particular significance for my present purpose. 

Untill  the late 1970's, the dominant explanation to the underlying rationale of 

traditionall  mutual insurance in so called pre-capitalist societies which went unchallenged 

particularlyy in anthropology was the 'moral economy approach'. The premise of the 

approach,, which derived its name from the title of the seminal book by James C. Scott 

(1976)) in which he echoes Polanyi's views that solidarity mechanisms of peasants reflected 

twoo high ethical values: the right to subsistence and the principle of reciprocity. Therefore, 

forr Scott, a model applicable to most peasants was that although constrained by the 

vagariess of the weather and the claim of outsiders, they commit themselves to the moral 

goodd of their society rather than seeking to maximise the well being of themselves and 

theirr families. Reciprocity thus serves as a central moral formula for interpersonal 

conduct.. The right to subsistence also defines the minimal needs that must be met for 

memberss of the community within the context of reciprocity (Scott 1976:167). But the 

morall  economy approach of Scott was not without its problems. 

Itss strongest critic was Popkin (1979) who attacked the orthodox view of Scott and 

thosee before him by showing that opportunistic behaviour also exists among pre-capitalist 

peasants.. In his 'rational' or 'political economy approach' expounded in "The Rational 

Peasant",, Popkin emphasised that traditional village institutions, arrangements and norms 

hadd not been an effective in guaranteeing of the subsistence needs of community members. 

Hee therefore found fault with the explanation that peasants are either altruistic actors or 

passivee subjects willing to respect social norms of conduct and moral principles of 

reciprocity2.. He contended that peasants in traditional societies are egoistic and hard 

calculatingg agents who seek by intent to maximise personal advantages from all actions. 

Hiss pessimism about collective action led him to dismiss its success in even small 

11 Polanyi's book is the outcome of an analysis of the work of many anthropologists, economic historians and 
otherr historians of thought. 
22 Popkin emphasised that 'insurance, welfare and subsistence guarantees within pre-capitalist villages are 
limited'' and 'the calculations of peasants driven by motives of survival in a risky environment led to 
subsistencee flaws and extensive village wide insurance schemes, but to procedures that generated and 
enforcedd inequality within the village (Popkin 1979: 32-3). 
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communities.. His critique however, failed to account for the well-documented existence of 

solidarityy networks. 

Inn a paper in which he used economic theory to explain some of the characteristics of 

soo called primitive or pre-literate societies, Posner (1980) reconciled the two opposing 

traditionss by arguing that mutual solidarity can be sustained in the long run by the 

existencee of a lasting relationship between its self-interested members. He explained that 

opportunisticc behaviour is prevented as long as short-term benefits from deviation are 

smallerr than long run punishments. 

Followingg Posner, Platteau (1991) synthesised the views of Scott and Popkin. He 

faultss Scott for confusing social security arrangements with altruistic behaviour. While 

agreeingg with Popkin's challenge of the idealised view of traditional mutual insurance, 

whichh many anthropologists were inclined to accept, he also levels two basic criticisms 

againstt him. The first is that he overdoes his approach to the moralist tradition to the point 

off  even ignoring qualifying statements such as the limitations that mutual suspicions create 

forr collective action. Secondly he lashes out at Popkin's for having views of the traditional 

villagee societies that are equally as partial and incomplete as those he criticises. He 

specifiedd his "most important conclusion" as that both Scott and Popkin have "somewhat 

gonee astray by seeing the problem of the 'moral economy' as concerned only with the 

motivationss of people in traditional village societies". He shows rather that mutual 

insurancee can take a variety of forms such as grain transfers, credit, access to land and 

labourr assistance. He thereby patches up the two viewpoints by noting "since these 

mechanismss have proven to be workable, their success ought to be ascribed both to self-

interestedd behaviour on the part of the individuals and to the ruling customs and norms that 

aree designed to ensure continuity" (emphasis in original). He also cautions the continued 

usefulnesss of the traditional system as a major source of social protection against the 

backgroundd of numerous constraints arising from the joint impact of the market 

penetration,, population growth and the rise of the modern state that have led to their 

graduall  erosion or weakness. 

Inn a recent article, Fafchamps (1992) revisits many of the arguments of Posner and 

Platteauu and conducts an analysis focussing on the key features of solidarity systems 

(ratherr than particular institutions). He explained solidarity networks "in the light of recent 

developmentss in the theory of repeated games". He argues that solidarity systems are 
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usuallyy organised as a form of mutual insurance on the basis of delayed reciprocity 

contingentt upon need and afford ability. Recipients of aid are not expected to give back the 

equivalentt of what they receive but help others in return. How much help a recipient 

returnss depends on his own circumstances at the time as well as the situation of those 

callingg for help. He concludes by reasserting Posner's view that people in pre-industrial 

societiess pursue their long-term self-interest as well as the ethical values of their society. 

Thiss emphasises solidarity as a moral obligation and subsistence as a right. He thus 

reconciless the arguments of Scott and Popkins. 

Howw does Fafchamp, accommodate the two bodies of thought in his explanation? 

Accordingg to him, without formal enforcements, the existence of solidarity mechanisms, 

andd for that matter risk pooling, is achieved through the theory of infinitely repeated 

games,, which is another illustration of the prisoner's dilemma principle. All prisoners 

realisee that they can benefit from cooperation although they all find opportunistic 

behaviourr in their short-term interest. People who breach their promise can be 'punished' 

byy being treated less well afterwards. The mutual insurance agreement thus becomes self-

enforcingg based on voluntary participation but not coercion. The benefit of the cooperation 

accordingg to Fafchamp comes over a long period of time. 

Thee idea of self-enforcing agreement without coercion resonates more profoundly in 

Dee Swaan's (1988) theory of collective action, as employed in his study of the rise of state-

organisedd care in four West European countries and the United States. He uses two 

processess to explain how and why people come to develop collective, nationwide and 

compulsoryy arrangements to cope with deficiencies and adversities that appeared to affect 

themm separately and requiring individual remedy with two processes. One relates to external 

effects,, which refers to the indirect consequences of one person's deficiency or adversity for 

otherss not immediately afflicted themselves. He cites the example of the outbreak of cholera 

inn 19th century Europe as an object lesson in the external effects of individual deficiencies. 

Linkedd to this, according to him, is the second process of chains of human interdependence 

inn the course of time to foster group interest. He traces a link of this explanation to the 

historicall  sociology of Nobert Elias and his classical predecessors. Using the concept of 

'figuration'' as a reference to the "structured and changing pattern of interdependent human 

beings""  he states that the changing attitudes towards the poor of those established in society 
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weree the result of shifts in the balance of mutual dependency which are the results of the 

emergencee of nation states and the rise of capitalism. 

Thee application of the theory to explain the emergence of friendly societies and 

workers'' mutualism at the early period of industrial capitalism in Europe is particularly 

relevantt for this study. The theory is chiefly useful in the sense that it deals further with the 

processess from small voluntary to large compulsory state schemes. He explains that 

participantss in these voluntary co-operations were able to achieve a measure of solidarity 

throughh self-coercion by exerting pressure on one another to contribute a small but fixed part 

off  their income. Mutual funds were therefore able to achieve cooperation because 

participantss were under social constraints towards self-constraint. This form of coercion 

thatt de Swaan indicates could also be applied to societies 'Vhere sharing en familie is taken 

forr granted, the obligation to make deposits at set intervals provides a good excuse for 

withholdingg income from kinsmen who appeal to one's moral obligation". 

Overall,, the analyses and explanations of solidarity institutions and networks have 

nott been without their oversights and shortcomings. One significant shortcoming is that 

wheree the focus has been on so-called developing or Third World societies, the analyses 

havee consistently been undertaken and pursued as mere 'objects of curiosity' in pre-

industriall  societies (Atim 1999). This focus has invariably left a gap in the empirical study 

off  how traditional solidarity systems function as mutual insurance mechanisms for solving 

thee problems of health care financing in, for example, sub-Saharan Africa. In other words 

theyy have not been problematised in specific contexts. Such analysis is all the more 

importantt because although the well-documented experience of mutual insurance in 

Europee and the study of economic systems of the so called pre-industrial societies provide 

importantt material for comparison and for testing generalizations, they certainly cannot be 

appliedd wholesale to today's developing countries. 

Inn Ghana, as in most developing countries of Africa, traditional social security is still 

thee major source of social protection for a large section of the population. However, as 

somee of the cited authors above have called attention to, the processes of socio-economic 

changess in transitional societies tend to undermine the effectiveness of the existing cultural 

mechanismss of social security (although informal reciprocal obligations cannot be 

ignored).. One of the pertinent questions that needs to be answered therefore is: Would the 

principless of traditional social security mechanisms within formal health insurance 



13 3 

schemess be functional or feasible. And if so, how is that practicable in the situation of the 

increasingg recognition of self-interest in such group dynamics? It is aspects of these social 

relationss that I have set out to investigate in this study. In order to place the discussion in 

itss proper contextual framework, it is appropriate to provide some background. 

Background:: Social security in Ghana 

Thee traditional system of social security in Ghana, as in most African societies, is based on 

reciprocity.. It was first and foremost the (extended) family, which provided the social and 

juridicall  framework for long-term reciprocity. Its members were supposed to assist one 

anotherr in times of hardship and misfortune and the entire lineage was held responsible for 

thee (mis) behaviour of one of its members (see e.g. Fortes 1969, Assimeng 1981, Nukunya 

1992).. Lineage solidarity showed itself for example during sickness, old age and death. The 

principlee of reciprocity worked most prominently in the organisation of funerals. 

Significantly,, among the Akan, the largest ethnic group in Ghana, people considered 

themselvess members of one abusua (lineage) if they shared funeral debts. 

Withh the advent of colonial rule, a Western style of social security system was added to 

thee existing one (Darkwa 1997). It was based on the principles of the market and the state. 

However,, this form of social security arrangement was limited to the formal sector of the 

economyy and left out the largest proportion of the population: those who earned their 

livelihoodd in the 'informal' (including the traditional) sector. People suffering the greatest 

insecurity,, such as the aged, the young, women, children and particularly the ill or 

handicappedd were often excluded from this new form of social protection. 

Bothh systems, but the traditional one in particular, are now under severe stress. Due to 

education,, migration, urban employment, economic and environmental crisis and changing 

values,, the old solidarity network is tearing apart. Recent research among elderly people in a 

rurall  community shows that 'reciprocity1 no longer provides adequate security for the old 

(Vann der Geest 1997). The introduction of economic cut backs in the form of Structural 

Adjustmentt Programmes (SAP) and environmental degradation (leading to a diminished 

agriculturall  output) has hit women and elderly in particular and those in need of medical care 

veryy hard (Apt 1996; Senah 1989, 1997). 
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TheThe problem: health insurance in Ghana 

Despitee considerable progress in health care since the 1970's, the health status of most 

Ghanaianss remains poor as evidenced by high infant and maternal mortality, high prevalence 

off  preventable infectious and parasitic diseases and poor nutritional standards (Asenso-

Okyeree 1995). Apart from inadequate government allocation of resources to the public 

healthh sector, there is also great inequality between urban and rural areas in access to health 

care.. Since 1981 however, the government has tried several cost recovery measures as part of 

healthh sector reforms in the context of structural adjustment programmes to reduce 

increasingg public expenditure on health care. 

Onee of the recent economic reforms that the state is implementing is the 

transformationn of the traditional social welfare mechanisms into a new form of social 

insurance.. The new system is to assure health security for the most needy and at the same 

timee reduce social expenditure in the state budget. The final report for the feasibility 

studiess of a national health insurance scheme in Ghana summarises some of the long-term 

goalss of the proposed scheme. These include: achieving universal coverage of primary 

healthh care, making health care economically and geographically accessible to all 

Ghanaians,, ensuring an acceptable minimum standard of health care at the primary level 

andd generating additional sources of health care funding. The driving forces behind the 

schemee are the principles of equity and solidarity. It is thus proposed that the scheme will 

inn the first instance concentrate on increasing access and raising the quality of primary 

care. . 

Theree are, however, numerous obstacles to overcome. Among the complexities and 

problemss of implementing a scheme of insurance which the government recognises 

include:: the background of Ghana's low economic base, a relatively poor population, 

unplannedd spending on health care, and a lack of expertise on socialised health insurance. 

Accordingly,, it has initiated and carried out a number of feasibility studies that deal with 

thee technical and financial aspects of the scheme to obtain the needed information to 

enablee the scheme to take off smoothly. But Ghana, like many other low-income countries 

confrontedd with similar problems, finds itself at a difficult crossroad. On the one hand it 

needss to transcend to a more encompassing system of health financing, preferably one 

basedd on prepayment and on the other, it should ask itself whether it has to copy foreign 

systemss of insurance which have proved their viability in relatively well-off countries but 
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mayy prove less suitable for a low-income population such as the Ghanaian one. There are 

alsoo other crucial issues of social and cultural nature that need to be considered in the 

designn and implementation of such a system, but which have not yet received adequate 

attention.. While the underlying principle of exchange in the dominant traditional 

arrangementss is reciprocity, the proposed insurance system, however, is based on an 

entirelyy different principle: that of state authority. 

Lackk of financial means and the unanimous relationship between citizen and nation-

statee entail an uneasy start for health insurance in Ghana. Scott (1972) notes in this regard 

that,, "in new nations, values attached to the state bureaucracy tend to remain fairly 

formalisticc and tenuous". In a typical developing country context like Ghana, the 

prevalencee of kinship ties, clienteilism and the priority of other traditional loyalties over 

modernn bureaucratic obligations (among others) lead to nepotism and corruption, as people 

inn government service allow their family and traditional interests to prevail over those of 

thee state. Nugent (1995), for example, has described the state in Ghana as commonly 

regardedd as an enemy, a kind of vampire, which tries to extort resources from its subjects. 

Bayartt (1993) writing about African states in general, speaks of "politics of the belly" 

whilee Ellis et al. (1997) view the affairs of African states as legalised crime. Citizens, 

therefore,, mistrust state claims concerning "equity" and "solidarity". 

AA state organised insurance thus becomes a highly ambiguous institution, which 

seemss extremely vulnerable to two perennial constraints of any insurance system, both of 

whichh derive from self-interest and lack of solidarity among its individual members: 

adversee selection and moral hazard. The former is the tendency of people at risk to join the 

insurancee more than those who are healthy and without risk. Moral hazard refers to the 

overr consumption of health care by those who join the insurance. The latter in particular 

seemss a formidable threat to health insurance in a low-income country such as Ghana 

(Criell  1995:66-67). Methods of counteracting moral hazard are a major point in any health 

policy.. The state, therefore, has good reasons to doubt the willingness of its citizens to 

fullyy participate in its insurance scheme and the citizens have equally good reasons to 

mistrustt state claims concerning "equality and solidarity" (MoH 1996:2). This research 

intendss to look into this political and moral stalemate. 

Thee question that needs to be answered is how the traditional mechanisms of 

reciprocall  moral obligation can be "scaled up" or extended to an anonymous, more 
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formalisedd state centred social insurance scheme. Particularly crucial is the question of 

howw the concept of 'family solidarity' translates in the behaviour of the population towards 

thee scheme in the light of their past experiences of with traditional social security 

mechanisms.. Given the strong family bonds in traditional reciprocal exchange, what are 

thee guarantees that people are willing to pay to help others who are not their relatives, if 

thee traditional force of moral obligation - reciprocity - is absent and an untrustworthy 

treasurerr - the state - wil l administer their contributions? Indeed, as the findings of a recent 

studyy indicate, people are likely to provide assistance for close relatives because they feel 

morallyy obliged as a result of what they had done for them in the past (Arhinful 1998). To 

date,, it is not clear to what extent the policy objectives of increasing the provision of and 

raisingg the quality of primary health care can be reconciled with what individuals and 

informall  groups such as the abusua (family) know, do and want in health insurance. The 

conflictt or uneasy relationship between 'the people' and state interests will be a central 

issuee in the proposed study on social security. 

Objectivee and research questions 

Inn light of the foregoing, this study seeks to provide insights into how a sustainable 

insurancee system can be implemented in Ghana, taking into account the local traditions of 

insurance/security.. It was envisaged therefore that the research wil l provide information 

onn how to marry traditional forms of assistance to modem health insurance. This objective 

translatess into a number of specific research questions: 

Whatt are the principles of the existing traditional forms of support and how do these 

operatee presently in the family? 

Whatt are the perceptions, values and limitations of a state-organised solidarity risk-

sharingg scheme at the different levels of social organisation, both among those who plan 

andd implement insurance and among the community for which it is intended? 

Cann traditional rules of reciprocity and solidarity be scaled up to or transformed into 

aa modem state-organised insurance system? 

Cann a state-centred health insurance scheme improve access to the poor and 

vulnerablee members of the community such as women, children and increasingly elderly 

peoplee and paupers? 
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Brieff  overview of community health care financing problem in Africa 

Sincee the beginning of the 1990's the relevant literature on community financing schemes 

inn Africa has been growing with increasing interest in academic, policy and development 

spheres.. Undoubtedly this growing interest has been fostered by the financial crises 

affectingg public health care services in the region. Health sector reforms introduced to 

assuree quality of care and improve access and efficiency from the 1980's saw the 

introductionn of user fees at the point of use. Although this led to some improvement such 

ass the availability of essential drugs, it also led to untoward effects of decreasing access to 

thee poor particularly rural populations (Waddington & Enyimayew 1990, Nyonator & 

Kutzinn 1999). 

Mostt rural based populations experience total exclusion from whatever benefits cost 

recoveryy may offer, due to their inability to pay for services at the time of need because of 

theirr low income. Lipton (1976), writing in the late seventies in support of his 'urban 

biased'' theory, thus noted in relation to health care in rural Africa that "the townsman has 

ninee times as good a prospect of medical attention as the villager in India, eleven times in 

Ghana,, thirty-three times in Ethiopia". In terms of access to health care, about 40 percent 

off  the population of Ghana is estimated to live more than 15 kilometres from a health 

facilityy but rural communities are worse off since most of the facilities are located mainly 

inn towns and villages along main roads (MoH-Ghana 1996). The 2000 population census 

reportt of Ghana recorded a substantial increase in urbanisation from 32 percent in 1984 to 

43.88 percent in terms of population based in localities with more than 5000 persons (GSS 

2002).. The reality, however, is that the provision of health care has not kept pace with this 

growthh in population. User fees among rural households have therefore "contributed 

significantlyy to increasing the exposure of poor households to financial risks associated 

withh illness" (Arhin-Tenkorang 2001). 

Thiss situation has led to a greater interest in insurance systems as alternative and 

complementaryy options for sub-Saharan Africa. Indeed, the grim reality of user fees has 

ledd some people to rather overenthusiastically describe health insurance as "virtually the 

onlyy practical instrument through which African governments can get out of the expensive 
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businesss of across the board subsidies for hospital care, and thus release funds for public 

health,, preventive and primary services that benefit the poor" (Griffen & Shaw 1996:143). 

Inn contrast to user fees, health insurance encompasses risk sharing through pooling of 

calculable,, pre-paid contributions to reduce unforeseeable or even unaffordable health care 

costs.. However, public and private health insurance in Africa cover the formal sector 

almostt exclusively, and therefore achieve a coverage rate of no more than 10 percent of the 

population.. The majority of African citizens comprising a dominant rural population and 

informall  sector workers have no access to this kind of social protection (World Bank 

1994). . 

Forr example, a survey of 23 countries in sub-Saharan Africa covering the period 

1971-19877 by Vogel (1990) found out that only seven countries had formal health 

insurancee schemes. The insured as a percentage of the total population ranged between 1 

percentt in Ethiopia to 14.4% in Kenya. Vogel 's definition of health insurance included 

arrangementss involving a formal pool of funds held by a third party or provider as in the 

casecase of a mutual health organization. The third party relies on prepayment by the insurees 

andd excludes, for instance, employer provided health care. 

Partlyy as a response to this lack of formal social security and partly to the negative 

sidee effects of user fees in the face of persistent problems with health care financing, the 

analysiss of non-profit, voluntary insurance schemes for rural and the urban self-employed 

andd informal sector workers is gaining increasing prominence in sub-Saharan Africa 

(Juttingg 2000, Atim 1998). These schemes are characterised by an ethic of mutual aid, 

solidarityy and the collective pooling of health risks. 

Butt rural health insurance in Africa creates its own problems. In an extensive review 

off  82 health insurance schemes in the informal sector worldwide, Bennet et al. (1998:11) 

mentionn that, "people outside formal sector employment create a much thornier problem 

forr health planners because of frequent fluctuations in and the fact that their income is 

oftenn untaxed and therefore it is difficult to collect premium payments at source". The 

biggerr problem is that widespread poverty among potential members is a serious obstacle 

too the implementation of community or rural insurance. If people are struggling for every 

dayy survival, they are less willing to pay insurance premiums in advance to use services at 

aa latter point in time for an illness that may never happen. This has often put affordability 

att the forefront of such schemes. 
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Culturall  habits also influence how people deal with the risk of illness and could also 

bee a source of problem (Wieseman et al. 2000). People might traditionally save money for 

unpredictablee events like funerals and marriages as well as the education of their children, 

butt where a belief exists that saving money for eventual health care costs meant "wishing 

oneselff  the disease" they may be reluctant in joining community health insurance schemes 

(Garbaa et al. 1998). The prevailing concepts of illness and risk are also relevant to the 

decisionn of communities to purchase health insurance or not. If people see illness as a 

somewhatt random event that can hit anyone, they are surely more willin g to purchase 

insurancee than if they perceive it as punishment for misbehaviour by magical powers. 

Furthermore,, past experience with other community based initiatives with different logic 

suchh as savings and credit might induce misperceptions and unwillingness to join schemes. 

Forr example, people might harbour the wrong perception that the money paid into a 

commonn fund accumulates over time and that the benefits wil l correspond to the 

contributionss made (Batusa 1999). 

Thee lessons to date indicate that actual implementation of rural or community based 

healthh insurance schemes has had mixed results. Success and viability have largely 

dependedd on factors such as design and management of the scheme, community 

participation,, regulations at the level of the health care provider, quality of services and in 

particularr on the socio-economic and cultural context. As Bennet et al. indicate, many 

schemess had encountered substantial problems of adverse selection, were dependent on 

continuingg access to some form of external support and still very few succeeded in 

reachingg the very poorest. Nonetheless, their potential in enabling marginally poor 

individualss and households to regularise their access to health care remains quite attractive 

(Bennetetal.. 1998:3) 

Despitee the growing interest in rural community schemes, traditional solidarity 

networkss have not received the necessary attention in the health care financing debate, at 

leastt not from anthropology and sociology. Bennet et al. (1998) have pointed out another 

significantt pitfall of most reviews; they have tended to focus predominantly upon the 

schemess themselves rather than the relationship between them and the broader health care 

context.. In joining the ongoing debate about the potential of community -based health 

insurancee to improve access to health care and social protection, this empirical study is 

aimedd at filling  out some of these gaps. 
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Thee fieldwork 

StudyStudy approach 

Inn its efforts to implement health insurance in Ghana, the Ministry of Health (MOH) has 

undertakenn a number of activities. In order to relate the outcome of this study to the health 

insurancee policies and plans of the Ministry, the following three local administrative 

districtss in Ghana where voluntary health insurance activities had been initiated and/or 

weree being carried out were selected for the fieldwork : 

>>  Nkoranza district, which operates a provider driven, private, not for profit health 

insurancee scheme; 

>> Dangme-West district where previous baseline economic feasibility studies on rural 

healthh insurance were conducted and which is presently also implementing a non 

profit,, provider driven district community scheme; 

>> Suhum Kraboa Coaltar district, which was one of four districts in the eastern region 

off  Ghana, selected to pilot Ghana's ill-fated national health insurance scheme (NHIS) 

inn 1997. This scheme was initiated by the state and sought to create new structures 

withinn the ministry of health to implement it. 

Policyy makers and implementers involved or connected to the three initiatives in both 

publicc and private not for profit sector in Ghana were included in the research at the 

Ministryy of Health headquarters, as well as the regional and/or district administrative 

centres.. Formal approval, notification and support to conduct the fieldwork in the three 

districtss were granted by the ministry of health through its national Director of Policy, 

Planning,, Monitoring and Evaluation. The fieldwork in each district was preceded by prior 

notificationn to the relevant regional and district health officials through correspondence. 

Thiss was followed up with a familiarization visit to communicate the general objectives 

andd the necessary details and expected logistics assistance necessary for the fieldwork. The 

fieldworkk was carried out in two phases comprising a longer qualitative (exploratory) 

phasee and a short quantitative (evaluation) phase as follows. 

33 A detailed discussion of the three schemes is the subject of Chapter Three. 
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ExploratoryExploratory Phase: 

Duringg this phase of the project, I selected two sites in each of the three districts; one was 

thee capital of the district in which the scheme is situated and the other was one other rural 

villagee further away from the district capital. I then applied the following research 

techniques: : 

'y'y Semi-structured interviews with 25 members in each research area (15 in each town 

andd 10 in each village to be covered comprising men and women, young and old. 

Thiss mainly served as a pilot activity to obtain preliminary knowledge about the 

communities. . 

'y'y Formal and informal interviews with key informants (community leaders-including 

femalee group leaders, elders, health workers and administrators); 

yy Observation of activities taking place in specific situations or during events which 

requiree community solidarity: sickness, funerals and old age; 

"y"y Focus group discussions with various members of the community (men and women, 

youngg and old) on security and insecurity in the past, the present and the future; 

yy In-depth interviews with policy makers and health planners at the national and 

districtt levels; 

yy Study of policy documents and records. 

Too facilitate rapport, conversation, interviews and focus group discussion with community 

memberss as well as a cross section of health staff were conducted in the local languages. 

Inn all three districts, I was provided with accommodation on the premises of the district 

hospitall  or health centre during my initial visit and throughout my subsequent fieldwork at 

thee district. At my request, two district health staff were released from their routine duties 

too assist me. In Nkoranza and Suhum, a motorbike was also placed at my disposal to 

facilitatee movement to the accessibly difficult remote areas in the district. One of my 

assistantss was usually the driver. I also engaged one field assistant in the distant rural 

village.. Field assistants provided guidance in recruiting informants as well as arranging 

interviewss and discussions. The exploratory phase resulted in an intermediary report and 

providedd hypotheses and specific questions that were followed up in the second evaluation 

researchh phase. 
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EvaluationEvaluation Phase: 

Duringg this phase the most relevant hypotheses from the exploratory phase were integrated 

intoo a short questionnaire and applied to larger samples in the Nkoranza and Dodowa 

districts.44 The purpose of the second phase was to validate the insights acquired through 

qualitativee methods in small groups during the first phase with a bigger sample using a 

quantitativee questionnaire. Suhum was excluded because the survey focussed on practical 

issuess that could not be investigated there. 

Thee selection of study areas and sample sizes in the survey was done to cover all the 

administrativee health zones or sub-districts in the two districts. In each district, six field 

workerss were selected, in consultation with the district health director and insurance 

managerss or personnel concerned. Apart from their knowledge about the community, 

anotherr criterion used was participation in similar community research in the past. They 

weree then trained and oriented in two days. The orientation also included a pilot study 

duringg which survey instruments were revised based on the outcome of the pilot test. 

Inn each district the questionnaire was finalised and then translated into the local 

languagee after a second role-play session. Although the instrument used in both districts 

weree the same, it was conveniently adapted to suit particular characteristics and needs. For 

example,, in Dodowa this involved inserting two additional sub-questions on awareness in 

vieww of the relatively shorter existence of the scheme. Adequate numbers of the English 

versionn were duplicated and given to the interviewers. Each interviewer also carried a 

copyy of the vernacular version as a source of reference. At the end of the training, 

fieldworkerss drew up a work plan that I used to monitor and supervise the fieldwork, 

whichh was conducted over a two-week duration. 

Duringg the survey phase, further qualitative research was also considered useful and 

thereforee carried out in all three locations to gain more in-depth insights into the issues that 

weree investigated. The selection of informants for qualitative study during the evaluation 

phasee was done in consultation with district health managers and insurance officers 

concernedd in each district, just as it was in the previous phase. In Nkoranza district my 

arrivall  coincided with a training workshop for community stakeholders in the Nkoranza 

communityy to inculcate the sense of community ownership in the scheme. These included 

Thee original proposal planned to carry out the survey in all three districts with the assistance of interviewers 
basedd on a targeted systematic random sample of+333 persons from the three districts, making a total of 
10000 respondents. 
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policyy makers at the district administration, health staff, traditional and local leaders as 

welll  as fieldworkers who collect annual premiums in the communities. The event provided 

mee with a direct opportunity to update my knowledge on the state of affairs of the scheme 

sincee my last visit the previous year. In view of the relatively shorter operational period of 

thee scheme in Dodowa, the qualitative interviews in that district were limited to fewer 

stakeholderss who had been associated with the scheme either directly or indirectly from its 

planningg stages, thus a few health officials and key district administration functionaries 

andd local leaders. The qualitative investigation also took me to the Eastern regional capital 

off  Koforidua where I took advantage of a training workshop for promoters and initiators of 

mutuall  health initiatives in that region. Apart from the regional coordinator of the ill-fated 

NHISS who actively coordinates health insurance activities in the Eastern region (and who 

alsoo hosted me), I had extensive conversations with leaders of some of those emerging 

mutuall  groups in the region as well as other targeted participants. The latter included 

healthh officials from Suhum district and a facilitator at the workshop. 

DataData analysis 

Dataa involving all conversation and interviews as well as focus group discussions in the 

qualitativee phase were recorded, transcribed and manually analysed. Quantitative data 

codingg and entry were carried out in Ghana with the assistance of data collectors and a 

professionall  data entry clerk respectively. I carefully edited this in the Netherlands. 

Analysiss was carried out using SPSS and Epi Info statistical analysis programmes. The 

resultss of the two studies have been integrated in various chapters of the thesis. 

StudyStudy limitations 

Thee limitations of this study must be noted. I set out with the aims of exploring how "the 

people""  look upon health insurance and how they are likely to participate in it based on 

theirr own traditions of social support in the family. The case studies selected were, 

however,, all formal, top-down initiated insurance schemes thereby theoretically 

overlookingg other alternative, community inspired and bottom up community approaches. 

Goodd considerations, however, justify my choices. In the first place, my focus was on 

heterogeneous,, district wide schemes that serve a wide section of rural populations and that 

inn fact are representative of the emerging and preferred trend in sub-Saharan Africa. 
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Diversityy also influenced my selection. Nkoranza was chosen because it offers Ghana's 

firstfirst experience in community health insurance scheme and represented the mission or 

privatee not for profit variant. Most of the economic studies for the feasibility of health 

insurancee in Ghana were conducted in Dangme West district. Apart from the availability 

off  existing data, which provide a buffer for comparison, the district also stands out as the 

onlyy wholly public sector functional health insurance initiative in Ghana although nurtured 

andd operated by the district health management team. Suhum represented a fully central 

statee inspired health insurance scheme and the experience of its failure is considered a 

usefull  lesson. Together the three schemes, though far from being selective examples, 

thereforee provided a range of experience that informs the health insurance debate in Ghana 

andd sub-Saharan Africa. Their rural demographic features are a good reflection of the 

practicall  situation in most of the sub-region. 

FieldworkFieldwork limitations 

Inn general, the fieldwork proceeded well, but was not without difficulties and limitations. 

Enlistingg people who meet the overall criteria for various interviews defined by the 

methodologyy was not easy. One aspect of it related to the selection of "the few" from a 

widee target population. Another aspect however, was the practical issue of enlisted 

respondentss who turned out to be "inappropriate" or reluctant informants for various 

reasons,, although they had previously agreed whole-heartedly to the appointment. For 

example,, I cancelled my first interview in Dodowa because the interviewee honestly told 

mee that he suffers from partial forgetfulness. I was pleased that my interviewee was very 

honestt with me because he looked very frail and ill . 1 wondered how I could have coped 

withh an interview with him. There was a lady in Dodowa who agreed to be interviewed 

whenn my field assistant met her to inform her about the study. However, when we arrived 

forr the actual interview, she behaved as though she was uninformed about the subject 

completely.. I later learnt through my assistant that she thought that talking freely on the 

subjectt might bring tax consequences for her chop bar business. 

Againn I spoke to an opinion leader in an in-depth interview who decided to be rather 

speculativee on some of the issues that I tried to probe into. For instance, at one point when 

thee issue of premiums came up I asked him what he considered to be a reasonable rate and 

hee told me 5,000 cedis per person per year. Later, I learnt through my assistant that he told 
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himm he deliberately quoted a lower figure to me. He considered 10,000 to be more realistic 

butt he felt if he said that to me it might influence the decision. What was most interesting 

aboutt this incident was that he indicated to my assistant that he could not confide in me 

becausee 1 could not speak his native Dangme language -- call it language identity. 

Altogether,, interesting but sometimes unfortunate issues such as these represent the 

practicalitiess one ought to expect in fieldwork of this nature. 

Focuss group discussions were typically difficult and tiring to organise but interesting 

too conduct. The difficulty had to do with punctuality. Despite the fact that reminders were 

givenn about the time and place of discussions, the time interval between the average first 

reportingg participant and the last one was often about an hour. 

Thee second phase of fieldwork was prolonged by nearly a month due primarily to 

electioneeringg campaigns in Ghana towards the end of 2000 and other public holidays in 

December.. The anticipation and enthusiasm of elections in the country during that period 

wass such that slowed down the fieldwork considerably. One observation about the 

electionss though, is that as far as the data collection was concerned, the euphoria 

surroundingg it gave a psychological boost to people's confidence and resulted in open 

expressionss on the research topic. Also, the travels to Nkoranza, for example had had its 

dramaticc moments. On three occasions, the State Transport coach on which I travelled 

sufferedd mechanical problems and in each case we had to wait for hours before a new one 

arrivedd to pick us up to continue the journey. The dry harmattan season was at its peak 

duringg this time, compounding the problems and risks involved in travelling the dusty 

roadss within the Nkoranza district. 

Onee problem encountered by data collectors in the quantitative survey was the 

reluctancee of some respondents to be interviewed. In most cases they were sometimes 

persuadedd to do so and those who refused outright were replaced. An interesting incident 

reportedd by one interviewer was that in one village the community mistook him for a 

sanitaryy inspector and did not want to be interviewed at first, but the problem was resolved 

withh the assistance of the insurance field collector in the village. Getting transport to travel 

too some of the locations within the Nkoranza district as well as finding food to eat was 

sometimess problematic for fieldworkers. They did learn their lesson, though, and carried 

theirr food with them to villages where they were uncertain about availability of food. In 

onee village in Nkoranza district, the interviewer had to solicit the assistance of an 
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interpreterr to interview a few people who did not speak the local language who live in that 

village.. An interesting observation in both districts was that some in the community felt 

"farming""  was not an occupation because it did not bring them any substantial income. 

EthicalEthical considerations 

Thiss study took utmost care to protect the interest of informants as well as stakeholders in 

thee field of health insurance. 

Inn order to ensure that no physical or psychological harm was suffered by any of the 

informants,, the highest level of ethical conduct was observed in the process of data 

collection,, analysis and publication of the research results. 

Informedd consent was sought from participants before they were included in the 

study.. In doing this, adequate information about study objectives, purpose and importance 

wass provided to give them the option to voluntarily decide whether or not to take part. The 

provisionn of such information was however, limited or delayed in observation situations or 

activitiess where informed consent was considered counter-productive to the validity of the 

dataa and/or the interest of subjects or the public good. 

Inn order to secure valid and good quality data, the researcher sought to establish a 

goodd relationship with communities and informants before topics and particularly sensitive 

issuess were investigated. 

Informantss in the study have been protected through confidentiality and anonymity. 

InIn this regard, the personal identities of those interviewed have been concealed except 

wheree it is officially prudent to reveal their identity. Such cases have been reported with 

thee consent of the officials involved. 

Inn order to ensure that the various parties, groups, communities, individuals and 

stakeholderss that took part in the study, get the maximum benefit of participation, the 

findingss have been circulated as much as practicable. The means of communication to 

variouss parties has been determined and guided by their level of literacy, the 

comprehensionn of the material and the pertinence of the information to their benefit and to 

thee expediency of communication. 

Inn reporting the findings of the study, the individual autonomy as well as the health and 

welll  being of all subjects and parties has been respected. I have ultimately sought to 

providee a fair account of the phenomenon studied. 
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Plann of the book 

Thiss dissertation is organised in two main parts. Part one provides the general, historical 

andd social context of the study. This constitutes the first four chapters of the book. Part 

twoo provides the empirical findings of the primary fieldwork in the subsequent four 

chapters. . 

Chapterr One sets the agenda for the entire study and specifies the objectives and 

purposee as well as the theoretical underpinnings of the problem of organising a formal health 

insurancee scheme based on traditional principles of solidarity and reciprocity. 

Inn Chapter Two, 1 continue with the historical background of health care financing 

sincee the pre-colonial period. This background is necessary for an appreciation of the current 

problemss in relation to people's attitudes towards prepayment health care. 

Chapterr Three provides relevant background information on the three schemes and 

localitiess where the fieldwork was conducted. 

Chapterr Four concludes the material on the relevant contextual background with a 

focuss on the traditional social security system in Ghana. 

Thee fifth chapter opens part two with empirical findings dealing with community 

perceptions,, values and limitations of health insurance. It explains the dichotomies of 

attitudess towards different forms of insecure situations with a particular focus on sickness 

andd organisations of funerals in Ghanaian society. 

Chapterr Six is the core conceptual chapter of the book and deals with the subject of 

whyy people join health insurance. I explore whether the rationale is based on solidarity or 

selff  interest and explain why people pay lip service to solidarity in how they speak about and 

practicee health insurance. 

Inn Chapter Seven I discuss whether risk sharing health insurance solves the problem 

off  access to the poor and vulnerable by arguing this is still problematic partly because the 

poorr who cannot afford to pay premiums are left out. Ironically government exemption 

policiess in the past have not been effective. 

Chapterr Eight deals with how people perceive the state as a bursar of health 

insurancee schemes against the background of the expected leading role of the state in 

Africaa to use community financing schemes based on risk sharing solidarity to solve the 



28 8 

problemss of access to health care for the poor. I point out that people do not trust the state 

becausee it is perceived as corrupt and unaccountable. 

Inn Chapter Nine, 1 conclude with a summary and a discussion of the scientific 

importancee of the study and offer suggestions by way of policy implications for a social 

andd culturally sensitive health insurance for Ghana with implications for sub-Saharan 

Africa. . 



Healthh Care in Ghana and how it was paid 

for:: An Historical Perspective (1850-2001) 

Introduction n 

Financingg of health care delivery in Ghana has had a chequered history. In the search for 

appropriatee ways of raising revenue to supplement government allocation to the sector, 

variouss options have been tried. The strategies have shifted from the era of nominal fees to 

feee free health system and then back to user fees, all in an attempt to provide and guarantee 

universall  access to adequate health care for all of Ghana's people. This chapter focuses on 

ann examination of the history of modern health care in Ghana and how it was financed over 

thee years from the mid nineteen-century to the present. The objective is to offer a brief 

overvieww of the antecedents to the present state or public health services as well as to the 

financingg problems they have had in their efforts to make health care accessible to the 

peoplee of Ghana, particularly the rural poor. It is useful to start discussing the 

developmentt of modern health care and how it was financed from 1850 because that is the 
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periodd the colonial power, Britain, gained an enduring foothold in the Gold Coast. Data 

fromfrom that period is available and reliable. Indeed, an underlying theme of this presentation 

iss that the health services available today developed directly from, and still to a large extent 

reflect,, the character of the legacy bequeathed by colonial Britain. 

Forr analytical purposes, the review is organized into two broad phases: colonial and 

postcoloniall  health services. After a brief introduction to the pre-colonial period situation, 

thee discussion turns to what policies and developments were pursued to offer health and 

medicall  care to Ghanaians under various colonial and post colonial administrations and 

howw those policies influenced the health care status of the population over the years. The 

examinationn particularly emphasises how various governments sought to generate revenue 

too finance health care and development, and the response and impact those policies have 

hadd on coverage and accessibility of health care to Ghanaians. The discussion offers the 

appropriatee framework for understanding the problems and challenges of implementing 

healthh insurance in Ghana with implications for other sub-Saharan African countries. 

Historicall  foundations of public health services 

Pre-colonialPre-colonial period before 1850 

Thee people inhabiting the area that was to become modem Ghana were not isolated from 

thee rest of the world before European discovery. Some accounts have it that as far back as 

thee AD 1200, Western Sudan Mande gold traders started to penetrate the country to 

establishh small commercial colonies. Contacts with Hausa merchants through trade in cola 

nutss also date back to the mid fifteenth centuries. It is certain that these early, pre-

Europeann contacts for trade purposes were also accompanied by some of the major 

infectionss of the Eurasian landmass such as small pox, measles, and perhaps gonorrhoea 

(Patterson(Patterson 1981: 3). On the basis of present knowledge about disease causation and 

immunity,, it is probable that some serious epidemics took place from these early contacts, 

butt their magnitude was curtailed by low population densities and limited mobility at the 

time. . 

Thee early beginnings of modem health care can, however, be traced to the time of 

organisedd European presence in Ghana. It dates back to the 15th century when the 

Portuguesee built a fort at Elmina in the central region of present day Ghana in 1481 under 
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thee expedition of Don Diego D'Azambuja. Subsequently, the Dutch, British, Danes and 

otherss arrived on the coast to build forts and castles for the purpose of trade in spices, gold 

and,, later, slaves. Historical accounts of merchant activities along the West African Coast 

indicatee that European ships and castles became centres for the spread of diseases like 

smalll  pox, syphilis and yellow fever (Patterson 1981:3). Anecdotal accounts of the havoc 

Europeanss suffered from the fevers in West Africa earned the area the reputation of "white 

man'ss grave" in colonial history. Some writers indicate that the Portuguese found the 

regionn so inhospitable that they vacated their posts when the Dutch challenged them in 

1595.. Mary Kingsley (1897:681) captured the health situation along the West Coast of 

Africaa very well in her West Africa Travels: 

Greatt as is the delay and difficulty placed in the way of the development of the 

immensee natural resources of West Africa by the labour problem, there is another 

causee of delay to this development greater and more terrible by far - namely, the 

deadlinesss of the climate. 

Inn his book, In the Niger Country, Harold Bindloss (1898:57) even provides a more vivid 

picturee of the situation he observed at Cape Coast: 

Itt is by no means an attractive place.. .Malaria fever is always there, dysentery and 

choleraa strike the white man down, small pox is generally at work among the 

swarmingg natives, and a few years ago a scourge which was generally believed to be 

yelloww fever, though the authorities said it was not, swept most of the Europeans away. 

Ann example of the low rate of survivorship could be found in the earliest documented 

Englishh trade expedition to the west coast of Africa, which was organised by a group of 

Londonn merchants in 1553. It was a two-ship expedition, led by Captain Thomas 

Windham,, who intended to buy gold at Elmina and pepper from Benin (Blake 1977:143). 

Aboutt one hundred of the 140-man crew died, including the captains of the two ships, 

Windhamm and Pinteado a Portuguese man. Nevertheless, the survivors returned with 

valuablee cargo to England-

Malariaa was the chief killer on the West African Coast and this contributed to the 

reluctancee of European traders to venture inland. In spite of the heavy losses in human 
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lives,, however, the trade continued mainly because of the high profitability of the slave 

trade.. The profitability was determined by the delivery of healthy slaves to their 

destinationn in the Americas and the Caribbean. That need also necessitated the 

employmentt of ship's surgeons whose duty was to ensure not only that healthy slaves were 

boughtt but also that they remained in good health until the delivery point on the other side. 

Inn a way, these processes led to the unplanned introduction of Western medicine to the 

Westt African Coast, albeit on slaves ready for shipment. However, it goes without saying 

thatt those surgeons who accompanied visiting European ships would have only serviced 

inhabitantss who lived close to those settlements (Addae 1996:9). 

Thee Colonial Period 

TheThe early beginnings of modern health care under British colonial administration: 1843-

1870 1870 

Thee significant historical landmark in the history of the Crown in what was the then Gold 

Coastt was the arrival of George Maclean, an officer of the Royal African Colonial Corps, 

whoo took up duties on the Gold Coast in 1830 for the Committee of Merchants of London. 

Hiss splendid administrative abilities and success led to the creation of what became the 

"Goldd Coast Protectorate" which persuaded the British to resume control of the trading 

fortss from 1843 on. The coastal Fanti states signed a bond in 1844 and came under direct 

Britishh protection and justice administration. The Danes negotiated all their forts to the 

Britishh in 1850 at a cost of 10,000 British pounds and left. By Letters Patent dated the 24th 

January,, 1850, the British Forts and Settlement on the Gold Coast were separated from 

Sierraa Leone and became a distinct dependency of the Crown, with their own Governor 

andd Executive and Legislative Councils (Kimble 1963:168, Claridge et al. 1915:474). 

Whenn officials replaced merchants as rulers, they undertook the construction of roads 

andd railroads, provided sanitation, recorded scientific observations and introduce health 

measures.. British government subsidies was four thousand pounds per annum and was 

limitedd to exceptional ventures such as the construction of port facilities and railroads or 

grantss for pacification. In order to carry out the social programmes the colony needed, the 

moneyy had to be found from within the colony. At that time, there was no official national 

healthh system in Britain and the service was provided mainly through voluntary or 
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charitablee hospitals, which were tax financed. Meanwhile in 1850's England customs and 

excisee taxes provided almost two thirds of the revenue of the government (Clapman 

1932:423).. The natural tendency then was for British administration to pursue a policy in 

thee colonies similar to what prevailed in Britain. Since all the money needed for 

developmentt could not be found through indirect tax mainly because of Merchants 

constantt opposition to that and the fear of smuggling to nearby ports that such an increase 

couldd lead to, they resorted to direct taxation. The decision therefore was that if Gold 

Coasterss (Ghanaians) needed health care they would have to pay for it. 

Inn 1850 therefore, the Colonial Secretary of the Gold Coast, Earl Grey proposed 

directt taxation to supplement custom duties to generate additional revenue for social 

infrastructuree and services like road extension, establishment of schools and hospitals and 

sanitation.. He also realised, however, that direct taxation without a regular government for 

thee whole territory would be an imposition so he decided to do so only with the general 

consentt of chiefs and their people at the coast (Knoll 1967:434). As it was, Governor 

Stephenn J. Hill (1851-53) succeeded in 1852 in getting some Fanti chiefs around the 

Britishh settlements to agree to form a Legislative Assembly and to a Poll Tax of one 

shillingg for every person in the towns and districts under British protection. Some of the 

proceedss of the Poll Tax were to be used for medical work. 

Fromm the very beginning of Crown jurisdiction, however, the socio-political 

backgroundd of the Gold Coast through the impact of pre-colonial merchant control 

experiencee brought mixed blessings to taxation policies. Local chiefs were involved in the 

indirectt rule as road construction supervisors, tax collectors and sanitary inspectors in spite 

off  the opposition of some British governors such as Governor H. T. Ussher (1879-80) 

becausee they perceived the chiefs to be superstitious and ignorant. On the other hand, the 

creationn of an experienced ruling class through informal British rule also created its own 

problemss for the colonial office. African and European elites and merchants became a 

communityy of interest that resisted fiscal levies of the government and exerted concerted 

pressuree for tariff education using the chamber of mines in England. African chiefs also 

adoptedd petitions to impede the enforcement of direct tax measures. The Fanti chiefs and 

elitee in particular adeptly used democratic devices of petition and remonstrance to relieve 

themselvess of taxation, an unwanted responsibility of local self-government. As a result of 

thee persistent opposition, the poll tax had to be abandoned after a few years. Kimble 
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(1963:189-191)) reports that the poll tax failed after a few initial successes because of the 

failuree to eradicate abuses of the system. These included dishonesty on the part of officials 

appointedd to assist in the collection, improper keeping of receipts and an irregular system 

off  auditing. While chiefs were paid stipends, benefits that were stipulated for medical 

officerss and hospitals were not honoured and there was scarcely any expenditure for the 

publicc good. Persistent opposition to the poll tax therefore led to its total abandonment 

afterr a few years of operation. 

Thee attack on direct taxation was pursued with so much vigour that successive poll, 

hut,, municipal and maintenance taxes had to be abandoned and with it the opportunity for 

developingg social services, including health related ones. Nevertheless, in the few years 

thatt it lasted, health care was free because Gold Coasters were paying poll tax (Ofosu-

Amaah,, personal communication.)1. From the beginning, the administration established 

postss for the Poll Tax Doctors or "Doctors to the natives". The first two such doctors were 

Dr.. J. Jenkins and Dr. R. Clarke. Others were soon appointed to the various British forts 

andd settlements with the instructions that the natives were entitled to gratuitous medical 

treatmentt from the physicians (Blue book 1955). Army doctors were also appointed to 

undertakee part time duties. For example, in 1857, Dr. Martin was appointed to the office 

off  colonial surgeon on a salary of hundred pounds per annum with the understanding his 

dutiess included attending to the natives. His decline of the position upset the Governor so 

muchh that he wrote to the colonial secretary in London complaining about how Dr. Martin 

expectedd to be paid five pounds a day for merely attending to the civil servants in Accra 

whoo happened to be only one person, Mr. Bannerman, a native and his son. Part of the 

expenditures,, such as the salaries of doctors, would have been financed from the 4000 

poundss grant from Britain. However, by the 1870's the poll tax had stopped and the 

coloniall  administration started charging small sums for those who used the system. In any 

casee by that time only a few people would have been using the new health system because 

thee alternative medicine was very strong. 

11 Professor S. Ofosu-Amaah is a distinguished Ghanaian public health practitioner with a long career in 
publicc health practice and education in Ghana. He was a key architect in the founding of the Post-graduate 
Schooll  of Public Health at the University of Ghana, which was set up with core funding from the Rockefeller 
Foundation.. He became its first director and has also worked with UNICEF in New York. 
22 Ofosu-Amaah S. unpublished monograph. 
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EssentialEssential foundations of the Gold Coast Medical Department: 1872-1920 

Thee essentials that finally led to the creation of a colonial medical service started in the last 

quarterr of the 19th century. Britain became the sole European power of the Gold Coast in 

1872.. This followed the Dutch cessation of their Gold Coast territory to the British in 

Aprill  of that year. From 1874, British power began to spread beyond the coast following 

thee defeat of Ashanti. Then by letters Patent issued on 24th July 1874, the Gold Coast Forts 

andd Settlements (with Lagos) were separated from the government of Sierra Leone, and 

weree 'erected into' a Colony (Kimble 1963:302). Rapid expansion of the administration, 

necessitatedd by additional responsibility to keep the law and peace beyond the coastal 

settlementss and forts, was accompanied by a rapid expansion of British business in 

commerciall  and mining areas as well as missionary activities. By the late 1890's, 

Europeann population shot up to six times what it was in the latter 1880's (Addae 1997:29). 

Thee population increase, however, created constant concerns for European health as a 

resultt of high death rates among them. This concern prompted the need to channel 

resourcess of the colony into securing their health. This led to the build up of a civil medical 

infrastructure,, virtually from scratch, in the colony from 1890. An effective medical policy 

thereforee became necessary from 1890 for two reasons: consolidation of British power and 

influencee and concern for European health with the principal aim of reducing the 

abnormallyy high mortality of Europeans resident in colonial tropical climates, principally 

duee to malaria. During that period (thel880s), a Gold Coast Medical department was 

established,, headed by a physician entitled Principal Medical Officer (PMO), who was 

designatedd to administer the department. This remained so until 19233. He reported to the 

Governorr through the Colonial Secretary, just as all departments did at the time. 

Thee primary mission of the colonial medical services during the early decades of 

coloniall  rule was first and foremost to protect the health of European officials and then 

otherr Europeans. Their next duty was to look after African civil servants, the military and 

police,, inmates of gaols and asylums. Although littl e attention was paid to the native 

population,, they were not completely ignored. Apart from self-interest however, there 

weree genuine reasons for the European bias, such as "lack of resources and public (native) 

?? At the Crown level the concern for the high death rates of Europeans led to a campaign led by the then 
Secretaryy of State, Joseph Chamberlain for the establishment of Schools of Tropical Medicine in London and 
Liverpooll  in 1898. Their principal aim was reducing the abnormally high mortality of Europeans resident in 
coloniall  tropical climates. 
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response""  (Patterson 1981:12). A medical officer travelled constantly under difficult 

conditions,, as it were, to cover the wide area allotted to him. In between a doctor's visit, a 

dispenserr remained in charge of the health outpost. 

Thee emphasis on European health however, led to the provision of affordable medical 

resourcess at centres where there was an appreciable concentration of Europeans, while 

purelyy African towns had none. The effect was that in the 1890's, hospitals and health 

facilitiess were spread along the major towns on the coast and in the south of the country to 

thee disadvantage of the inland and northern parts of the country.4 As a result between 1878 

andd 1915, a European had about 300 times greater chance of admission into a hospital bed 

thann an African, while one bed was available to 70 Europeans, the ratio for the African was 

11 to 22,000 (Addae 1997:30). 

Ass far as cost of health care was concerned, the system that was arranged during the 

timee by the British was that private people would pay some money whereas people who 

workedd in the civil and public services such as the police were given free health care. The 

feee charged to private people was half a penny, which was equivalent to two farthings. For 

aa long time this situation remained the same until 1930-31 when, as a result of the great 

depression,, the Gold Coast medical department decided that they would raise the fees 

chargedcharged private people from half a penny to one penny. One of the remarkable things 

aboutt hospital charges during the period was its equity. Higher income workers were 

expectedd to pay more when they exceeded their limit within which free care was provided. 

Forr example, in "The General Orders of the Gold Coast Colony 1907- revised up to 31st 

December,, 1907", it was stated that Government Officers with salaries of 250 pounds and 

overr and their wives and children were charged 3 shillings and 6 pence while those with 

salariess under 50 pounds were charged 6 pence per diem on native wards. For persons not 

inn the Government Service, natives other than labourers and paupers such as clerks, 

auctioneers,, goldsmiths and their wives and children paid a per diem of 2 shillings and 6 

pencee while labourers and their families paid 1 shilling for the same facility. Service was 

freee for paupers (Konotey-Ahulu 1973:1-2). 

44 For example, in 1878, army medical facilities located along coastal towns such as Keta, Accra, Cape Coast 
andd Elmina were turned into civilian facilities. A civil hospital with admission facilities was also built in 
Accra.. In 1890, four more health facilities were built Dixcove, Saltpond, Winneba and Ada. 
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Africann reception to modern health care 

Onee issue that is worth considering in the present context is the African reception to 

modernn medical care. As it were, the initial official neglect of Africans began to change 

andd Africans who were not in the Government service were granted some limited attention 

andd those who had access were even encouraged to use the service. This change in official 

attitudee must have been stimulated by a sense of responsibility for African welfare. 

However,, the initial response of natives, especially non-officials, to hospital admissions in 

particularr was near boycott. A number of factors accounted for it. 

Beforee the advent of colonial rule, the native Gold Coaster was used to indigenous 

medicinee provided by the traditional healer whose cosmology was based on physical as 

welll  as social causation of illness (Twumasi 1975). Their services included consultations, 

treatmentt of ill s and prevention through protective charms. Experienced healers passed on 

theirr skills through apprenticeship training. However, due to lack of appreciation and 

understandingg of their practice, the British administration sought to eliminate the activities 

off  traditional healers during the colonial period. The administration thus devised a method 

too neutralise the influence of healers through a so called "enlightenment" campaign 

directedd at educated Africans, urban dwellers and opinion leaders, which characterised 

traditionall  healers "to be insincere, to be quacks who lived on the neurosis of their illiterate 

folks""  (Twumasi 1981). Indeed, without any mandate or legal backing for their practice, 

theyy could only practice in secrecy and isolation. In their own way, missionaries 

contributedd to the denigration of the practice of traditional healers and Christian followers 

weree encouraged to shun them. These negative campaigns notwithstanding, the ordinary 

locall  African was so used to the native healer and his social and spiritual theories of 

diseasee causation and the remedies provided that the modern physician and his remedy 

weree considered alien and something they found difficult to relate to. As Patterson 

(1981:15)) describes it: 

Thee colonial physician was often a puzzling figure for Africans. He was usually a 

whitee male stranger who had to use an interpreter. He often asked impolite questions, 

demandedd (for reasons unknown to patients), samples of blood, urine and faeces; and 
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sometimess cut open the bodies of the dead. On the other hand, he frequently had great 

powerr over sickness and injury. 

Att the beginning, therefore, most Africans preferred indigenous traditional medicine to 

modernn medicine and their prejudice towards the latter and its practitioners kept them from 

seekingg help from them. 

Anotherr reason that accounts for the attitude of ordinary Africans towards modern 

healthh care was that many of those who were admitted died for the simple reason that they 

oftenn reported late for treatment. They attended a doctor only after everything else that 

theyy had known and experimented with had failed. This did make them somewhat 

prejudicedd towards the new service without any suspicion on their part that they were 

partlyy or fully responsible for the deaths. Their prejudice was particularly strong in cases 

off  chronic diseases, which required long periods of hospitalisation. Even when threatened 

byy an outbreak of epidemics or death, they were reluctant to submit themselves to hospital 

treatmentt (Addae 1997:58). For example, in 1899-1902, when there was a severe outbreak 

off  small pox along the coast, attempts by the government to isolate victims and vaccinate 

thee general public was unsuccessful and so the government resorted to a system of giving 

thee chiefs monetary incentive of a farthing or half a penny for every person that was 

vaccinatedd before people came for it (Patterson 1981:70, Ofosu-Amaah 2001). 

Furthermore,, another significant factor that accounted for the initial rejection of 

modemm medicine must have been related to the payment arrangements. Before the 

inceptionn of modern medicine in the Gold Coast, most elders knew what readily available 

herbss might be used for the cure of certain common ailments. If a family member fell ill , 

onee of these remedies would be tried. However when that remedy failed, a traditional 

healerr would be called in. If a healer decided to treat a patient, the sick person's kinsfolk 

wouldd appoint one from among themselves as the okyiginafo or supporter or 

representative.. This representative discussed the details of the treatment with the healer 

andd took responsibility for any fees to be paid or for procuring any supplies the healer 

wouldd require. Before the healer prescribed any medicine to the patient, he discussed with 

thee representative the ntoase or deposit that ought to be paid (Busia 1962: 14) Traditional 

medicall  care therefore was not free per se but the payment arrangement was reasonably 

flexiblee and negotiable. The cost of treatment varied (and still varies), depending upon 
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severall  factors including the type of practitioner, reputation and client's financial status. 

Thee mode of charges and payment also vary. The sick person might be asked to provide 

moneyy but also things such as eggs, fowls or sheep. Payment might be made in advance or 

afterr the treatment, but significantly, a client was not denied treatment for inability to 

honourr immediate charges. Credit arrangements would be made when necessary and in 

somee instances treatment might be given for free, but the service was not free per se 

(Asenso-Okyeree 1995). The modern medical care that the British were offering did not 

involvee or allow negotiation in price, nor were they made to understand the need for the 

amountt of money that they were being asked to pay. 

Givenn the foregoing reasons, it was not surprising that when the first Hospital and 

Dispensaryy Fee Ordinance was enacted in 1898, the first response of Africans was to stay 

awayy from health facilities5. The fees prescribed for government officials and their 

dependantss was a small per diem only in the case of admissions while non official Africans 

paidd between six pence to three shillings and sixpence per day depending upon the type of 

occupationn and status (Konotey-Ahulu FID 1973). Paupers were exempted. However, 

althoughh the fee was small, it was still expensive for ordinary Africans. It must be said 

thoughh that this negative attitude to fees was not peculiar to Africans. Non-official 

Europeanss who were also required to pay a small fee to the hospital and the medical officer 

whenn they sought treatment often complained that hospitalisation fees were excessive and 

preferred,, when ill , to remain in their quarters rather than incur the hospital admission fees. 

Thee point that needs to be emphasised here is that the system of health care that the 

coloniall  government introduced in the Gold Coast was that private people paid for health 

caree in the government system while civil servants were exempted. That this was the case 

wass not surprising because at that time there was no national health system in Britain. 

Hospitalss in Britain at the time charged for services, though poorer people were sometimes 

reimbursed,, but even so it meant paying for the service in the first place. The need for a 

nationall  health service was widely recognised in Britain throughout the 19th century but it 

tookk the experiences of World War I, the great depression, and World War II which was 

55 Addae also cites Di. B. W. Quartey-Papafio's report of 1899 on African reluctance to use dispensaries 
servingg Saltpond on account of fees in GCGRMSD (1899: 261) as well as several colonial documents of 
despatchess to the Secretary of State for the Colonies regarding complaints about fees. See especially Addae, 
ibid,, page 98. 
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thee real impetus, before a national health service finally came into being (Eckstein 1958: 

xvii) . . 

AA significant health care development that took place around the end of the first 

decadee of the 20th century followed a major outbreak of yellow fever in 1910-11, when the 

Coloniall  office sent a "Yellow Peril" team under Sir Rupert Boyle to the Gold Coast to 

investigate.. By the time the team arrived in the Gold Coast, the epidemic had ceased, but 

thee team went ahead to make recommendations for combating future epidemics. The most 

contentiouss proposal of their recommendation was to segregate Europeans from native 

dwellingss with at least 400 yards of no man's land. As expected, there was great 

resentment,, particularly from European merchants who lived near their stores and 

warehousess for trade purposes and from educated Africans and politicians who read a 

racistt meaning into it. Some disagreements even came from Governors in other colonies 

off  the West Coast for fear of potential political effects. Nevertheless, the Colonial Office 

wass firm about their decision and carried it out. 

Whenn Governor Hugh Clifford assumed office in 1912, he was dismayed by "the 

conservatism,, racism and complacency of much of his medical staff' and made it a priority 

"too afford to the native population of the colony a larger share in the benefits of European 

medicall  science than they enjoyed" (Gale 1973). European mortality rates had been 

reducedd considerably by then, and there was a growing awareness of the "trusteeship" role 

off  the colonial government. However, due to wartime pressures and the limited European 

medicall  staff at his disposal, he could not do much. Nevertheless, he tried to draw on his 

previouss experience from Ceylon (present day Sri Lanka) where he was previously the 

governor,governor, to establish dispensary schemes involving the employment of great numbers of 

Africann medical auxiliaries: nurses, midwives, dispensers, vaccinators and other 

subordinatee staff. He left office in 1919, with a legacy of 28 dispensers and 64 nurses in 

thee major hospitals of the colony. It was also he who prepared the ground for the social and 

infrastructurall  landmarks undertaken by his successor Governor Guggisberg, which 

includedd the first African Hospital for the Gold Coast: Korle Bu Hospital. 

TheThe firm foundations of medical services in Ghana: 1920-1930 

Thee construction of the firm foundations for medical services during the colonial period in 

Ghanaa is, however, credited to Governor F. G. Guggisberg. Construction began the 1920's 



41 1 

andd continued to the independence period in the 1950's. The period saw the 

transformationn of the medical service and facilities into a modem state. The general 

medicall  policy of the Guggisberg government was to deal with diseases in the order in 

whichh they most affected the general life of the people. The Gold Coast Hospital, Korle 

Bu,, that he commissioned in 1923, was in the following next year equipped with the most 

modernn and latest technology of the time, and for many years judged to be the most 

sophisticatedd hospital in Africa. Its success derived not only from the treatment of 

diseases;; it also became a teaching centre for nurses, midwives, dispensers and sanitary 

inspectors.. This was in keeping with the fact that as early as 1923, the general African 

appreciationn of government health facilities was rapidly increasing, thereby made it 

necessaryy for the government to progressively increase hospital accommodation in existing 

hospitalss or build new ones. 

Inn 1924, Guggisberg introduced the first ten-year development plan for Ghana. It 

involvedd a £25 million expenditure which had far reaching implications for economic, 

educationall  and health development in what was still called the Gold Coast. For this, he 

wentt into the history books of Ghana as the untiring person whose foresight, hard work and 

devotionn to duty was responsible for the initiation of a basic infrastructural network for 

socio-economicc development. His administration was the first to enunciate, in clear terms, 

aa public health policy, that was both comprehensive and largely executed. This public 

healthh policy was organised under eight headings that included care of the sick, 

professionall  training of African medical and public health officers, sanitation and 

improvementt of towns and villages and medical research. The care of the sick was no 

longerr exclusively confined to Europeans. The majority of the hitherto ill-designed 

hospitalss and dispensaries were re-designed and built in larger towns. Throughout his 

administration,, expenditure on public health and services ranged between 16 and 18 

percent,, the highest ever (Addae 1997: 66). 

Despitee his genuine concern for public health and the advancement of Africans in 

governmentt service, Guggisberg refused to appoint African doctors to a common list with 

Europeans.. In a speech in Britain, he argued that half of the Africans with MD degrees 

weree incompetent. Africans hit back at the discriminatory policy against them; he was able 

too find very few among the handful of Gold Coast physicians who would accept 

appointmentt under terms inferior to those of Europeans. The number of African 
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physicianss in the service grew very slowly throughout the twenties and the thirties. One of 

hiss more liberating innovations was the hiring of female physicians, variously titled 

Womenn Medical Officer (WMO) or Lady Medical Officers (LMO). They had inferior 

statuss and, like their African male counterparts, were not members of the WAMS. But 

whereass African Medical Officers (AMOs) had rights to private practice and MOHs had an 

extraa stipend of 150 pounds in lieu of private practice, WMOs had none. The WMOs were 

neverthelesss very effectively engaged in work at infant welfare centres and his new 

children'ss hospital and maternity hospital (Patterson 1981:14). His passion for native 

educationn also led to plans to the establishment of the University of Ghana and a Medical 

Schooll  at Korle Bu, although the latter had to wait to be implemented by an African 

government. . 

LatterLatter stages of colonial medical services: 1931-50 

Likee the situation in Britain, the nature of the health policies adopted during the thirties and 

thee forties were shaped by the depression of the 1930s, and the outbreak of the Second 

Worldd War in 1939. Together these factors laid bare the weaknesses, shortfalls and 

problemss of the health system. The first problem was related to finance. As a result of the 

depressionn and the war, revenue to the public health sector was highly curtailed and this 

haltedd any further expansion. A number of already existing hospitals and dispensaries 

weree closed down or downgraded (Addae 1996:74). Ironically, hospitals had by that time 

becomee the basic health care unit in colonial Ghana with one or more resident medical 

officers.. Africans' confidence in modem medicine had by then been won and people went 

too outpatient clinics for most complaints; those who had serious conditions and would 

agreee to hospitalisation were admitted to the wards. However, although the number of 

hospitalss and beds had increased, the number of African hospitals and African hospital 

bedss remained small and static, even though the annual number of African patients rose 

astronomicallyy (Patterson 1981:17). The cumulative effect was overcrowding at hospitals 

andd dispensaries, inadequacy of the medical staff and deterioration of sanitary conditions. 

Inn order to deal with the health care problems of the time, one measure the colonial 

governmentt took was the replacement of the West African Medical Service with the 

Coloniall  Medical Service in 1934. This transformation was done in an effort to Africanise 

thee service personnel and doing away with the British bias in the service. Another way the 
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governmentt dealt with the problems was to extend the responsibilities of medical officers 

beyondd the districts they were originally assigned. Similarly, responsibilities of junior 

personnell  such as dispensers, nurses and nurse-dispensers were also extended while new 

nursess in training and new dispensers were engaged. Village dispensers were put in charge 

insteadd of nurse dispensers. Hospitals were complemented by dispensaries, which were 

usuallyy located in rural areas and supervised by African dispensers who were periodically 

visitedd by a medical officer. These were geared towards outpatient care; bed space was 

limitedd and serious cases were referred to hospitals. The foregoing measures, while 

solvingg one problem, undoubtedly over-stretched the facilities and compromised the 

qualityy of care. 

Thee government also sought to solve the problems of revenue shortages at the period 

byy encouraging Native Authorities to build their own village dispensaries for which 

Africans'' preference for outpatient treatment would support. Local or regional 

administrationss provided subsidies in the form of building materials, drugs, dressings, 

equipmentt as well as trained medical personnel to communities that built their own 

dispensariess according to approved plans6. These measures, though, were cosmetic 

responsess to the deep-seated problems that plagued the service at the time. 

Thee desired major policy changes that the health service needed were initiated when 

Sirr Alan Bums became Governor of the Gold Coast in 1941. Having served under Lord 

Luggardd in Nigeria, Governor Burns was sympathetic and well in tune with African 

opinions.. Against strong opposition of the medical department, he advocated and obtained 

thee abolition of the segregated hospitals and the gesture freed additional hospital 

accommodationn for Africans. In a five year development plan7 that he published, Sir Burns 

sought,, among other things, the immediate and long-term remedy of the appalling 

overcrowding,, the upgrading and extension of existing hospitals and construction of 

severall  new ones. This position of Bums which privileged cure over prevention was 

howeverr opposed by his DMS, Dr. Balfour Kirk, who rather preferred to place emphasis 

onn preventive work to curative work. Bums countered that Kirk's position would provoke 

aa storm of indignation and gravely imperil the reputation of government in the eyes of 

('' This scheme first took root in the Northern territories in the mid-1930s, to be followed by others in other 
partss of the country in later years.pp76 [GCGRMSD (1933/34) P. 44.] 
77 Sir Alan Bums (1944) Five-Year Development Plan, Government Paper on Development for the Gold 
Coast,, Accra: Government Printer. 
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Africans.. The Secretary of State provided a truce to support immediate long-term 

measuress to improve hospital accommodation and also promote preventive medicine based 

onn a suitable balance between the two approaches (Addae:77). 

Inn August 26, 1942, the Governor made a 13-point Regulation under the Hospital Fee 

Ordinancee in which outpatient charges were increased for the first time from their 1907 

levels.. One important aspect in the new pronouncement was that within the limits 

permitted,, the amounts charged in any particular case were subjected to "the discretion of 

thee medical officer concerned, and the approval of the Director of Medical Services" 

(Konotey-Ahuluu 1973:5). This left a gap for financial abuse of the system. What the 

1940'ss is best remembered for is that it became a period of grand plans and proposals for 

neww hospitals and health centres, including a ten year hospital development plan, which 

couldd not be implemented as a result of shortages of building materials, delayed 

implementationn and revenue shortages. Dr. Kirk's grand proposal embodied the 

establishmentt of a network of several rural health centres in small communities around 

majorr hospitals. To date, the rural visionary plans of Kirk remain the means by which 

healthh services reach the majority of rural people in Ghana. 

Anotherr element that is worth mentioning is that until 1946, the Colonial government 

allowedd specialists to have private practices so ordinary private Ghanaians paid them 

directly,, even in the government hospitals. From 1946, however, although the Secretary of 

Statee had issued a clause in their letters of appointment prohibiting them, no regulations 

weree issued to stop them. Naturally, it could not be stopped since not all received the 

noticee in their appointment letters. In effect, some patients paid more while others paid 

less.. Some of the professional fees paid ranged between 2 shillings and 5 shillings for 

brieff  outpatient visits to medical officers, while outpatient visits to a physician or surgical 

specialistt cost two pounds two shillings. The Gold Coast had actually the cheapest fees for 

suchh services. 

TheThe period before independence: 1951-1957 

Whenn the first African government assumed internal self-rule in 1951, it inherited a 

medicall  service that was tremendously curative with several inherent weaknesses. The 

successs of vaccination campaigns and modern treatments against previous outbreak of 

yaws,, trypanosomiasis and small pox as well as other diseases such as leprosy, venereal 
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diseasess and pneumonia, had led to public confidence in the medical services. However, 

thee success of modem medicine also became a source of limitation since it could not meet 

alll  demands and expectations. At the beginning of 1951, rural health had only three health 

centress and virtually nothing to show in terms of preventive medicine, yet rural populations 

weree the ones that needed them most. By and large, colonial medicine had ignored the 

rurall  communities due to its highly biased primary policy of securing European health. 

Whenn the new African government assumed power, one of the things it sought to do was to 

developp a policy framework for the development of health services in the country. 

Thee most important change in the early fifties was the incorporation of the Medical 

Departmentt into a Ministry of Health headed by an African with the administrative 

machineryy also headed by an African. Furthermore, it sought the services of Sir John 

Maude,, a former permanent Secretary of the Ministry of Health in the United Kingdom to 

headd a commission to review the health needs of the country. Its terms of reference were 

definedd as: 

Too review the measures taken and projected in the Gold Coast, either by government 

orr by enterprise; for the development of preventive and social medicine, including 

healthh education; for the development of curative medicine, including the provisions 

forr hospitals, health centres and dressing stations and for the training of personnel; for 

medicall  research; to examine the adequacy of the administrative structure and 

organisationn of the Medical Department in relation to such development; and to make 

recommendationss (Maude 1952: 5). 

Amongg its significant recommendations were: 

i.. Hospital fees and all charges were to be abolished; 

ii .. The building of more health centres and dressing stations; 

iii .. Hospital and health centres were to be under the control of the central government, 

butt dressing stations and maternity homes were to be the responsibility of local 

government; ; 

iv.. Large municipalities employ their own MOH's and should operate school health 

services;; and 

v.. Urban and district councils were to be responsible for sanitation in rural and urban 

areas. . 
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Althoughh the recommendations of Maude were far reaching, some were misjudged. For 

example,, the separation of hospitals from public health units under two authorities created 

confusion.. One of the greatest aberrations was the recommendation regarding hospital 

fees.. Throughout the colonial period until that recommendation in 1954, medical charges 

weree levied. Minor modifications were sometimes made in the grading of hospital per 

diem,, but the principle of fee charging did not change. In general the private patient 

seekingg treatment in a government hospital was liable to pay: a private professional fees, a 

statutoryy dispensary fee, and the cost of any medication prescribed. 

Thee statutory dispensing fee actually did include the cost of any medicine prescribed 

althoughh where the patient was able to pay, a charge was made and credited to government 

revenuee (Konotey Ahulu 1973:5). 

Thee regulations were interpreted literally and so "patients in the Gold Coast were 

madee to pay the cost of drugs dispensed rather than pay something towards the cost". 

Whetherr deliberate or inadvertent, a circular from the chief medical officer in 1955 

confirmedd that prices fixed were "carefully calculated to equate actual cost price to 

ourselvess from Crown Agent sources plus a 15 percent marginal charge for overheads". 

Maude'ss recommendation that abolished it placed successive governments in great 

difficultyy in terms of raising revenue to finance the health sector. 

Thee best way to appreciate the far-reaching recommendations of Maude, particularly 

regardingg fee charging, is to place them in the context of overall British politics at the time. 

Significantly,, in 1951, the British Labour Party was in power in Britain and as a matter of 

policy,, the party saw all health care as socialised. The Labour Government of 1945-51, led 

byy Clement Attlee, in its first majority in parliament, introduced substantial reforms that 

createdd the National Health Service (NHS), established a universal state welfare and 

nationalisedd 20 percent of British industry (Fielding Stephen 1995). Among the key 

principless of the NHS in Britain that might have influenced Maude's commission were that 

everyonee was eligible for care, including those who were temporarily resident or visiting 

andd such care was entirely free at the point of use. The British service however, also 

clearlyclearly indicated that the service was financed almost J 00 percent from central taxation 

andd the rich paid more than the poor for comparable benefits. Yet Maude prescribed a free 

healthh care service for Ghanaians but failed to analyse how the government of the Gold 

Coast,Coast, (later Ghana) was going to get the money to finance their health system. That 
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createdd an everlasting problem for health financing in Ghana, one that has plagued them to 

date. . 

Itt must also be emphasised that user fees at the point of use are merely a small 

amountt that supplements or reduces the recurrent expenditure of the service provided. The 

majorr financial burden of providing health services such as capital cost was borne by the 

coloniall  government. Apart from the government, missionary bodies shared some of the 

workk of providing health care in Ghana. Therefore, it is important to take a brief look at the 

missionaryy contribution. 

Thee contribution of the missionaries to health care 

Thee introduction of Western medicine and public health in colonial Africa was in most 

cases,, pioneered by Christian missionary societies during the last quarter of the nineteenth 

centuryy and the early decades of the twentieth century. Initially, most of the missionaries 

soughtt to propagate the gospel without a commitment to the health needs of their potential 

converts.. However, the realities of the appalling endemic and epidemic diseases 

compelledd them to pioneer medical services to their host populations (Goody 1988:14). In 

manyy territories, missionary hospitals and dispensaries were in place several decades 

beforee the colonial government accepted any general responsibility for African health care. 

Unlikee Medical Missionary work in other British colonies, such as Nigeria or East and 

Centrall  Africa which were begun in the late 1800's, missionary hospitals were not started 

inn the Gold Coast until 1931, when the Basel Mission started the Agogo hospital in Asante 

Akim.. This was followed by the Catholic hospital at Breman Asikuma in 1943. By 1951 

theree were two more at Jirapa (maternity) and Worawora. Before hospitals were started 

though,, medical missions in the Gold Coast had taken off as small dispensaries, aid posts 

andd clinics. The unique feature of the spread of missionary health services in Ghana was 

thee fact that unlike the government facilities, they developed in the rural or least accessible 

partss of the country. 

Betweenn 1951 and 1960, the growth of mission hospitals jumped from 3 to 27, which 

weree distributed all over the country, particularly in the Northern Territories, Ashanti and 

thee Volta Regions. This growth in mission hospitals was facilitated by the government's 
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acceptancee of the policy, advocated by the Maude commission, of enlisting the aid of 

missionaryy societies and other voluntary agencies in the provision of health facilities. 

Althoughh the missions built and ran the hospitals, the government provided grants-in-aid to 

themm to facilitate their work. 

Onee remarkable aspect about the mission facilities, as far as health financing is 

concerned,, has been that the collection of user fees had always been part of their 

operations.. No common fee schedule exists as such, and user prices might vary from 

missionn to mission and from Church denomination to denomination; but some mechanism 

existss by which fees are matched with the costs of the services provided. Such charges 

usuallyy covered recurrent expenditures; the full cost of drugs was passed on to users. They 

neverthelesss granted exemptions to the poor. Their ability to do this has likely been helped 

byy the fact that since they operate mainly in the rural settings where people are likely to 

knoww one another, identification problems are not difficult to deal with. 

Thee government recognizes the significant contribution of mission health facilities 

andd makes a budgetary provision for subsidizing their operations. This is channelled 

throughh the Christian Health Association of Ghana (CHAG). CHAG was started in 1967 

withh the help of the World Council of Churches, the Catholic Bishops Conference of 

Ghanaa and the Christian Council of Ghana and duly registered under the Trustees 

(incorporation)) Act of 1962. Its mission is "to provide holistic, affordable and quality 

healthh care in fulfilment of Christ' mandate to go and heal the sick" (CHAG 2000). In 

orderr to achieve this mission, CHAG collaborates with the government and its 

stakeholders.. The missions, represented by CHAG, are presently the largest single 

providerr of health services after the government with 128 health institutions, 49 of which 

aree hospitals. The government now provides about 80% of the salaries of health staff. 

CHAGG meets periodically to discuss pricing policies and to compare ranges of prices 

chargedd for specific forms of care and procedures. Price revisions are carried out based on 

changess or increases in the average prices of supplies and equipment that they buy from 

thee free market. Since 1979, most of the drugs and pharmaceuticals that they use have 

comee from foreign donor sources. These donations are channelled through the Christian 

Medicall  Commission of the World Council of Churches in Geneva. It depends upon its 

ownn resources to import any pharmaceuticals that its members desire over and above those 

receivedd from donors. 
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Onee significant observation about mission institutions is that there is a public perception 

thatt the quality of the service they provide is superior to that of government-run health care 

facilitiess in the sense that staff are more dedicated to their work and provide a friendlier 

interpersonall  environment. One fundamental problem that they experience is finance. As 

aa non-profit organization devoted to serving the poor, CHAG operates mostly in the 

remotestt parts of the country where user charges are far below the cost of the services 

rendered.. Although they implement their own exemption policy, their financial situation 

hass been made worse by the government is wholesale exemption policy for certain 

categoriess of patients. Those exempt are children less than five years, pregnant women 

andd those aged seventy years and above. The source of the problem relates to the 

government'ss inability to refund institutions the exemptions that are provided on a timely 

basis.. Given that mission facilities receive higher patronage by such exempted patients as 

comparedd to alternate government facilities, the revenues from these exemptions are quite 

substantial. . 

Apartt from the missions, other quasi-government concerns, mining companies and 

privatee individuals also made modest but important contributions to the growth of non-

governmentall  health facilities from the 1950*s. In the early stages of their inception in 

Ghana,, most of them were situated in the colony and South because of the location of 

miness in those areas. Educational institutions in the colony and Ashanti areas ensured that 

quasi-governmentt hospitals were built there. Nowadays, most private modem health care 

practitionerss are mainly found in urban areas. Since they thrive on full cost recovery and 

profits,, users pay for all the services they receive. Their charges, however, vary from 

facilityy to facility depending upon location, services, reputation, amenities and the 

goodwilll  that the providers) commands in the population. User fees in private facilities 

tendd to be beyond the means of ordinary people since there does not appear to be any 

regulationn on price setting. 

Postcoloniall  health care and it's financing: 1957 to date 

Whenn Ghana eventually attained internal self-rule, the Nkrumah government launched a 

10-yearr development plan in which a huge investment in the social development of the 
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countryy was sought. The health component of this included the expansion of the number 

off  existing health facilities, while cost to users of these facilities was made either very low, 

orr in most cases, completely free. Private practice was abolished in government hospitals 

inn September of that year to forestall the policy on free health care. This was followed in 

19611 by the banning of private professional fees charged by government doctors, dentists 

andd specialists. In lieu of those fees, the government paid an annual allowance. 

Furtherr concessions were offered to various categories of Ghanaians in May 1962. 

Thiss included free outpatient care for Ghanaian and non-Ghanaian children and adults 

residentt in Ghana. Civil servants and members of the security services were charged a 

tokenn fee for in-patient treatment and drugs. Mission hospitals that were charging fees for 

theirr services were reimbursed for services provided to the various categories of people. 

Pragmaticc measures were also introduced for the rural areas. Thirty-five new rural health 

centress were established between 1960 and 1966 (Senah:250). In line with Nkrumah's 

'Africann personality' agenda, steps were initiated to study and organise traditional healers 

too form an association for the advancement of their techniques in the delivery of health 

care. . 

Itt did not take long for the impact of the socially inspired programme of Nkrumah to 

takee its toll on the economy. It led to shortfalls in revenue for most parts of the 1960's, 

whichh eventually compelled the government to impose foreign exchange and import 

restrictionss in 1965. In the area of health, the restrictions affected capital-intensive 

equipment,, essential drugs and supplies with attendant shortages and inadequacies in 

servicee delivery. Ghanaian doctors, who had inherited the elite and conservative 

dispositionn of their colonial forebears, became aggrieved and critical, and vented their 

frustrationss on the Nkrumah government. 

Thee military regime of the National Liberation Council (NLC) that toppled 

Nkrumah'ss government in 1966, was ideologically pro-Western and introduced policies 

thatt sought to divest the state from the socialist programmes pursued under Nkrumah. It 

appointedd a committee headed by Dr. Easmon to investigate the health needs of Ghana. 

Amongg many suggestions, the report of the committee recommended not only the raising 

off  hospital fees but also the strict enforcement of their collection. Because of these 

recommendations,, a statutory dispensing fee (30 new pesewas) was introduced in February 

1968,, but the directive was withdrawn following public outcry. It was, however, re-
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introducedd through an official gazette to be effective from October 1969 when the military 

juntaa would have handed over power to the new government of Dr. K. A. Busia. It was 

againn suspended after public protest. 

Whenn the civilian government of Dr. Busia's Progress Party took office, the issue of 

healthh financing had become so sensitive that immediate measures had to be taken to 

resolvee it. The Konotey-Ahulu committee was set up to investigate all issues relating to 

hospitall  fees in the country. In its far-reaching report, it recommended that outpatient 

treatment,, including antenatal care, should no longer be free and that a nominal amount 

hadd to be charged for drugs dispensed. On the basis of those recommendations, the 

governmentt introduced the Hospital Fee Act of 1971 in government health facilities with 

thee aim of reducing excessive demand and contributing to recovering part of the costs of 

curativee services. However, the charges imposed were so low that only a minimal 

percentagee of total costs were recovered (Waddington et al. 1989). Other fees were 

institutedd for referrals from lower to higher levels of the health care ladder. Again, apart 

fromm charges for private patients, fees for inpatient services were raised. Significantly, in 

thee spirit of its vigorously pursued rural development programme for the country, 

attendancee at rural health facilities was made free. In addition twelve new health centres 

weree established and electricity, feeder roads and piped-bome water supply were extended 

too the rural areas in the relatively short time the administration lasted. 

Thee National Redemption Council/Supreme Military Council (NRC/SMC) overthrew 

thee Busia government in a military coup after (twenty-seven months) in 1972 and ruled 

Ghanaa until 1979. During its term of office, hospital fees remained the same as they were 

duringg the Busia era, but moderate budgetary allocations were made to the health sector. 

Thingss did not change much with respect to health financing during the Limann 

administrationn (an Nkrumah offshoot) that assumed power in 1979 after the stopgap 

administrationn of the Armed Forces Revolutionary Council (AFRC) regime. An important 

landmarkk in Ghana's health policy took place in the late 1970's when the Government of 

Ghanaa (GOG) adopted the primary health care strategy as the vehicle for achieving Health 

forr all by the year 2000. But as a result of the economic crisis that drastically reduced 

resourcess available to the health sector in the early 1980's that resulted in the deterioration 

off  the population's health status, the primary health care goal was never achieved. 
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Thee Provisional National Defence Council (PNDC) seized power from Limann at a 

timee when the economic conditions and in particular the drug and medical supply situation 

weree in bad shape. In order to prop up the situation, the PNDC introduced surcharges on 

importedd drugs and hospital equipment, but this merely worsened the situation. The 

prevailingg general poor economic conditions in the country at the time led to a mass 

exoduss of doctors and other professionals. Patients did not only have to "scavenge" for 

theirr drugs from private sources, but they, in addition, had to carry their bedding, food 

requirementss and sometimes even stationary with them when attending some public 

facilities.. The response of the PNDC to the crises was to increase fees for hospital 

services.. For the first time non-Ghanaians were asked to pay higher fees for medical 

services.. Even this could still not salvage the situation; the need for more pragmatic 

measuress became apparent. 

InIn the mid 1980's when World Bank and International Monetary Fund structural 

adjustmentt programmes became a major feature of Ghana's economic policy, reforms in 

thee health sector led to the introduction of user fees in public health care facilities in 1985 

andd full cost recovery for drugs. This was institutionalised as the Hospital Fee Law, 

otherwisee known as Legislative Instrument 1313. From the point of view of the World 

Bank,, user fees are a precondition for self-financing as otherwise the public would lack an 

incentivee to participate when no- or low-cost health care is available through government 

facilities.. Again user fees (together with self financing health insurance) is perceived as a 

measuree that allow governments i) to allocate scarce funds from curative services to 

preventativee measures to combat such epidemics as HTV, tuberculosis and malaria and ii) 

too reallocate resources to needed subsidies for the poorest segments of the population with 

thee worst access to health facilities (World Bank, 1996). 

Thee objective for the introduction of user fees in Ghana was to raise revenue and to 

deterr frivolous use of scarce health resources. The regulation stipulated that patients were 

too pay the full cost of drugs and nominal fees for other services, except for vaccinations 

andd the treatment of certain diseases such as leprosy and tuberculosis. Health institutions 

weree to retain the fees collected in order to establish a revolving drug fund, even though 

thesee institutions continued to collect drugs free of charge from the central and regional 

medicall  stores. Consultation fees were charged according to the level of institution visited. 

Ministryy of Health staff and their immediate dependents were exempt from all charges. 
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Althoughh the measures led to some improvement in the drug supply situation in the 

publicc health sector, the attempt to recover part of the overall government health 

expendituress through user fees produced less revenue than expected. One serious setback 

wass that it resulted in mixed effects on the demand for health care; some potential patients 

weree precluded from health care because of their inability to pay for services. One of its 

internall  handicaps was that although it stipulated that paupers and indigents were 

exempted,, it did not say who was to pay when someone was exempted. Ignoring the 

lessonss of history, people were thus exempted without knowing where the money to pay 

forr them was to come from. Additionally, no controls were set up to monitor the monies 

collectedd and some health care staff took advantage of the situation to abuse the system 

throughh illegal charges and the proliferation of local charging practices. 

Inn 1987, Ghana embraced the Bamako initiative programme as a means of solving 

somee of its problems of access to health care by rural, deprived areas. The initiative was a 

programmee adopted by African Health Ministers at a meeting in Bamako in 1987. The 

basiss of the initiative was that UNICEF and WHO purchased drugs and sold them to 

communitiess at an affordable price. In turn, the community could use the savings to 

upgradee its basic health care system. Conceived to guarantee access to primary health care 

byy all populations, the Bamako Initiative was considered one of the most important 

strategiess in the area of health promotion. At one point it was implemented in 33 countries 

inn Africa, Asia and Latin America, based on four components, namely: 

>> Revitalisation and extension of peripheral public health systems in order to provide a 

packagee of essential health care - training, equipment, micro planning, follow-up and 

supervisionn - through a policy of decentralisation of decision-making to the district; 

>> Adequate supply of basic drugs to ensure access to medical care at a reasonable cost; 

>> Introduction and enhancement of co-financing systems by the community in order to 

ensuree their sustainability; 

>>  Involvement of communities in the management of health care centres. 

Ghanaa could, however, not make any progress with the initiative and virtually abandoned it 

afterr three years. 
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Inn order to deal with the problems of cost recovery system introduced in 1985, the 

regulationn was restructured in 1992 under a scheme dubbed "Cash and Carry". From that 

time,, health institutions were made to pay for drugs they collected from the medical stores. 

Thee rationale behind the programme was to make health institutions more efficient in the 

managementt of drugs at the sub district level (MOH 1996). Although the scheme led to 

somee improvement in the drug supply situation, there were problems with the way it was 

implemented,, particularly in relation to issues involving availability and affordability for 

low-incomee patients, paupers and indigents as well as for emergency treatments. Other 

problemss related to operational pressures, which made its capacity to revolve a difficult 

exercisee for managers and the consequent negative impact on quality of care. To date, the 

problemss of user fees for most households as Akosa (2001) summarises it, have been: 

AA gradual diminution in uses of health facilities because of affordability, resulting in 

69%% of the population unable to attend/use the health service. The majority have 

resortedd to self-medication, herbal or traditional medicine, or healing crusades or 

prayerss or resigned themselves to their fate not by choice but purely because they 

cannott afford health care. 

Accordingly,, one of the critical health care challenges for Ghana has been the obtainment 

off  additional resources for the financing of health care without deterring the poor and 

vulnerablee from seeking care when they need it. Other struggles have been to improve 

qualityy and access as well as manage resources efficiently. The search for alternative 

and/orr supplementary means for health care financing became focussed on health 

insurance.. It has been regarded with hope and enthusiasm as far back as the mid 1980's. 

Thee main thrust of the government for a social health insurance in Ghana is that Ghanaian 

sociall  and cultural systems has an built in social insurance scheme through the extended 

familyy system whereby the family members have collective responsibility for the welfare 

off  members of the family (Addo: 1995). Most government officials (past and present) and 

manyy outside the government seem to believe that social insurance wil l help solve the 

government'ss health financing problem, and that its introduction will release substantial 

resourcess from government revenue for preventive services. Indeed in 1997, the idea was 

takenn a step further with an attempt by the then government to implement a national health 

insurancee scheme particularly suited to the rural informal sectors on a pilot basis in four 
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districtss in Ghana. Laudable as the idea is, the social and cultural problems and challenges 

off  an insurance system that may prohibit a feasible implementation are empirically pursued 

byy this research. 

Concludingg remarks 

Coloniall  rule has always been intended to be profitable for the colonizer. Likewise, in the 

institutionalisationn of modern health care in Ghana, it had a direct relation to the situation 

andd interests of its bearers. British colonial administrators, with a monopoly over the 

governancee of the state, used their position and privilege to set up a health service that 

enhancedd their status and interests; i.e. protected the health and interests of European 

officialss and merchants. The system they set up was therefore self serving and the legacy 

becamee an urban biased health care service. The service was curative oriented with 

hospitalss located mainly in cities and major towns where European officials settled. At the 

dawnn of independence, a vacuum was created in the manpower resource when many of the 

expatriatee doctors resigned. Although the immediate post-independence government 

steppedd up the training of local health professionals and provided facilities for their 

practice,, with the building of additional health centres, it still maintained the curative 

emphasiss of the health services.8 The number of health centres increased from 10 in 1957 

too 41 by 1963. Indeed, it became more politically expedient for Nkrumah's nationalist 

orientedd government to build modern hospitals and clinics than to promote public health. 

Regardingg the financing of health care, colonial health services were financed mainly 

throughh general taxation, apart from the small fees charged to non-civil servants. This, 

however,, did not create a public problem because the service was at its early stages where 

publicc interest and patronage in alternative traditional medical service was rather high in 

thee society. By the time of independence, when the use of modern health care services had 

pickedd up among ordinary Ghanaians, government policy on health was influenced by 

sociall  considerations to provide basic health and medical care that was nearly free. The 

KK In 1964, the training of pharmacist and dispensary technicians was instituted in the new University of 
Sciencee and Technology, which was opened in Kumasi. Also in the same year a medical school was opened 
inn the University of Ghana and located at the facilities of the Korle Bu teaching hospital in Accra. Nursing 
trainingg was also stepped up with the opening of new colleges and a new post, basic nursing, at the 
Universityy of Ghana. 
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costt of providing free health services, however, soon became a major problematic 

expendituree item for government. In a matter of time, free care became a myth. Drugs 

shortagess in the public sector left patients with no choice other than to pay for more 

expensivee drugs in the private sector or report at health facilities rather late and moribund. 

Thee solution to this was the introduction of user fees in the late sixties with the passage of 

thee hospital decree of 1969 (NLCD 360) as a means of partial recovery from patients. 

Althoughh user fees led to some improvement in the drug supply situation, it also resulted in 

limitedd access to health care for the poor, particularly the rural poor whose income were 

marginall  and seasonal. 

Thee pattern of the public health service financing has not changed from what was 

obtainedd in the past. The bulk of the expenditure is provided by the government and covers 

thee services infrastructure, salaries and wages of health care personnel in both government 

institutionss and non-governmental (mainly mission) institutions, running costs, training 

expensess and health education and promotional programmes. Significantly, a considerable 

portionn (about 85% of the total annual expenditure), goes into recurrent expenditure, with 

littl ee spent on maintenance and development of infrastructure. Donor assistance also 

constitutess a substantial source of funding. For example, when capital expenditures are 

excluded,, donor pooled funds in 2000 constituted 20% of public health expenditure. This is 

significantlyy lower than the contribution in 1992, which constituted 28% of government 

expendituree on the health sector (Sudharshan et al. 2001:31). These donations have mainly 

beenn in the form of supplies and equipment, drug donations, rehabilitation of health care 

facilities,, training of human resources, as well as technical assistance in the area of disease 

prevention,, organisational reform and institutional building. Overall, although government 

fundingg to the sector has been increasing over the years, health care delivery in the public 

sectorr has been deteriorating in quality and quantity mainly due to under-funding. 

Thee lesson from history, therefore, is that the continued reliance on general taxation 

revenuee and donor assistance to finance health services delivery in Ghana has created 

problemss thwarted the development of the service. Similar to the situation in other sub-

Saharann African countries, it is this financial crisis in the public health sector that has 

broughtt into focus the need for additional financing methods and led to heightened interest 

inn the development of social health insurance. In particular, solidarity based social 

insurancee schemes have emerged in discussions as favoured options because of the 
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peculiarr socio economic and socio cultural nature of the Ghanaian setting. As in other sub-

Saharann African countries, it has a low economic base, unplanned spending on health care, 

limitedd capacity of the ministry of health in terms of workload and lack of expertise on 

socializedd insurance. Additionally, such a scheme would entail a relatively poor and large 

rurall  informal population whose incomes are low and seasonal. Given such a socio-

economicc profile, it is questionable whether centralised state or large commercial schemes 

likee those in rich industrialised countries would be feasible in the Ghanaian context (Arhin 

1995;; Criel 1998, 2000). This is in spite of the factors such as a strong demand from the 

publicc for an alternative to a user fee system of "cash and carry", an on-going 

decentralizationn process, which is steadily increasing management capacity at the district 

andd sub-district level (MOH 1995). 

Thee policy relevance of health insurance to the Ghanaian context therefore suggests 

thee innovation of a "risk sharing mechanism employed to harness private funds for the 

healthh care and reduce the financial barrier faced by vulnerable groups to obtaining care" 

(Arhinn 1995:2). The organisation of such a scheme must of necessity become an action 

thatt must take the form of a social security programme, which takes into consideration the 

peculiarr historical, and socio cultural imperatives of the population. It must also involve 

dialoguee and negotiation with them in order to ensure that the package is socially and 

culturallyy acceptable to them. The foregoing lessons from history obviously provide some 

insights,, but at the same time invite further questions and discussion about the context of 

existingg social health insurance schemes as well as traditional mechanisms in Ghanaian 

society.. These are tackled in subsequent chapters. 





Overvieww of the three case studies 

Introduction n 

Thee three community initiatives that constitute the subject matter of this research have 

differentt origins but a similar historical background. They were all conceived within the 

contextt of a need to make health care accessible to poor families in rural communities, but 

weree initiated by different actors in the health care milieu. This chapter provides the 

backgroundd information of the three initiatives. It traces how each of them developed and 

howw they survived or faded away. They are chronologically presented on the basis of 

whenn they emerged. Each section begins with a brief profile of the district. This is 

followedd by a description of design features relating to membership and coverage as well 

ass management and financial administration. I then examine how in each case study the 

partiess involved in each scheme look upon insurance in terms of success and failure. The 

chapterr concludes with a brief synthesis and questions of the socio-cultural challenges 

pertainingg to the feasibility of community schemes in the Ghanaian context. 
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Thee Nkoranza Community Health Insurance Scheme 

Thiss is the most established and frequently cited health insurance scheme in Ghana. It was 

inauguratedd in February 1992 by the Sunyani diocesan health administration of the 

Catholicc Church. Before I describe its origin, I wil l provide a brief profile of the Nkoranza 

district. . 

BriefBrief profile of Nkoranza district 

Nkoranzaa district is one of the 13 administrative districts in the Brong Ahafo region of 

Ghana.. It covers an area of 2300 square kilometres and is made up of about 120 

settlements.. According to the 2000 census provisional report, the population of the district 

iss 127,519 comprising 64,123 male and 63,396 females. It is ethnically diverse and hosts a 

largee number of migrants from other regions, particularly those from Northern Ghana, who 

constitutee about 65% of all inhabitants in the district. It is mainly rural and about 95% of 

thee economically active labour force are subsistence agricultural workers. Forty-five 

percentt of the people are below the poverty line with 17 percent being under the margin of 

hardcoree poverty. 

Infrastructuree and social services in the district are inadequate and the conditions of 

roads,, especially feeder roads, are poor. Only 6% of the population has access to 

electricityy and the majority of them (90%) depend on firewood and kerosene for energy. 

Aboutt three quarters of the population depend on stream water for drinking, making the 

incidencee of water-borne diseases very high. The district has one hospital, which hosts the 

insurancee scheme. Poor sanitation and nutrition constitute some of the public health 

problemss in the area. Similar to most parts of Ghana, malaria constitutes the major 

medicall  problem in the area with others being stomach disorders, rheumatism, boils, eye 

problemss and hernias. 

HowHow did the scheme originate? 

Thee story behind the formation of the Nkoranza health insurance scheme dates back to the 

latee 1980's. Following the introduction of user fees at 1985 in health facilities by the 

governmentt of Ghana, Nkoranza hospital, like most others in the country, began to 

experiencee rising costs and unpaid medical bills particularly in relation to in-patient bills. 
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Thee impact of the high bills was two fold, one a consequent of the other. First the effect of 

thee rising costs on patients and their families as well as potential patients was such that 

manyy reported too late or could not afford the services of the hospital and so there was a 

significantt rise in reported deaths from treatable clinical conditions. As a consequence, the 

stabilityy of revenue accruing from patient attendance to the hospital suffered considerably. 

Inn 1989, the concerns of the policy makers of the Nkoranza hospital, the Catholic Diocesan 

Healthh Administration at the regional capital, Sunyani and the policy implementers at the 

hospitall  in Nkoranza led to discussions on alternative ways of financing health care. 

Basedd on a first hand experience of what the diocesan secretary at the time, a 

reverendd sister, had previously witnessed in Bwamanda in the Republic of Congo (Zaire), 

shee suggested the setting up of a similar insurance scheme for in-patients in Nkoranza. A 

projectt proposal was written in 1989. In 1990 experts were consulted and MEMISA, a 

non-governmentall  organisation of the Netherlands was approached for technical and 

financiall  assistance to set up the scheme. Preparation of legal and other regulatory 

documentss as well as consultation with traditional and opinion leaders in the district and 

thee district health management team followed suit. The scheme was finally inaugurated in 

Februaryy 1992. Dr. Ineke Bosman, the Dutch-bom Ghanaian district director of medical 

servicess and medical officer in charge of the Nkoranza hospital at the time, was 

responsiblee for coordinating the insurance activities. In a conversation with me, she 

narratedd the details of the formation as follows: 

Firstt of all we had this new hospital building, which was completed from scratch in the late 

eighties,, but was not accessible to the people even though it was relatively cheaper compared 

too other places like Korle Bu1 in Accra. So we thought a community health insurance, 

somethingg that the whole community pays together would help. The diocesan secretary at 

thee time, Sister Marianne, had seen Bwamanda in Zaire and I had also done my Master's in 

publicc health at Antwerp so I had heard about it. Thus when she mentioned it I became 

interestedd and first discussed it with Madame Dora, the District Secretary at the time and the 

doctorss and we all became totally enthusiastic about it. Call it luck but once you have all the 

peoplee who mattered interested, it did not become a burden but an inspiration to do it. The 

Bishopp and Marianne agreed that if we wanted to do it we could go ahead. 

11 Ghana's first and largest teaching hospital in Accra. 
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Wee therefore studied the original papers of Bwamanda in Zaire and travelled to Holland to 

visitt MEMISA who upon consultation agreed to shore it up for three years. We read from 

thee Zaire programme that they used printed stamps to identify those who payy their premiums 

att each renewal period so we made a request to MEMISA for similar assistance and they 

agreedd to do it. Madame Dora was very supportive and I travelled with her to Holland for 

thosee negotiations. 

Whenn we came back, we held further meetings with the staff of the hospital and health 

centress in the district to discuss the problem of hospital fee until everybody became 

convincedd that a prepayment scheme would be the most sustainable and practical way to deal 

withh the health care payment crises in the community. From then on we started to talk to 

otherr 'big shots' and groups in town: opinion leaders, church leaders, teachers' association 

andd education officers. After they had all given their blessing we constituted four teams in 

threess and fours and started a crusade into the communities to convince the people. We went 

too the villages early in the mornings with public address systems. Usually we sent messages 

aheadd of our arrival and organised durbars to explain the problem, introduced the idea to 

themm to find out their reactions and answered their questions. We spent about three hours in 

aa village and we could do about three or four villages in a day. After visiting virtually all the 

villagess the reaction was overwhelmingly, 'YES we like it', especially among heads of 

familiess and households who had responsibility for shouldering medical bills. It was very 

tiringg and at some point I fell il l with malaria but I liked the idea so I persevered because 1 

kneww I was going to succeed. 

Ass part of our plans we also formed a strong advisory board team that was basically a 

facilitatorss group with responsibility for dealing with practical decisions involving the 

schemee and the community. It met every week and it included the DS and the chief and all 

thee church leaders. So in short, this is how we basically did it. After the awareness 

campaign,, we appointed fieldworkers in every village and divided Nkoranza township into 

severall  sectors because of its bigger size and assigned fieldworkers. Altogether we had over 

aa hundred fieldworkers and instituted a bonus system to them for hard work. The 

fieldworkerss went from door to door in their communities and ensured that households 

registeredd their whole families because if you only had the man with the hernia2 registering 

22 One of the common testimonies about the scheme is the solution of hernia cases in the district. The medical 
doctorr in charge of the hospital explained to me that high incidence of hernia in fanning communities like 
Nkoranzaa district was not unusual. It results from repeated strain or pressure exerted on the abdomen 
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thenn that was not good. Our policy was to do the whole family and to keep it simple we said 

everyonee should pay the same fee. 

Fromm an operational point of view, teamwork was one of the most essential features that 

gott it off the ground. Again, Dr. Bosman continued: 

Ourr ability to get it started was much enhanced by teamwork. We had a team of dedicated 

peoplee who had the patience and exuded power and respect in the community and that made 

aa lot of difference to our success. It was a mix of all the community leaders including the 

chiefss and religious leaders because that is where the power is and we worked on 

humanitariann grounds without thinking about economic incentives. So basically the 

communityy did it. We, as health implementers, were partners. There was a young Catholic 

priestt who was different from the old conservative type and was very supportive. Madame 

Doraa was also a very creative person and together with the others picked up the idea and 

kneww much better than I how to approach the community and keep them on their toes and 

thatt was very wonderful. 

Beforee the inauguration of the scheme, workshops were organised to orient various 

stakeholderss in relevant aspects of it. These included communication skills for district and 

sub-districtt health management teams and hospital staff, education for members of the 

advisoryy board to be educators and durbars for chiefs and the community at large to 

explainn the policies and benefits of the scheme to them. Final preparations for the scheme 

involvedd the production of identity cards (ID cards) for subscribers as well as family cards, 

registers,, receipts and other such paraphernalia for record keeping purposes. The scheme 

wass finally launched in February 1992. 

DesignDesign features 

Membership,Membership, benefits and exemptions 

Figuree 3.1 provides the organisational chart of the scheme. Membership of the scheme is 

openn to all residents and native non-residents of the Nkoranza district. It is voluntary and 

subscriberss are obliged to pay an annual fixed premium per head, which is determined at 

throughh intense farm labour. The bending posture that people commonly adopt in fanning activities also 
contributess to it. 
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thee beginning of every year. Entire family registration is required in order for individuals 

too receive benefits. 

Thee policy covers admissions to the Nkoranza hospital, in which case the total 

admissionss bill  is paid as well as snake and dog bites. In addition, members referred from 

thee hospital to other hospitals are also reimbursed with a sum equal to the average monthly 

bill ss of Nkoranza hospital during the particular month in which the referral was made. 

Bill ss of drug prescribed that are not stocked or out of stock by the hospital are fully 

reimbursedd to insured patients. As much as possible, doctors of the hospital are obliged to 

prescribeprescribe only from the ministry of health approved essential drug list (EDL). 

Apartt from outpatient cases, various criteria for what was exempt from coverage 

havee been defined on the basis of what the owners perceive and the community accepts as 

goodd health and what is morally acceptable and unacceptable behaviour. Thus, the policy 

off  the scheme exempts cases of normal deliveries of babies, complications associated with 

self-inducedd abortions, retention of patients for less than 24 hours on observation and cases 

involvingg alcoholism and alcohol related injuries. 

AdministrationAdministration and financial matters 

Att the time I conducted this study in 2000, as indeed had been the case for most of its 

existence,, the organisational structure of the scheme comprised the Bishop of the diocese 

off  Sunyani as the ceremonial head who also symbolises ownership of the scheme. Under 

himm is a hierarchy of officers, but the actual management team was made up of all four 

memberss of the hospital management team: the senior medical officer in charge, the 

administrator,, the matron or principal nursing officer of the hospital and the accounts 

officer.. Others are the district director of health services, the manager, coordinator and the 

assistantt coordinator of the scheme and the chairperson of the insurance advisory board. 

Thee insurance advisory board was made up of prominent members of the community 

andd had no designated authority other than a moral one to influence community 

participationn and interest in the scheme and the resolution of matters and complaints that 

cropp up between the management and the community. 

Contractedd field workers complete the organisational structure of the scheme. These 

aree mainly community personnel who collect premiums from the communities. They are 
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usuallyy contracted for two months during the premium collection period and receive 

commissionn on the basis of how much they collect. 

Figuree 3.1: Organisational chart of the Nkoranza community financing scheme 

11 BISHOP OF SUNYANI 

DHCC OFFICE 

EXECUTIVEE SECRETARY 

DIOCESANN PHC CO-ORDINATOR 

INSURANCEE MANAGEMENT TEAM 

\ ^^ INSURANCE ADVISORY BOARD 

CONTRACTEDD FIELD WORKERS 

FinancialFinancial administration 

Thee scheme is entirely funded through premiums paid by subscribers. Its accounts are 

keptt separate from that of the hospital. All premiums collected are sent to the bank the 

samee day or the following day and deposited in a savings account. Only a quarter of the 

fundss are however left in the savings accounts for payment of expenses and administrative 

charges.. The rest is invested in treasury bills and fixed deposits, which yield substantial 

interestt and generate revenue for the scheme. It also receives donations in kind from 

MEMISA,, such as the stamps that are used as receipts and identification for yearly 

registrations.. Occasionally it receives assistance from NGO's. Payment to the hospital is 

madee when members are treated under the conditions specified by the policy on a monthly 

basis.. Three signatories comprising the manager, a co-ordinator and an advisory board 
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chairmann have to sign all payments to the hospital. For daily routine expenses the staff 

keepss an accountable impress which at the time of this fieldwork amounted to 200,000 

cedis. . 

HowHow do the parties involve look upon the scheme? 

Undoubtedlyy the Nkoranza scheme has brought some relief to its clients and made hospital 

admissionss accessible and affordable to subscribers who otherwise would have found it 

difficul tt to access health care. The scheme is a source of pride particularly for 

implementerss for its pioneering work in community health care financing in the informal 

sectorr in Ghana. My observation in this research indicated that the community endorses 

thee scheme particularly as a great health security and help to the rural poor. Ordinary 

communityy members value it as having provided the means for many in the community to 

havee their "parker"3 (hernia) removed. At the end of 1999, average annual enrolment 

stoodd at 27.11% or 39,288 clients from an estimated (or rather over-estimated) district 

populationn of 144,9004. Five percent of these were admitted and made use of 77 percent 

off  the annual revenue as hospital admission bills. In 2000, the total registration was 

43,6888 clients. Based on the official 2000 population and housing census report figure of 

128,9600 residents, the proportion of actual residents in the district comes to 33.88 percent. 

Thiss however is deceptive since it does not include non-resident citizens of Nkoranza. 

Onee of its important solidarity aspects is that high and expensive health risk factors of 

chronicc nature such as diabetes and cardiovascular conditions are all covered by the 

scheme. . 

Butt the scheme has not been without its problems and challenges. Its annual average 

populationn coverage at 26.6% to date remains low, while annual registration figures show 

noo tendency towards significant increase in coverage. The scheme's implementers and 

managerss attribute this partly to negative community perceptions such as the community 

vieww that the insured receives inferior drugs and that doctors are reluctant to admit them. 

Onn the other hand, there is also a perception in the community that hospital staff have 

negativee attitudes towards patients. In a way, the accusations and counter accusations 

showw the expected changes in power relations during health insurance. The view of the 

33 When I tried to find out how "parker "  emerged as a name for  a hernia, I received a speculative explanation 
thatt  the name is probably a description of the way the condition "packs"  at the lower  end of the abdomen. 
44 Source 1999 Annual report on the Nkoranzaman community financing health insurance scheme, page 4 
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implementedd about the community's negative perceptions about the scheme could be 

explainedd as an indication of the community's desire for better service not only in terms of 

technicall  but also social status in a health insurance regime. On the other hand, it shows 

thee reluctance of providers to remain at the pedestal of their prescribing power. 

Mostt clients in the scheme live closer to Nkoranza and existing records indicate that, 

forr example, in the successive financial years of February 1998 to January 1999 and of 

Februaryy 1999 to January 2000, nearby locations such as Nkoranza township and Yefri 

exceededd their revenue from premiums over expenditure through admission costs. 

Adversee selection and patient moral hazard are also quite widespread (examples of these 

aree provided in Chapter Six). Provider moral hazard is, however, not a problem in 

Nkoranzaa since staff salaries do not depend upon revenue from patient attendance. The 

schemee "has not been able" to integrate health centre services into its benefits package yet. 

Onee of the scheme's perennial challenges has been how to inculcate the sense of ownership 

withinn the community. According to its managers most associate it more with the hospital 

orr the Catholic Church sometimes symbolised as the Bishop. They sometimes hold the 

vieww that subscribing to the scheme means providing revenue for the upkeep of the 

diocese,diocese, if one does not fall ill . 

Thesee problems obviously lead to a number of questions. What are the underlying 

reasonss for the so-called misconceptions about the scheme? Given that adverse selection 

andd moral hazard are high in the scheme, how does the community perceive the scheme? 

Doo they understand and accept the concept of risk sharing underlying the scheme? Why or 

whyy not? These are the issues that the subsequent chapters in this study wil l examine. 

Thee National Health Insurance Scheme (NHIS) pilot project in the Eastern 

Region n 

Thee government of Ghana's attempts to implement a health insurance scheme in the 

countryy dates back to the mid-eighties with the commissioning of several research projects 

55 For February 1998 to December 1999, income over expenditure in Nkoranza registered a deficit of 10, 
486,944,, while that of Yefri was also a deficit of 1, 771,379. Similarly, for February 1999 to December 
2000,, income over expenditure in Nkoranza registered a deficit of 14, 941, 562 while that of Yefri was also a 
deficitt of 2, 946,034. Source: Annual reports of the Nkoranzaman community financing health insurance 
scheme,, 1998 and 1999. 
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andd consultancies to assist the formulation of its policy in that direction6. However it was 

nott until 1997 that an attempt by the government to pilot a health insurance scheme was 

initiated.. The Ministry of Health selected four districts in the Eastern Region for a pilot 

initiative.. Speculative reasoning7 for selecting the Eastern Region is that as one of the 

largestt regions in the country, it has a lot of health facilities (143 health centres and about 

188 hospitals) and health workers to test the initiative. These facilities are categorized in a 

wayy that cuts across mission, government and private facilities, which reflect different 

situationss of health care. The population structure also appears to be quite representative 

off  the socio economic background of people from all sources and cultural groupings in the 

country.. It is also believed that the region's proximity to the national headquarters in 

Accraa might have influenced the decision. The Suhum Kraboa Coaltar district, which was 

selectedd as the case study in this research, was one of those that were chosen in the Eastern 

Regionn by MOH Ghana to implement the pilot national health insurance scheme. The 

remainingg three districts are New Juabeng (Koforidua), Birim South District (Akim Oda) 

andd Kwahu South (Mpraeso). 

BriefBrief profile of Suhum Kraboa Coaltar district 

Suhum-Kraboa-Coaltarr district (hereinafter called Suhum district) is one of the fifteen 

administrativee districts in the Eastern Region of Ghana. It is located in the southern part of 

thee region to the east of the New Juaben district in which the regional capital, Koforidua is 

situated.. It has a total number of 415 settlements and the official 2000 population census 

putt the existing population at 166,472 of which 82,244 are males and 84,228 are females. 

Aboutt 78% of the district is categorized under rural. Climatic conditions in the district are 

similarr to those of the forest zone of Ghana, with high temperatures ranging between 75 to 

800 degrees Fahrenheit. The bedrock of economic activity in the district is agriculture, 

providingg income for about 70% of the population. Major cash crops cultivated are cocoa, 

palmm oil, cassava and plantains. Land is mostly individually owned through outright 

acquisition.. It is noted for its vibrant commercial farming activities and serviced by three 

bankingg institutions. 

66 Addo J.S et aJ. (1995) mentions one of the earliest citations as pre-feasibility report prepared by Joseph 
Amenyahh in August 1985 
77 These were reasons suggested by the Eastern region national coordinator of the scheme during a 
conversation. . 



69 9 

Thee district has a relatively good road network which boosts trade and commerce in 

thee area. It is connected to the national electricity grid, which ensures constant electricity 

supplyy for both domestic and industrial purposes, but the main sources of water supply are 

boreholes,, rivers, ponds, wells and rainwater. It has one government hospital located in 

Suhum,, 10 health centres, three private clinics and one maternity home. Prevalent diseases 

inn the area include malaria, diarrhoea, onchocerciasis, yaws and schistosomiasis. 

WhyWhy a pilot project? 

Thiss NHIS pilot project was planned to be a trial scheme to assist MoH-Ghana to 

formulatee a policy on "rural-based community-financed schemes meant to cover all the 

memberss of the rural community" in Ghana (Addo et al. 1995: VIII) . The purpose was to 

ensuree that suitable systems were developed for the various aspects of the scheme, 

includingg premium levels, premium collection systems, provider payment systems and the 

typee of benefit package. In order to implement the project, a national health insurance 

secretariatt was set up in the national capital, Accra, to lead the implementation activities. A 

regionall  secretariat was also established under the regional director of health services at the 

regionall  capital, Koforidua, to co-ordinate the activities in the region. 

Inn preparation for the pilot, various consultancies were also engaged to carry out a 

numberr of key activities, which included the following: 

>>  Baseline Studies (Affordability and Willingness to Pay) carried out by the Institute of 

Social,, Statistical and Economic Research (ISSER) in 1995; 

yy A study on implementation of National Health Insurance Scheme - Eastern Regional 

Project,, conducted by W.K. Siaw of SSNTT in September 1997; 

yy Accreditation Exercise in the four Pilot Districts in October 1997; 

yy Cost and utilization study for the determination of premiums, conducted by Tri-star 

Actuariall  and Management Consultants in February 1998; 

yy Development of benefit package and provider guidelines by the National Secretariat; 

and d 

yy Seminars and Workshops for providers with different stakeholders to obtain their 

inputt for the design of the scheme. 
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DesignDesign features 

ProposedProposed policy package 

Thee initial position of the NHIS Secretariat was that a central agency, a National Insurance 

Companyy would be set up to run the scheme. It was proposed that the scheme was to be 

operatedd on the principles of solidarity, equity and non-profitability. Its basic tenets were 

too share cost of health services, share care for the sick and thereby make health care 

affordablee to all the people of Ghana in the event of illness. These services were expected 

too "be possible for a small premium to be paid either on a monthly, quarterly, half yearly or 

yearlyy basis".8 Clients joining the scheme were to be entitled to a benefit package of 

outpatientt and in-patient services including ancillary services at the district level. 

Providerss were to be selected through accreditation and were to include hospitals, private 

clinics,, polyclinics, health centres, clinics and maternity homes as well as pharmacies, 

medicall  laboratories and X-ray units in the private sector. 

PublicPublic education programme 

Thee most elaborate activity that was carried out as part of the implementation of the 

schemee was a public education programme in the four pilot districts. As was 

characteristicc of most of the activities in connection with the implementation of the 

scheme,, this (educational) component was also contracted to a private consultant, the 

Centree for Development and Intercultural Communication (CEDIC)9 based on a proposal 

submittedd to and accepted by the Ministry of Health. The project began in August 1997.10 

Thee so-called communication objectives of the pilot project upon which CEDIC embarked 

aree provided in Figure 3.1 below. 

CEDICC developed a plan using national service personnel who were trained for three 

dayss and sent to three districts11 to work. Fieldworkers were expected to work closely with 

existingg district structures like District Health Management Teams (DHMT), District 

Assemblies,, National Commission for Civic Education (NCCE) and the Non-Formal 

Educationn Division (NFED) of the Ministry of Education. Communication strategies that 

88 Eastern Health News, Dr. Brookman-Amissah on health insurance, pp 8-10 
99 CEDIC later  changed its name to Strategic Communication Limited (StratComm) 
100 The original consultancy period for  this activity was supposed to be from July to December  1997, but 
actuall  work only began in August. Before the term was over, CEDIC informed the ministry about the need 
andd its intention to extend the period to Apri l 1998. 
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weree used to create public awareness and sensitisation in the districts included posters, 

handbills,, billboards, audiocassettes messages, newsletters and radio programmes. 

Fig.. 3.2 Communication objectives of the NHIS pilot project implemented by CEDIC 

a)) Create general awareness about the health insurance scheme. 

b)) Educate the general public about how health care could be improved through the health 

insurancee scheme by persuading people to join the scheme, motivate the non-formal 

sectorr to join the scheme, educate the public about how to join the scheme and pay 

premiumss and educating the public about how to ease the burden of paying premiums. 

c)) Create a sense of national as well as traditional pride in those who join the scheme. 

d)) Explain the scheme to the public. 

e)) Create the sensitivity, support and excitement about the scheme so that policy makers 

wil ll  make available the necessary facilities and logistics for implementing the scheme. 

f)) Help the public to see the links between the scheme and traditional social support 

systems. . 

g)) Change the widespread attitude, belief and expectation that health care is solely the 

responsibilityy of the government. 

Ass fate would have it the public education programme was the furthest the pilot scheme 

couldd go. The project stalled in 1998 although this was not officially admitted12. Rather, 

thee state maintained a deceptive public image that the scheme was progressing well and 

resultss were being studied, when in fact there was no intention of actual implementation 

takingg place. It took a change in government for the MOH to publicly announce the failure 

off  the pilot scheme. In one such public admission, the official reasons for the failure were 

attributedd to already known challenges of rural informal schemes such as devising 

appropriatee scheme designs, determining premium levels, developing a collection 

mechanismm and setting up a company appropriate to manage the scheme that was suitable 

forr the informal sector.13 

1'' Originally eight field staff were trained for the four districts involved in the pilot scheme but two did not 
returnn for posting when they were asked. 
122 In 1999, when the first phase exploratory fieldwork was carried out, a pilot scheme was officially on going. 
Inn reality there was nothing to show for it. 
133 Reasons attributed to Dr. Aaron Offei, Regional Director of Health Services, Eastern region, reported in 
TheThe Ghanaian Chronicle on the Web "We're no longer each other's keeper due to harsh economic trends" 
writtenn by Eric Boateng Sampon, Koforidua, Volume 10, No 13 Monday October 1, 2001. 
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AA number of other reasons could also be assigned as explanations for the failure. 

Onee of these is the over-ambitious decision to set up a centralised national insurance 

schemee based in Accra to manage the operations in various districts in another region. 

Againn most of the predictions upon which the feasibility of the NHIS was made were quid 

proo quo economic assumptions that ignored the socio economic and cultural realities of the 

economyy and society. For example, it was projected that the economic measures 

introducedd in the early 1990's such as trade liberalisation, incentives to attract private 

investmentt and measures aimed at encouraging domestic production were going to 

increasee job opportunities and incomes, thereby creating an enabling environment for the 

NHISS (Addo et al. 1995: 102-103). Furthermore, despite the limited technical knowledge on 

rurall  health insurance, the planned pilot scheme descended on the communities with very 

inadequatee preparation and typically ended up as another unsuccessful government 

programme.144 Indeed the education programme was not effective because it was hastily 

implemented,, handled by unskilled field personnel and in most cases prior notice was not 

givenn before community visits. 

HowHow do various parties involved look upon insurance? 

Onee issue that became a subject of concern during my data collection in Suhum was trust 

inn the implementers. There was scepticism based on previous bad experiences with 

communityy credit and savings schemes. Many believed that such ventures are only a means 

off  exploitation by "smart officials" to take advantage of "innocent and ignorant poor rural 

folks".. Many people therefore, do not trust or are very sceptical of officials or any group 

off  people who come with pen and paper to collect money from them. 

Notwithstandingg the failure of the NHIS pilot scheme, the need for the government 

too provide accessible health care has never been so strong. This is a result of increasing 

economicc hardships and the consequent difficulties in paying for health care at the point of 

use.. It is against this background that the desire, search and attempt to implement a 

feasiblee health insurance scheme in Ghana that is particularly suited to its unique socio-

economicc environment presents a problem of great social scientific importance and of 

interestt to health policy and planning. 

144 Various examples abound of state initiated programmes that soon became defunct after take off due to the 
approachh and attitude of state officials. In health care these include the community clinic attendant initiative 
andd the Bamako initiative, which were targeted at improving primary health care at the community level. 
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Thee Dangme West District Health Insurance Project 

Thee Dangme West District Health Insurance Project (hereafter called Dodowa) is the 

fruitfull  culmination of the community based insurance vision of a former director of 

medicall  services and later deputy minister of health, Dr. Moses Adibo. It is the end result 

off  Dr. Dyna Arhin's PhD research work in health economics. In principle, however, it was 

implementedd as a MoH operational research activity that partially fulfilled the 

government'ss desire to test the feasibility of rural health insurance schemes in Ghana. The 

primaryy goal was to make modem health care accessible to the rural poor through 

prepaymentt community health insurance schemes. In May 1993 the first fieldwork was 

conductedd to examine the demand and financial feasibility; the scheme was finally 

launchedd in October 2000.15 

BriefBrief profile of Dodowa district 

Thee Dangme West District is one of forty-five districts created in 1988 as part of the 

government'ss decentralisation reforms. It is also one of two rural districts among the five 

inn the Greater Accra Region that is yet to experience the rapid urbanization that has 

besiegedd the peripheral areas surrounding Accra city. Dodowa is the district capital. 

PhysicalPhysical features 

Itt has the largest surface land area (about 1,700 square kilometres) in the Greater Accra 

region,, constituting about 41.5 percent of the entire regional land area. The land is flat and 

att sea level with isolated hills. It is bounded on the east by the Volta River in the Osudoku 

sub-district,, to the west by Ga District, to the north by the Akwapim Ranges of the Eastern 

regionn and to the south by Prampram and Tema in the Greater Accra region. It is home to 

thee ancient Shai Hill s tourist site. The vegetation is predominantly coastal savannah but 

densee forest commonly known as the "Dodowa Forest" exists in the Dodowa sub-district 

part. . 

Thee 2000 population census put the number of people in the district at 96,809, 

46,5500 males and 50,259 females. The district has a slightly lower population density than 
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thee average for the country (55.3 persons per square kilometre against the national average 

off  63) and far lower than the regional average (which is 441 persons per square kilometre) 

mainlyy as a result of migration to Accra and Tema, which fall within the region. The 

populationn is concentrated along coastal settlements mainly in Prampram, Old Ningo and 

Lekponunorr due to fishing activities, and in the western parts at Dodowa and Asutuare, due 

too farming and commercial activities. The large, central portion, which is inhabited by 

pastoralistss is very sparsely populated. The population structure of the district reflects a 

typicall  developing country rural region with a predominant youthful population with an 

averagee of 21.5 years. This implies a high dependency rate. 

Inn spite of the presence of the wide ocean mass and the Volta River, farming, rather 

thann fishing, is the main occupation of the majority (about 60%) of households in the 

district.. This is due to the fact that fishing (only 6.4%) in the area still uses old and rather 

crudee labour intensive methods. Trading (about 22%) is the next major occupation after 

farmingg and it is significant to note that some of the main towns in the district such as 

Dodowa,, Prampram, Old Ningo and Osuwem used to be dynamic trading and commercial 

centress in thee region but this has declined over the years due to shifts to Accra and Tema. 

HealthHealth indicators 

Forr purposes of health administration, the district is divided into four sub-districts: 

Dodowaa (Shai), Prampram, Great Ningo (previously called Old Ningo) and Osudoku. 

Eachh sub-district is served by one main health centre headed by a medical assistant and in 

additionn has one or two community clinics. They are supported by two private clinics in 

Prampramm and Dawhenya as well as two private maternity homes also in Prampram and 

Dodowa.. There are several licensed chemical sellers shops in the larger communities, hi 

addition,, there exist a number of untrained, unlicensed and unregistered providers of 

biomedicall  care who practice their trade in the markets and on tabletops in front of their 

homes.. There are also drug peddlers, injectionsists and other varieties of quacks. Public 

healthh care delivery system in the district is hampered by poor infrastructure, lack of staff 

accommodationn as well as transport facilities and motorable roads. At the moment, the 

II  was encouraged and motivated to cover the district extensively by the district director of health services. 
Hee had expressed demand for such a study as a means of understanding the experiences, problems and 
challengess the district was facing in its implementation. 
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districtt has no in-patient facility, but expansion work is on going to upgrade the Dodowa 

healthh centre to a hospital. 

Thee prevalent diseases in the district include malaria, diarrhoeal diseases, anaemia 

andd upper respiratory tract infections. In 1999 for example, malarial diseases made up 

aboutt 47% of all reported conditions. Other commonly reported diseases included 

accidentss including fractures and bums, and diseases of the skin and ulcers. 

Supplyy of potable water is inadequate, and nearly half of the 124 settlements are 

withoutt access to clean water. Only a small proportion (20) has regular supply of pipe-

bornee water. The majority of the people depend upon surface ponds, rainwater, rivers and 

shalloww wells fro water. This has implications for health in the spread of water borne 

diseasess such as guinea worm, bilharzias and river blindness as well as typhoid and 

cholera,, particularly in communities situated along the river. Sanitation facilities are also 

poor.. In the urban areas of the district there are no designated sewage and refuse disposal 

systems;; only 26 percent of houses have toilet facilities. 

Whoo took the initiative? 

Thee background of the Dodowa scheme was recounted to me by the district director of 

healthh services, Dr. Irene Agyepong, and corroborated by other sources including Dr. 

Mosess Adibo, the man whose vision led to the location of the scheme in that district is as 

follows: : 

Iff  you go back it does not really come from the district. Somewhere in the eighties Dr. 

Adiboo had this idea that community based health insurance might be a possibility to help 

solvee the acute health care payment problems of the rural poor. So he actually looked for 

someonee who was interested in the issue. And that was Dinah. She got a scholarship to 

studyy health economics in Leeds and went further on to do a PhD in the London School for 

Hygienee and Tropical Medicine focussing on Health Insurance. Dinah's PhD thesis looked 

att the willingness to pay for health insurance in rural communities and whether the ideas of 

healthh insurance already existed and how people would react to it. And when she was 

decidingg where to work, 1 was doing my Masters in Liverpool and people suggested she talk 

too me to find out the possibility of starting her work in Dangme West. In short she ended up 
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doingg the fieldwork in this district in 1993. When she finished her PhD and published one or 

twoo papers there was interest in following it up. 

Thee EU, through the University of Heidelberg, decided to fund a collaborative research 

betweenn the London School of Hygiene and Tropical Medicine (LSHTM) and MoH-Ghana 

onn one hand and then Heidelberg and MoH-Burkina Faso on the other hand. Heidelberg was 

actuallyy not interested in insurance but prepayment in Burkina Faso but the EU felt it would 

bee good if, apart from the north-south cooperation, there is also a south-south cooperation so 

theyy linked these issues and a proposal was developed in which Heidelberg was made the 

coordinator.. The funds went to Heidelberg then they passed some to the London School, 

thenn to Burkina and Ghana. The entire project was thus actually bigger than the Dangme 

Westt scheme. There were however, problems somewhere along the line with the 

coordinationn issue. The links between Ghana and Burkina Faso hardly worked as envisaged 

whilee the relationship with Heidelberg almost became a matter of just transferring money. 

Thee other issue is that there were delays. For such a huge project there are always problems 

whenn it comes to translating the theory into practice. In our case I think the original thing 

waswas that all kinds of things changed in the MoH. Dr. Adibo retired, and then his successor 

Dr.. Adamafio who came in also retired shortly. Then Dr. Otoo, who followed also stayed in 

officee for a short time so we changed directors about three times in a year. The Minister of 

HealthHealth also changed several times and they all affected the project. In short there were 

delayss so we took off finally in 1996 with discussions and planning but the funds were 

transferredd in 1997. On the other hand, the long planning phase was not an entirely bad 

thingg because it helped us to identify a lot of issues although many of these issues were quite 

obviouss to us from the start. For example, quality of care is a problem that we have always 

knownn but how to get the funds to bring it under par is still problematic. 

Againn when the project took off, instead of having a short planning period we had a long 

planningg session. Part of the problem was that when the project was originally conceived, 

thee EU was going to fund research and evaluation while the MoH was supposed to fund 

intervention.. So basically all the issues to do with design and implementation was going to 

bee funded by MoH. However, because of the changes in the MoH top hierarchy, that part 

fromm the MoH did not materialise and we ended up with further problems. We had money to 

evaluatee the project but did not have money to implement it. So what did we do? We 

lookedd at several issues and decided to implement something from the littl e money that the 
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districtt had. But then we were not very happy with that because as we planned the scheme 

thee things that we felt were very necessary to have a viable insurance project we could not do 

justt because of funding difficulties. We could not carry out certain things such as capitation 

andd community sensitisation. 

Soo we spent the whole of 1996 and part of 1997 looking and begging for money to 

implementimplement the project. The irony with that was sometimes the issues were not 

understandablee for some of the people and donors we approached, because to them we had 

EUU funds so why were we asking for more money? In the end we had to take a second look 

att the EU budget to see how flexible it was and if it was possible to reinterpret evaluation 

intoo implementation. We did manage to reinterpret some of the things. For instance the 

budgett included equipment for research and evaluation but you could use the same 

equipmentt for implementation activities so we just used the same equipment. Then we got 

somee help along the line. The district poverty reduction programme helped a bit, MoH 

helpedd a bit and we also got littl e bit from our donor funding and then our financial 

emolumentss (FE) and that is the history of the scheme. And then because the project 

officiallyy ended, part of the salary for principal investigator that was being paid by the EU 

fundd also went to finance the project directly. 

Priorr to the actual implementation, a number of elaborate activities were carried out 

includingg the following:16 

SocialSocial mobilisation and the raising of awareness. The channels through which this 

wass effected included house to house education using community volunteers, information 

vanss and community drama. Public address systems were mounted on seven vans as part 

off  the education campaign. This was reinforced by community drama using a mix of 

healthh workers and community members. 

InformationInformation booklets andflipcharts. These were produced jointly by the DHMT and 

thee planning unit of the district assembly in consultation with people at various levels in 

thee community to educate people in the district as well as those in other regions (and 

eventuallyy the entire nation) about the scheme. The content of the books was based on 

frequentlyy asked questions during the sensitisation and awareness campaigns; other issues 

inn it dealt with what people needed to know about the scheme in order to be prepared. The 

1(11 Excerpts from 2000 Annual Report of the Dangme West District Compiled by the DHMT, January 2001. 



78 8 

distributionn was targeted at entire communities. A nine-page flip chart was designed for 

thee use of trained community volunteers in the communities. 

CommunityCommunity health educator training and home visits. These were done jointly with 

thee planning unit of the district assembly. The initiative brought together existing groups 

off  men and women including chiefs, community development officers, opinion leaders and 

teacherss who had received extensive training in community education on various issues. 

Fortyy selected volunteers were oriented in various aspects of the scheme, in order for them 

too carry out house-to-house education and the organisation of radio listenership groups in 

thee community. The listenership group listened to educational programmes on the radio 

andd discussed the issues that arose from them. Each volunteer signed a promise to 

endeavourr to reach every person in communities assigned to him/her after the training. 

HealthHealth worker orientation meetings. This involved a two-day orientation to educate 

andd outline the role of health workers in the scheme. Community health educators and 

fieldfield staff were trained to educate the community while clinical staff were also trained to 

educatee their clients in the consulting room. 

Thee scheme was formally launched on October 10, 2000 at Dodowa by the Deputy 

Ministerr of Health at the time, Dr. Moses Adibo. Several MoH officials in the region, the 

donorr community, local leaders and organisations and the community at large attended the 

launching.. A pilot registration was organised in Dodowa one week prior to the actual 

launching.. Actual registration of the scheme started a day after the official launching in 

Dodowa.. A registration team made up of a photographer, a registrar and a community 

mobiliserr toured the various communities. They were armed with notebooks, registration 

forms,, receipt books, a wooden money box, a census listing all people in area councils and 

aa wooden photo frame. Families had an option to pay in full or in instalments within a 

periodd of three months. Pictures of subscribers were taken only after families had fulfilled 

theirr premium obligations in full for ID card to be issued to them. 

Althoughh the first registration was scheduled to end in December 31, 2000, this was 

extendedd for about three weeks into January 2001 "due to several holidays in December 

andd other health activities" (Dangrne West Annual Report 2001). 
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DesignDesign features 

MembershipMembership and benefit package 

Membershipp is voluntary and open to all residents of the Dangme West district. Residents 

off  adjoining districts who are interested and desire to join are accepted on the condition 

thatt they agree to use one of the primary health care clinics in the district as their first point 

off  service use. Benefits cover the use of health services in the public sector. Presently, the 

followingg benefit package is offered: 

a.. All primary outpatient clinical care 

b.. Basic laboratory tests requested as part of primary outpatient clinical care namely: 

haemoglobin,, sickling, full blood count, stool R/E, urine R/E, widal test and blood 

grouping g 

c.. Antenatal care 

d.. Delivery and postnatal care 

e.. Family planning 

f.. Child welfare and immunization. This is in theory free currently, but in practice in 

mostt clinics mothers pay a "voluntary contribution" to cover costs for items such as 

cottonn wool and transportation for nurses. 

g.. Referral to a participating hospital provided the patient consulted a primary 

outpatientt clinical care providing facility first and was referred by the prescriber 

there.. Clients who self refer to hospital are not reimbursed. This system of gate 

keepingg is intended to prevent the administrative and financial complications that are 

likelyy to be associated with allowing patients to self refer to hospitals outside the 

district. . 

Iff  a client is so referred (as in (g) above), all fees are paid up to a maximum of two hundred 

thousandd cedis. Any additional fees are the responsibility of the client. Cases that are 

referredd as acute emergencies, e.g., convulsions; ruptured ectopic pregnancy and other 

obstetricc emergencies are provided transport under the scheme if an ambulance is 

available.. If not, private transport such as taxis and buses has to be hired by relatives. 

Currentlyy only Dodowa and Prampram have ambulances. 
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ManagementManagement and financial administration 

Inn theory, registered households who collectively form the Dangme Hewanminami Kpec 

(DHK)(DHK) (translated as Dangme Good Health Group or District Health Maintenance 

Association),, are considered the actual owners of the scheme. In practice, however, a 

Districtt Health Insurance Management Team (DHIMT) administers the scheme on behalf 

off  its members. The District Health Management Team (DHMT) and appointed staff from 

thee office of the District Director of Health Services (DDHS) are members. District 

assemblyy representatives, including the head and a member of staff of the District Planning 

Coordinatingg Office, make up the rest of the membership of the DHIMT. 

Responsibilitiess of the DHIMT include the monitoring of performance to ensure that 

paidd up members of the association have access to good quality health care at hospitals and 

clinics.. It also reimburses health centres and hospitals for services based on an approved 

formulaa and/or agreed rates. It is also charged with the compilation and analysis of routine 

healthh management information system data related to the scheme. 

Thee administration of the scheme also incorporates a District Advisory Board (DAB) 

thatt is yet to be set up. It is planned to be composed of representatives of traditional, 

political,, religious and administrative leaders in the community and district. Regional 

healthh leaders (MoH, NGO) and other persons considered to have expertise as well as the 

interestt in the welfare of the scheme are also planned to be incorporated. The board is 

expectedd to meet twice yearly to offer advice in policy related issues such as contribution 

schedules,, exemptions, credit facilities, assuring equity and disciplinary matters. 

Thee premium for the first insurance year was 12,000 cedis (or about US$ 2) per adult 

andd 6,000 cedis per child or elderly person (70 years and above) per annum if the whole 

familyy registered as required by the scheme. At the initial stage, monies collected were 

acknowledgedd with MOH general counterfoil receipt books and then deposited in the 

Districtt Director of Health Services (DDHS) account for convenience. Subsequently a 

separatee specific account for the scheme was opened with Standard Chartered Bank, Legon 

branchh and all monies transferred there. A total of thirty five million and seventy five 

thousandd cedis (35,075,000 cedis) from 775 households was collected in premiums during 

thee registration of the first insurance year. 
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HowHow do the various actors view the scheme? 

Inn all fairness, the time span within which Dodowa has been in existence is too short to 

makee a constructive assessment. One unique feature of the Dangme West district health 

insurancee scheme that poses a critical challenge is the absence of hospital in the district. 

Accordingly,, in-patient care for insured patients is presently provided by hospitals in 

adjacentt districts. While this might be a source of concern, the scheme's implementers 

perceivee it as a challenge that may end up to be one of its strengths if it works out 

successfully.. Within the district, both health service staff and community people 

acknowledgee the scheme for what it is intended to do, particularly its potential "to do away 

withh the distressed 'cash and carry' system". Virtually every health service worker in the 

districtt considers health insurance as the panacea to the accessibility problems that the 

majorityy of the people in the district face. Most subscribers find the scheme helpful 

becausee it is cheaper and treatment is accessible. Some of those who have already 

benefitedd from it testified that medical care is literally free under the scheme. 

Theree are, however, several complaints against aspects and operations of the scheme 

byy the community. One common complaint is staff attitude at the clinics. Complaints 

aboutt staff rudeness are very common and some claim that it is a disincentive for them to 

register.. Indeed, some think that even in the era when they were holding money the staff 

didd not treat them well and therefore harbour the fear that things could get worse if they 

onlyy have to attend clinic with just a card in hand. There are already allegations that health 

servicee staff treat those with cash in hand first. 

Poorr physical access to the nearest clinic is also a disincentive for some communities 

too register. Some are also of the view that the services they are receiving still fall short of 

whatt was promised them. Most are uncertain about it and have therefore adopted a wait 

andd see attitude to monitor how it would fare before committing their resources. For a 

schemee in its first year of practical implementation, this situation is not surprising, but 

raisess doubts about the open enthusiasm people express about it. On the other hand, 

hospitall  staff involved in the scheme also complain of increasing workload as a result of 

thee additional services insurance has added to their clinical routines. 
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Brieff  appraisal of the three schemes in terms of their socio-cultural challenges 

Whatt relevant socio-cultural challenges emerge from the foregoing background knowledge 

aboutt the three initiatives? The following are worthy of note. 

Historically,, the ideas emerged as a social reaction to the consequences of cost 

recoveryy measures introduced by the state as part of structural adjustment policies. 

Characteristically,, they are voluntary health insurance initiatives or ideas with a public or 

sociall  objective: to make health care accessible to all, particularly the poor and vulnerable. 

Significantly,, the two functional schemes are predominantly provider-driven schemes ; 

thee health care provider is also the insurer, (for a detailed discussion of the two models, see 

Chapterr One of Criel 2000). Socially this has the effect of limiting administrative costs 

andd checking excesses such as overuse through provider moral hazard. Theoretically, its 

technocraticc feature also has the potential of keeping premiums low and within affordable 

limitss for the barely subsisting poor. 

Onn the other hand, the technocratic feature of the schemes theoretically make them 

externall  to the community in the sense that they represent innovative ideas that originated 

fromm policy makers and implementers rather than the community itself. Practically, 

althoughh this feature does not always create an acceptability problem, the situation has 

createdd a lack of sense of ownership in Nkoranza. The Dangme West district scheme is 

stilll  too early in its existence to make an objective assessment in this regard. Indeed, one 

off  the present challenges of Dangme West is how to foster communication links and 

understandingg of the principles underlying the scheme in order to make it socially and 

culturallyy acceptable to the communities. 

Anotherr issue of social significance is the underlying risk sharing solidarity upon 

whichh the schemes are based. The initiatives represent an attempt to institutionalise 

solidarityy between the healthy and sick in the communities. It is important to emphasise, 

however,, that although risk sharing may not be a new concept (since it has been part of 

traditionall  support arrangements), the mode of organisation and the total context in which 

177 Regarding voluntary health insurance pursuing a public or social objective, Criel (2000) makes a 
distinctionn between mutualistic or participatory model and "provider driven" or technocratic model. The 
mutualisticc model often involves a "larger social dynamic where solidarity or self-governance is important 
concerns".. There is usually an intermediary structure between the source (households) and the destination 
(healthh care providers) of funds. In the provider driven or technocratic model, the health care provider is also 
thee insurer. 
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ill  worked varied. For instance, in the traditional system the features of the group in which 

solidarityy and risk sharing mainly took place were homogenous, small and varied with the 

typee of situation i.e. sickness, old age or death. Health insurance, on the other hand, 

thrivess better on a wider level of solidarity in the sense that the more people that are 

involvedd on a broader scale the better. Schemes therefore face the important social 

challengee of how to secure culturally appropriate ways of creating or attaining larger risk 

poolss beyond familial and other small homogenous groups among community members to 

coverr entire districts. 

Furthermore,, from a rather narrow health economics point of view, the key issues in 

insurancee are willingness and ability to pay . It is, however, important to recognise on the 

basiss of the above that a community's preparedness and individual preference (and for that 

matterr decision to participate in a health insurance) go beyond economic considerations to 

includee the total social context. Issues about quality of care, for example, are a major 

sociall  challenge since they constitute an item upon which people base their decisions to 

participatee or not. As a matter of fact, people wil l not participate when quality of care is 

beloww their expectation. Complaints about and dissatisfaction with poor staff attitudes and 

loww quality of service in general on the part of health care consumers on one hand, and 

counter-chargess of health staff that such complaints are based on community members 

misconceptionss of the service reflect a social problem relating to varied perceptions of 

providerss and consumers. It is therefore necessary to have a good appreciation of the type 

off  quality of care people expect from insurance and health care service in general. This 

wouldd involve the need for constant dialogue and negotiation of implementers with the 

communityy to appreciate each other's needs and difficulties in relation to the total socio 

economicc context of the service. 

Byy way of comparison, the distinguishing features of the three cases in Table 3.1 

beloww present notable challenges for performance and sustainability. 

ConcludingConcluding remarks 

Inn dealing with the subject of social and cultural feasibility of rural health insurance in 

Ghana,, it is important to keep in mind the official cultural propaganda that traditional 

systemss of support such as kinship and friendship in Ghanaian society that are supportive 

off  people's willingness to join solidarity insurance systems. 
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Tablee 3.1 Comparison of distinct features of three initiatives 

Feature e 

Initiator/Owner r 

Purpose e 

Type e 

Subscriptionn basis 

Scale e 

Benefitt package 

Coverage e 

Premiums s 

Exemptions s 

Measuress to control 

adversee selection 

Benefitt cost ceiling 

Cases s 

Nkoranza a 

Missionn oriented/ 

non-profitt provider 

Improvee access/ 

revenue e 

Providerr driven 

Voluntary y 

District t 

InIn patient 

Singlee facility based 

Cash h 

None e 

Household d 

mandatoryy benefit 

Unlimited d 

Dodowa a 

Public// DHMT 

provider r 

Improvee access/ 

revenue e 

Providerr driven 

Voluntary y 

District t 

Inn and out patient 

Districtt wide 

facilities s 

Cash h 

None e 

Household d 

mandatoryy benefit 

Limited d 

NHIS S 

Publicc / RHA 

provider r 

Improvee access/ 

revenue e 

Providerr driven 

Voluntary y 

Region n 

--

Cash h 

--

Household d 

--

Accordingly,, it is important to underscore the fact that any effort or attempt at 

implementingg community health insurance initiatives must of necessity deal with a number 

off  socially and culturally relevant questions. They include the following, which set the 

agendaa for discussions in subsequent chapters. 

SS What are the principles of the existing traditional forms of support and how do 

thesee operate presently in the family? 

SS What are the perceptions, values and limitations of a formal and/or state-organised 

solidarityy risk sharing at the different levels of social organisation: among those 

whoo plan and implement insurance and among the community for which it is 

intended?? Or would communities accept the principles of solidarity in insurance 

beyondd their traditionally known homogenous and small groups? 
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// How can traditional rules of reciprocity and solidarity be scaled up to or 

transformedd into a modern state-organised insurance system? Would people trust 

andd have confidence in health planners and implementers, particularly the state, 

whenn it is the bursar of their health insurance scheme? Why or why not? 

 How will a state-centred insurance affect the well being of the weakest members of 

thee community: women, children and increasingly elderly people? Or would 

solidarityy based community schemes really assure access to the poor and vulnerable 

inn the community? 





Traditionall  Social Security Mechanisms in 

Ghana a 

Introduction n 

Fromm time immemorial, social and economic insecurity have been endemic to human 

societies.. Correspondingly, societies have evolved provisions to guarantee its members 

certainn minimum standards of help or assistance during times of insecurity. These 

mechanismss are products of the historical and cultural development of the societies 

concerned,, reflecting their specific cultural values. Traditional social security, therefore, has 

beenn a simple, collective, indigenous social institution whereby members of a society or 

communityy afflicted with social and economic contingencies such as sickness, disability, old 

age,, famine, widowhood or orphanage, are protected, based on customary reciprocity. What 

aree the essential features of the social security organisation of traditional Ghanaian society 

andd how did they function? This chapter examines that question based on the writings of 
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publishedd authors and my own research material. Specifically, I focus on what the forms 

andd principles of traditional social security support in Ghanaian society were, how they 

operatedd in the past and how they still function at present in the family and welfare groups. 

Thee underlying theme of the discussion is that as a result of social and economic changes in 

thee Ghanaian society, aspects of traditional social security arrangements are disintegrating. 

Factorss that are contributory to the disintegration of traditional social security include 

modernisingg factors such as increasing education, aspirations for better economic 

conditions,, higher standards of living, increased urbanisation, westernisation, globalisation, 

changeschanges in attitudes, different patterns of consumption and radical changes in work roles 

andd social stratification. I begin the discussion by tracing the patterns and important 

principless upon which traditional social security was based. This will be followed by a 

descriptionn of how support was given during times of insecurity in the past and the present 

basedd on three examples: sickness, death and old age. This is done in order to show how 

thee principle of reciprocity worked and is still working. I then follow it up with a 

discussionn of the limits of past support against the background of their common 

romanticismm and conclude with a reflection on the effectiveness of traditional support 

withinn its historical perspective. Where necessary, examples focus on the Akan of 

Southernn Ghana, because of their predominance in terms of population and the fact that 

theyy constitute the bulk of my targeted population in this study. Indeed, their rich culture 

andd traditions of social security may bear semblance to other societies in Africa south of 

thee Sahara. 

Sociall  framework of traditional social security in Ghana 

11 The Akan ethnic group is the largest in Ghana and constitutes 49.1 percent of the entire population (2000 
Populationn and Housing Census, GSS, 2000: 5). They occupy most of the southern half of the country 
namelyy Western, Central, Eastern, Asante and Brong Ahafo regions as well as the northern parts of the Volta 
region.. They can also be found in various occupations in the remaining five regions of Ghana. The sub-
groupss who speak variants of a common language of Fanti/Twi are the Asante, Ahanta, Akuapim, Alcyem, 
Aowin,, Brong, Fanti, Kwahu, Nzema, Sefwi, Twifo and Wassa. Although they were never politically united 
untill  they came under the rule of the British colonial government, they have a common culture (Arhin 
1994:307-308,, Okali 1987). 
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KinshipKinship based family system 

Thee basic unit of social organisation around which traditional social security revolves is the 

family,, based on kinship. According to Rattray (1956:62), 'the family unit was a 

corporation;; action and even thought were corporate affairs'. The kinship organisation, 

particularlyy in the past, constituted the basis for formal political and religious organisation 

andd influenced the social stratification in many Ghanaian ethnic groups. Social relations, 

definedd by the kinship system, served among other purposes to determine in advance the 

rightss and duties of members in case of emergencies. Others rules relating to property, 

inheritance,, ownership of land and collection of family contributions became the customary 

lawss governing the larger group. Thus, the group bore the moral and social responsibility 

forr the welfare of its members such as maintenance, housing, health and other problems 

whenn they emerged. 

Mostt ethnic groups in Ghana limit kinship decent through a single line of male or 

femalee ancestry (unilineal decent). The typical family thus consists of a group of people 

relatedd by blood who trace their past to a common past ancestor or ancestress. Among the 

Akan,, the principle of matrilineal descent is followed and forms the foundation for social 

order.. Every person is by birth a member of his mother's lineage and a member of the 

chiefdomm in which this lineage is located. The localised lineage, referred to as the abusua, 

iss generalised throughout the society by an organisation of dispersed clans. Dispersal of 

memberss of a (matri) lineage through marriage or migration does not deprive them of their 

lineagee rights and status since they still find their real home in their natal homes. 

Everyy lineage or extended family has a leader, whom the Akan refer to as the 

abusuapanyinabusuapanyin (family head). Leadership usually falls to an elderly male member (from the 

mother'ss side) of the extended family who is selected because of his superior wisdom, 

personall  qualities and experience. The abusuapanyin is ordinarily responsible for the 

generall  well being of the group. He is also the administrator of the family property, the 

custodiann of its traditions, the arbitrator of disputes among lineage members and their 

representativee to the chiefs council. Such authority is supported by the spiritual order; the 

abusuapanyinabusuapanyin is seen as the intermediary between the living and the lineage ancestors. He 

undertakess his functions with the support and advice of the 'elders' who are accorded 
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honourr in Ghanaian society as the transmitters of myth and custom and arbiters of proper 

conduct.. The respect accorded to the aged, as with that due to those in authority and the 

mysterious,, is conceived out of a belief that they are in close proximity to the ancestors and 

forr that matter the sacred. Thus, there is an expectation that something evil will result from 

itss negation (Sarpong 1974, Twumasi 1975). 

TheThe Marriage institution 

MarriageMarriage is the fundamental building block of the society. The practices that are followed 

aree patterned to sustain and foster kinship or lineage alliance and internal integration. In its 

ideall  form, marriage was not left in the hands of the boy and girl who desired to get 

marriedd but brokered as a social contract between the two families. Potential in-laws or 

representativess of the potential couple first investigate each other and come to an 

agreementt to establish new obligations of mutual respect and aid between the two families. 

Bothh families are active counsellors during the courting and their wholehearted 

endorsementt is essential for the success of the marriage. One underlying reason for the 

interestt of potential in-laws in the marriage of their children is to ensure that the future 

sociall  security of both families is guaranteed. They thus probe the background of the 

potentiall  bride to know whether she "came from a good, prided and wealthy home; free 

fromfrom indebtedness; will  work hard and; be able to bear and raise her children weir 

(Twumasii  1975:18, emphasis mine). Marriage was thus an integral part of the extended 

familyy or kinship structure, and marriage between two people imposes new reciprocal 

obligationss and duties on the families. 

EconomicEconomic institution 

Inn the economic sphere, the traditional system of production was mainly subsistence and the 

importantt pre-condition through which the traditional family fulfilled its obligatory social 

securityy responsibilities was through land assets. Land was held as property for the use of an 

entiree family and was not for sale. Members were entitled to a small portion of family land 

forr their own support. The subsistence system of farming ensured that all adults had a small 

piecee for farming and an inherent right to settlement on it if needed be. Members of the 

familyy therefore enjoyed the profits and advantages of such property without altering or 
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damagingg the substance. In situations where a member was not able to undertake his own 

farmingg due to incapacity such as illness, the social network provided a safety net through the 

principlee of reciprocal obligation. Food and economic security was therefore guaranteed for 

everyy member if they worked with reasonable diligence on family lands and conformed to the 

expectationss of the group. 

Thee individual's economic interest in that traditional system was, however, 

subordinatee to the demands for the welfare of the entire group of which he or she was a 

part.. The obligation to provide assistance for the needy did not depend on the altruistic 

feelingss and inclinations of individuals, but was fixed by definite social norms determining 

whoo was responsible for the care of whom. To check abuses, norms for proper conduct 

weree designed to protect the social order by acceding custodianship of the land to the 

ancestorss through the abusuapanyin whose orders they are obliged to obey. The ancestors 

weree believed to watch the living to monitor their conduct and insure the land was used in a 

mannerr that benefits the entire lineage. Violation of those rules of conduct laid down to 

governn property was said to bring illness or accident to the individual or disaster to the 

lineagee members (Twumasi 1975: 20). 

Ass a consequence, the traditional system of production and distribution was based on 

reciprocities,, which were derived from the complex web of ties that link kin. This was 

fosteredd by the interrelations between the kinship, marriage and economic institutions. The 

reciprocall  obligation enjoined both the family and the individual to work together and 

cooperatee to ensure the welfare of the family and its members. The ideal set before him 

wass that of mutual helpfulness and co-operation within the group of kinsfolk. Each 

memberr therefore helped the others, in health or sickness, in success or failure, and in 

povertyy or plenty. How these worked in the past and how they have changed through time 

iss discussed in thee subsequent sections. 

Howw did the traditional support system function in the past? 

Inn order to appreciate the practice by which the lineage group provided assistance to a 

needyy member in the ideal sense, I shall illustrate it with three common insecure situations: 

oldd age, sickness and death. The main objective here is not so much to give a description of a 
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society'ss methods of caring for the aged or curing disease or burying the dead, but to illustrate 

howw the traditional social security system worked based on the principle of reciprocity. I use 

thee past tense to emphasise the past ideal situation. 

OldOld Age Support 

Inn Ghana, the aged were traditionally perceived as an integral part of the family unit, 

holdingg definite and high ranking position. The aged were the people of wisdom whose 

advicee the young sought eagerly. He or she was the repository of knowledge who settled 

sociall  disputes, officiated at marriages, births and funeral ceremonies. He or she was a 

NanaNana an elder to the young and youth, both inside and outside his compound. An affront to 

himm or her was considered displeasure to the ancestral gods. Sarpong (1974:65) describes 

thiss ideal position as follows: 

Oldd age is sacred as the person is thought to be in closer proximity to the ancestors. 

Hee is likely to die before the others - than the young... Hence it is in relation to the 

sacredd that a respectful attitude should be shown towards authority, old, the 

mysteriouss and the spiritual. 

Thee aged, both female and male, resided with their families, and played very important roles 

inn the kinship and social affairs of the communities. 

Oldd women were regarded as endowed with great wisdom; successful rulers consulted 

andd depended upon their astuteness and experience. For example, the wisdom of old women 

wass depicted in difficult dispute settlements when the council of elders would retire to 

consultt with the remark that "we are going to consult with the Old Woman" (yc rekD susu ho 

akyereakyere Nana Aberewa). When an elderly woman was widowed, she usually returned to 

residee with her family where she played an active role in their social affairs. This role usually 

includedd counselling of young women and girls about their moral and social development. 

Oldd men or elders were also generally responsible for the administration of the affairs of the 

family.. They met often to deliberate and make decisions about diverse matters that affected 

thee entire family or just individual members. They administered the family property under 

thee leadership of the abusuapanyin. The elders also settled many disputes affecting members 

off  the family and other relations. Old people, therefore, played the roles of priests, teachers, 
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disciplinarians,, marriage counsellors, psychiatrists, legal experts, administrators and more. 

Thee Akan, for example, capture this sentiment with the saying that a family is accursed if it 

hass no old person (abusua bine napanyin nni mu). 

Inn the light of their importance to society, there was an informal support for the aged. 

Memberss of the family assumed collective responsibility through children and grandchildren. 

Accommodationn was provided in a family or relative's house, if the old person did not have 

hiss or her own house. Socially, the bond between parents and children did not weaken after 

thee marriage of the "child". Instead, there was a continuity of relationship with the 

extendedd family throughout life, which guaranteed some form of security in old age. One 

importantt benefit derived from links with the extended family was that, apart from actual 

materiall  assistance to the aged, it provided social support through replacement for intimate 

memberss of the family lost by death or migration so that the old person did not have to stay 

alone.. When the system worked normally and perfectly, it was not a burden on any particular 

individual.. Each person contributed his or her bit freely, knowing that in his own old age, he 

orr she could depend on similar support from the younger family members and relations. 

Throughh this process, traditional social security was maintained for older members of society. 

HelpHelp during sickness 

Beforee the advent of colonial rule, indigenous health care systems provided the main means 

off  remedy and relief when health care was needed. Significantly, in traditional Akan society, 

mostt elders were expected to know what herbs might be used for the cure of certain common 

ailments.. Typically, the first action that the family took when a member fell ill was to try one 

off  those known remedies. Consultation with a professional healer was sought only if the self-

remedyy failed. Traditional healers held consultations, treated ailments and offered protective 

charmss to people who sought their assistance. Four main types of traditional healers are 

identified:: traditional birth attendants, faith healers, spiritualists (diviners or traditional 

priests)) and herbalists.2 Herbalists, who constitute the largest group of traditional healers, 

approachh healing through the use of herbal medicine and had knowledge of plants, their roots 

andd leaves and the diseases they are expected to cure. Traditional birth attendants specialised 

inn pregnancy and pregnancy related problems, while faith healers were mainly leaders and 

22 For more information on this, see Twumasi 1989. 



94 4 

representativess of sectarian religious movements. Spiritualists included fetish priests and 

priestesses,, diviners and ritual leaders. Analytically, faith healers operate as a religious 

movementt while spiritualists operate as intermediaries of a god or spirit. Healers usually had 

ann attendant who ran errands for them, collected herbs and other remedies or assisted the 

healerr in various aspects of the healing ritual. 

AA disease was the concern of the entire family, which took responsibility and supported 

thee person throughout it, both financially and emotionally. In the past, if and when a healer 

decidedd to treat a patient, the sick person's kinsfolk would appoint one from among their 

numberr as the okyigyinqfo or supporter or representative. This representative discussed the 

detailss of the treatment with the healer and took responsibility for any fees to be paid or for 

procuringg any supplies the healer would require. Of this Busia (1962:14) notes: 

Thee appointment of such a representative was enjoined by custom. Everyone looked to 

hiss kinsfolk for support and security; their failure to name an Okyigyinafo would 

amountt to disowning the patient. No Akan family would fail a relative in this way, for 

itt would be a standing reproach to the family 

Iff  the illness was a serious and protracted one, there would be a blood relation attending to 

himm as well. If it were a married man, his wife or wives would nurse him. Field (1961:127) 

hass noted in her study of ethno-psychiatry among the Akan that the number of clients who 

soughtt assistance at shrines of traditional healers included "other vicarious supplicants who 

appearedd to be well-disposed people, wishing to leave no stone unturned to help a sick 

parent,, uncle, sister, husband or wife but not possessing any authority to bring the patient 

awayy from home". 

Beforee the healer prescribed any medicine to the patient, he discussed the ntoase or 

depositt that ought to be paid with the representative. This usually consisted of a fowl, alcohol 

(usuallyy a bottle or half of a bottle of local rum) or money. When medicines were handed 

out,, the family representative and attendants were given detailed instructions regarding their 

usagee with the accompanying taboos and observances. Similarly, when food taboos were 

prescribed,, those attending to the patient also observed them, for by eating what was 

forbiddenn to the patient, they might defile the medicines and so destroy their potency. The 
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healers'' fee was sometimes settled after the commencement of the treatment. More often, the 

patientt himself or his family promised in advance what they would give if the patient got 

better.. A rite of purification, which was believed to wash away any 'uncleanliness' that may 

havee caused the illness, marked recovery from serious illness. The members of his family 

alsoo joined that ceremony. The peak of the celebration is the presentation of gifts such as 

eggs,, money, fowls and other food items, some of which is sent to friends to inform them of 

thee recovery and sanctification. 

SupportSupport during death 

Inn spite of all efforts to heal a patient, he or she may die. According to an old Akan belief, 

deathh is a return to the world of the spirits or asaman. Once death has occurred, the 

subsequentt funeral rites passed through elaborate phases in which the family's role was 

outstanding.. This involved preparation of the body for its journey to the spirit world, 

mourningg before the burial, putting the body into the coffin and committing it into the grave 

(burial),, and continued mourning after the burial. 

Deathh was a separation and to those who were closest to the deceased, it was a 

painfull  one. The sense of loss and the value placed on group solidarity was given 

expressionn in various phases of the funeral rites. Frantic outbursts of wailing publicly 

announcedd the death and drew neighbours to the scene to join in a stunning pandemonium 

off  wailing and lamentation. Those attending the burial also gave drinks, donations of 

moneyy or cloth, pillows, or mats for burying the dead to the bereaved relatives. These gifts 

weree publicly announced and shown to all present. Another aspect that indicated that the 

deathh of a member was the concern of an entire community was symbolised in their 

participation.. People stopped their usual activities and joined the mourning in spite of the 

immensee cost in time. More importantly, death was a matter of great concern to the abusua, 

suchh that they would go to great lengths to pay their last respects and give a decentt burial to 

theirr departed. They adorn the body with as much jewellery as possible, depending upon 

thee status and economic position of the deceased and his close relations. 

Furthermore,, before the body was put into a coffin for burial, rites were performed at 

whichh burial things were presented by close lineage members of the deceased. This (called 

thee adesiedee) may include pieces of cloth, rings, sums of money tied in handkerchiefs, 
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mats,, pillows and toiletries. While it is believed that such paraphernalia are required by the 

deceasedd for the journey to, and residence in, the land of the dead, and the living are 

morallyy obliged to provide them, the quality and quantity of the gifts enhanced or 

diminishedd the social standing of the lineage. During the funeral, the whole community 

andd the abusua in particular gather to sympathise with the bereaved and give donations, 

whichh might be in the form of money or drinks to help with the funeral expenses. Arhin 

(1974:312)) has beautifully captured the entire attention and public display by the family as 

follows: : 

Thee duty of performing the funeral rites enjoined the family to spare no pains in 

makingg the performance 'a memorable event', so that it could be said that it was well 

attended,, ebae, and exciting, esoe. 

Too sum up, the enthusiasm and dedication with which funeral rites were conceived and 

carriedd out depicted an important mechanism of traditional social security. The burial gifts 

andd exchange of gifts, drinks and money were both obligatory and reciprocal. In the past 

thesee were performed with economy but varied according to the political rank of the 

deceased. . 

WelfareWelfare groups support 

Ass with all human institutions, traditional family support mechanisms based on family was 

nott always functional. Accordingly, society evolved other welfare or cooperative 

mechanismss through which the individual obtained or sought assistance, as it was needed. 

Thesee included both small and bigger welfare groups such as community and 

neighbourhoodd groups. The most common of this was the labour partnership system, 

whichh the Akan refer to as nnoboa. Essentially it was a collective self-help group that may 

bee comprised of age-mates and friends who assisted each other for a number of days in 

farmingg activities such as clearing bush, planting or harvesting crops, hunting (referred to 

ass atwee), building a house or some marketing venture. At an opportune time, the 

individuall  who had received help reciprocated the support he received from others by 

offeringg a similar form of assistance to a group effort. Indeed, the nature of the 
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arrangementt ensured that the need for money to hire labour did not become necessary or 

problematic. . 

Likee all indigenous support systems, nnoboa was purely based on reciprocity and a 

morall  obligation to help one another. Tradition imposed a restraining influence on 

memberss not to default on their honour and obligation. A member would lose membership 

off  the group if he did not live up to expectation. Since that would mean living outside the 

society,, each member tried to fulfi l his responsibility in a creditable manner. 

Anotherr old indigenous practice involved the mutual financing assistance called Susu 

byy the Akan. As with nnoboa or ROSCAs (rotating credit savings and credit associations 

orr tontines in francophone Africa) it is an arrangement by which a limited number of people, 

friendss or professionals, contribute money daily, weekly or monthly for the use of one of the 

groupp members. Each member of the group is entitled in turn to the entire collection of the 

weekk or month. In areas where Susu are popular, someone collects the money everyday or 

weekly,, depending on the agreement the members had entered into with the collector. Money 

wass paid out to members less a day's savings, which was considered an allowance for the 

personn who collects the money daily. 

Presentt day changes in the traditional system of social security 

Inn the course of time, changes have occurred. In present times the traditional social 

securityy system has been limited in several respects by the socio-economic transformations 

off  society. Evidence of this change is very visible in the way and magnitude the system 

providess its traditional social support functions both within the family and welfare groups. 

AgedAged support at present 

Althoughh most Ghanaians would want to believe that their family ties are still very strong 

andd doubt that there are citizens without a home to go to, the neglect of parents by their 

childrenn is becoming common. As far back as the mid 1960's annual hospital services 

reportss in Ghana raised concerns over the number of old people (aged between 60 and 90 

years)) who had difficulty in going home after they had been discharged. This was because 
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theirr relatives were reluctant to take home an aged patient who condition had not much 

improvedd or was not going to improve in health. Even in rural district capitals like 

Nkoranza,, a pastor of a local church indicated that "for some old people, what to put on is a 

problemm and what to eat is a problem". A typical case is the story of an 80-year-old 

woman,, which was narrated to me. It was indicated that although all her children were 

livingg outside the town and she was surrounded by several of her grandchildren, she was 

beingg fed by church members who lived near her. Some opinions in the community 

suggestedd that "some people felt there is no need bothering about those who are already old 

andd getting near to their graves". Other writers have also noted the situation of the aged in 

presentt day Ghanaian society. Some have reported increasing abandonment or "dumping" 

off  old sick relatives in hospitals due to difficult home situations (Apt 1975:178). Others 

havee also noted that the loneliness, marginalisation, the dire poverty and lack of adequate 

helpp that the elderly suffer in rural communities. The situation is partly attributed to 

reciprocityy and sometimes "blaming the elderly for having neglected their children when 

theyy were young" (Van der Geest 1997:24). 

HelpHelp in sickness at present 

AA critical examination of the traditional support system also reveals a similar stressful 

situationn concerning sickness in present times. Indeed the role of the family in providing 

emotionall  support during illness is still quite prevalent, but nowadays where the support 

involvess herbal treatment, members with knowledge of particular remedies may provide 

thiss only if it means getting them free or at very minimal cost. For most treatments that 

requiree hospitalisation or high cost, the trend is that responsibility for health care has 

shiftedd more and more towards the nuclear family. In exceptional cases, some individual 

memberss of the family (if they have the means), would assume the responsibility for the 

curee of sick relatives. But in general the help that one receives from family members has 

predominantlyy become "merely visiting the person at his or her sick bed or in the hospital" 

{fa{fa w 'ani hhwe no HO baabi a Dda wo ayaresabea). The following contribution of a 

participantt in a male focus group discussion in Suhum clearly summarised the present day 

scenarioo regarding family help towards sickness as was commonly described to me in most 

conversations. . 



99 9 

Thee way the family used to help its members through nephews and uncles, as was the 

casee in the past, has changed. In modem times what is happening is that help in the 

familyy when it is needed is offered within the nuclear family. I can testify with my 

ownn experience. My father fell ill but the family looked up to me as the son to look 

afterr him. 1 actually struggled financially and took him to several places until my 

resourcess ran out. In fact it was only when my father died that the family came in to 

help. . 

Inn summary, the section of the family that nowadays carry the tangible responsibility of a 

memberr is typically the immediate family members. 

HelpHelp during death: 

Althoughh the essential aspects of funerals are still carried out, much has changed in present 

timess to what they used to be. At present, the responsibility for organising funeral is 

increasinglyy falling on the immediate family members. However, contrary to the situation 

withh old age and sickness, extravagant funerals have become more fashionable among 

Ghanaianss in general and the Akan in particular, with expenditure having in most cases no 

relationn to the deceased's estate. During a male FGD session at Dawa in the Dangme West 

district,, a participant emphasised this point as follows: 

Inn the olden days it was not so expensive to organise funerals. Now, in times of 

bereavement,, a lot of debt is incurred. Now, when there is a funeral unlike the past 

whenn they used just the cultural groups that were available locally, they go in for 

bandss men and spinners, which are very expensive. Others expenditures involve 

refreshments,, 'take-aways' [packed meals] and a whole lot of things. These things 

addd up to make the cost of funerals very high these days. 

Thee items that require the most expenditure nowadays include mortuary charges (because 

peoplee keep the body of the deceased for longer periods), invitation cards, and 

advertisementss on radio, newspapers and public places, with details of all the close 

relativess of the deceased at home and abroad. Of course these serve the purpose of 

emphasisingg the social status of the deceased and informing the world at large of the 
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programme,, and at the same time inviting them to support the family in kind and cash. To 

obtainn the money to undertake these activities, families now go to the extent of obtaining a 

loann from a bank or individuals to cover the cost of the funeral. Significantly, funerals add 

ann interesting dimension to the operations of rural banks in Ghana. They are the only 

insecuree situation that they grant families loans to undertake, which seems to suggest the 

notionn that funerals are, after all, viable activities worthy of loans. The expenditure is later 

defrayedd through the nsawa, donations that sympathisers provide based on reciprocity. A 

person'ss contributions at other people's death will determine how much he or she gets 

whenn he or she is bereaved. It may also depend on the social status and prestige in society 

off  the person who is contributing. In some communities, there is a fixed sum that every 

adultt ought to pay at the death of a resident of a town, but the tendency is for people to 

exceedd that in expectation of reciprocity. Indeed, in Nkoranza district, attempts to keep the 

amountt small were flouted and have become unenforceable. Receipts are given when 

donationss are made and individuals and families faithfully keep records in a notebook for 

referencee purposes. The system ensures that those who do not contribute to other people's 

funerall  expenses do not get any donations when they are bereaved. 

WelfareWelfare groups nowadays 

Thee striking thing about the origin and/or major function of most existing help and welfare 

groupss in several Ghanaian communities is the importance of the provision of mutual aid 

duringg the death of a family member or an immediate relative of a member. My 

interactionss with leaders of some of these community groups indicated that quite a number 

actuallyy came into being through circumstances related to death; some become dormant for 

mostt of the time and are resuscitated only when a member dies. The composition or 

membershipp criteria are diverse and include ethnic origin, common town, village or 

community,, tribal occupation and age groups. Significantly, most of them have written 

ruless and regulations and their main objectives include fostering unity among its members; 

butt in practice, funeral benefits take precedence over all of their other activities. Monetary 

assistancee other than help during funerals is strikingly rare. They usually have a funeral 

sub-committeee that sees to the organisation of funerals in the group. Sickness benefit, on 

thee other hand, is often handled in footnotes and the typical pattern is a token support from 
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thee group or what members provide individually from their own free will when they visit 

thee sick. 

Duringg my conversations with leaders of some of these organisations, one reason 

givenn for the undue attention placed on death was the emotional sentiments attached to it 

andd its public dimensions. 

Helpp during death is the foundation of our group. Our culture places more emphasis 

onn death or funerals and you see this in the number of visitors one receives when 

someonee is dead compared to when the person was sick. The essence is to help the 

personn overcome the pain and grief and, since it is a public affair, to assist him/her 

entertainn the visitors who would attend the funeral. If we start providing assistance 

forr other things like sickness then we would have to increase the dues. That would 

bee difficult for us because it means that people would turn to the group when they 

havee any difficulty, some genuine, some not. Death, however, comes unexpectedly 

andd there is no argument about it when it happens. Financially, many people 

experiencee difficulty. When that happens and you receive support, it strengthens you 

too meet the burden and that is why funerals are the centre of our activities. That does 

nott mean that we are placing emphasis on death. It is part of our history. 

Too date, Susu groups are quite common but their primary function involves savings and/or 

rotatingg credit financing for its members. 

Basedd on the foregoing information, it seems the current pattern regarding traditional 

sociall  security support in Ghana appears to be that while the help offered by the extended 

familyy is increasingly diminishing, one thing that the family never ignores is death. The 

issuee becomes more interesting considering that more is spent on funerals with each 

successivee one. People commonly refer to this as "cultural and part of our history" but why 

ann aspect of a culture that seemingly serves a similar end is disintegrating (care for the 

aging)) while an aspect of it is gaining strength (expenditure on funerals) is a problem of 

greatt social scientific importance. It appears that the return in investment from funeral 

expendituree through donations and the social prestige from extravagant public display are 

factorss that have strengthened the social patronage and support of funerals as compared to 
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supportt during sickness and old age. The remaining section takes a look at the factors that 

havee contributed to the general disintegration of traditional support mechanism nowadays. 

Appraisall  of traditional support in an historical perspective 

Withoutt asserting that traditional social security arrangements were perfect ways of 

supportingg one another, they were nevertheless relatively effective ways of assisting 

memberss in the society. However, there is a tendency to romanticise the effectiveness of 

thee old system when it is being discussed relative to the situation at present. Thus in 

referencee to its moral obligatory role of supporting its members, it is common for people to 

describee the family symbolically not only as effective and very good, but as loving 

(onuadD)(onuadD) and compassionate (te-ma) in the past, but nowadays selfish (pesemenkomenya) 

andd wicked (atrimoden). The view of a participant in a female FGD at Dodowa captures 

thiss sentiment: 

Inn the past there was brotherly love and as a result when your child or sister's child is 

sick,, others in the family did not mind looking after the person but now they pretend 

theyy have not seen what is going on . The only help they may give you is to ask 

whetherr you have taken the sick person to hospital. In the past however, the entire 

familyy felt responsible. There is no brotherly/sisterly love (onua dD). 

Anotherr participant at the same discussion group reinforced the point with the following 

observation: : 

Thee love we are talking about was such that when someone bought a piece of land to 

buildd a house and another brother also later decided to do a similar thing, the former 

wouldd encourage the latter to build the house next to his on the same plot. But 

nowadayss people put up bungalows for only their wives and children and they fence 

itt and put a dog there to protect their property and separate themselves from the rest 

off  the family. The underlying reason is that, nowadays, people look after their 
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personall  interests. There is no love. People have become "too wise" and selfish and 

thatt is what has led to the present situation. 

Althoughh a family's generosity might have been much better, in terms of the solidarity and 

itss capacity and ability to help, it is an overstatement to assume that society in the past was 

muchh more generously gratuitous in the manner in which it dished out support to those who 

neededd it than what it is now. My findings from the field indicate that within traditional 

memoryy the magnitude and quality of traditional support is commonly romanticized when 

peoplee compare it to the past. 

Ass one opinion leader at Nkoranza, who has been effectively involved in the scheme 

fromm the beginning told me, past support usually originated from the nuclear unit of the 

familyy of the sick person. Accordingly he disagreed with the view that the extended family 

alwayss had a ready-made solution to people's problems: 

It'ss never true. If they were helping, I think it would not be difficult for them to help 

inn the insurance if somebody could not pay the premium. When there was a problem 

inn the family, the solution started from the tso tso mu tso, the inner circle (but more 

appropriatelyy the nuclear family), which comprises the father, mother and children. 

Thenn it moved to uncles and nephews and grandchildren. So when there was a 

problem,, the family looked up first and foremost to the immediate family. When the 

immediatee family could not provide the support alone then they turned to other 

memberss of the family till it got to the head of the family. It sometimes even went 

beyondd the abusuapanyin (family head) to the chief of the town. In all this, one thing 

thatt the family never ignored was death. 

Inn effect, it can be said that in the past, it was only if and when the resources of the nuclear 

familyy were not enough to meet the problem at hand that the family head or the extended 

familyy members were approached for assistance. What the head of the family would do 

underr such circumstances would be to convene a family meeting of elders to solicit their 

support.. The effectiveness of the family in providing support at any given situation and at 

anyy given time depended on the resources of the family, the status of the person in the 
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familyy and above all, the type of contingency. Sometimes the presence of 'resourceful' and 

'kind'' individuals in the family was very helpful in many respects. 

Again,, when people commonly speak about traditional support in the past they say 

nothingg or at least very littl e about its exclusions and checks and balances that ensured that 

thee family was not helped in every case. People who were perceived as not conducting 

themselvess well were denied support. Those who engaged in sanctioned behaviour such as 

adultery,, murder or stealing, fro example, did not receive help but those who suffered from 

'naturall  ailments' like leprosy did receive help. A contributor at a male FGD at Nkoranza 

explainedd it as follows: 

Theyy (meaning the family) were selective. For example, the society abhorred taking 

orr going after other people's wives and those who ventured into such a thing were 

usuallyy warned. If they did not heed the warning and they contracted any disease 

fromm the relationship they were not helped. But where the illness involved an 

accidentt or some natural communicable disease unrelated to any social offence, the 

familyy was quite supportive. For example, the family was supportive when a 

memberr was affected by leprosy. They would go to every extent to find a cure for the 

victim. . 

Reciprocityy was also very important in that system of support. Another participant in the 

samee male FGD group gave his view: 

Beforee the family provided help, they considered what the person has offered to the 

familyy in the past. If he was someone capable but who did not provide any assistance 

too the family himself, they may also not help him. As the saying goes, one only reaps 

wheree one has sown. It is when you cast your bread upon the waters that it 

multiplies.. I know someone who was rich in the past but because he neither 

respectedd the family nor offered any help to the family in the past, the family also 

refusedd to help him when he fell ill and needed help. It was only when he died that 

thee family buried him. 

Inn the opinion of a health staff member at Dodowa, the family's attitude towards health 

caree has always been inadequate relative to that towards funerals: 
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Sincee lime immemorial what and how ] have known it is that we support funerals 

moree than death. Only a few people provide assistance when a relative is sick. It is 

consideredd that people are capable of making all the money when they are healthy 

andd alive so when they become ill they are not helped. 

Ass a last resort, when the needed money was not available, family property such as a cocoa 

farmm or land might be offered as a guarantee for a loan to finance the funeral. The property 

wass not sold but merely used as a collateral for a loan. In extreme cases, however, such 

propertyy may be sold outright. Indeed in older times, if the family did not have property, 

humann beings were sometimes used as collateral security (awowa) to work for the creditor 

forr a period of time agreed upon to defray the cost. 

Fromm a rational perspective, two hypotheses support the greater assistance funerals 

attractt relative to that which sickness and aging attract. One of these relates to the 

asymmetryy of information in relation to the two. Whereas feeling unwell is deductively 

non-objectivee or relative to the person reporting the condition, when death happens, it is an 

objective,, undisputed phenomenon. Secondly, except in situations of disasters, the 

incidencee of sickness is statistically and phenomenally more common, so there is a 

tendencyy for people to take it for granted or feel too taxed to commit their resources to it 

unlesss it involves people closely related to them. 

Onn the basis of the forgoing it is possible to give a few general characteristics of 

traditionall  Ghanaian social support: 

>>  It was organised on a family basis and operated within the extended family. 

>> Members of the extended family considered themselves as 'one people' because they 

tracedd their origin to a common unknown ancestor. 

>> The extended family members are enjoined by a strong feeling of solidarity. 

>> Being essentially a 'solidarity group', there was a shared feeling and consequently a 

morall  obligation to help one another for their common good. 

>>  Help was offered during stressful situations such as funerals, sickness and old age, 

butt also during secure and happy occasions such as the naming ceremonies of 
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childrenn and marriage. Help was also offered for future security in terms of 

educationn and trading (setting up a business). 

>> The organisation of help or assistance is based on values and governed by norms 

imposedd by tradition that the entire group respects. 

>> Such values and norms were validated by magico-religious beliefs and practices; it 

wass believed that the ancestors punished those who violated them. 

>>  Help, when it was needed, originated from the nuclear unit of the extended family. 

>> Typically, it was the head of family, abusuapanyin, who was ideally responsible for 

makingg sure that help was organised and provided when it was needed. 

>-- Help or support was however not automatic. Exceptions were made when the 

situationn involved a person who had engaged in a socially sanctioned or deviant 

behaviourr such as sexual offence or stealing. 

y-y- Provision of support at any given time depended on resources of the family and the 

"standing""  of the person in the family. 

ContextContext of socio economic changes 

Inn spite of the romanticism that is commonly associated with traditional support 

mechanisms,, their effectiveness nowadays seems to be diminishing. In order to appreciate 

thiss near disintegration however, it is important to place the changes within their proper 

historicall  perspective. My view is that to a great extent the present day ineffectiveness is 

attributablee to social changes, which have led to the adoption of new values. It is deducible 

fromm statements of ordinary people that the family nowadays has sacrificed its unity of 

purposee for 'personal interest*. Logically that seems plausible, considering the emphasis 

thatt people now place on themselves and their individual interests. What is happening 

mustt be understood in terms of the fact that people are merely behaving rationally by 

placingg their prime sense of moral obligation where they can best optimise their socio 

economicc needs. 

Comparedd to the present, family solidarity was strong in the past because at that time 

memberss in a given social system needed one another for their economic survival. The 

importantt unit of that solidarity support mechanism was the extended family because of the 

needd for interdependence in the system. The need for one another also guaranteed a strong 
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bondd of love and unity which in consequence morally enjoined members to help or assist 

onee another when the need arose. Each person became one another's keeper. That kinship 

orr extended family unity was also facilitated by the close pattern of settlements and living 

arrangements.. Support, when it was needed, was therefore easier to find in the past since 

thee close living arrangements ensured that other family members were already aware of 

whatt was happening without necessarily having to be informed. 

Thee most important precondition for the functioning of that economic unit and its 

survivall  in the traditional subsistence economy, land, was readily available. That land 

belongedd to the entire family, and ownership was vested in the family head. Such land for 

farmingg or other economic activities was virtually free when it was needed. Family 

memberss who needed a piece of land for farming or any other economic activity had to 

approachh the head of the family to make their request. All things being well, such requests 

weree honoured. Indeed within the framework of the prevailing arrangements regarding 

familyy lands and property such as cocoa farms, individual members had no individual 

rightsrights to the resources except with the consent of the family head and elders. When 

situationss demanded it, the family could negotiate some of its assets or property as 

collaterall  or sell them outright in order to help provide assistance for a member in a 

stressfull  situation. As I have already indicated, family members were sometimes even used 

ass sureties to redeem the problems of others. 

Howeverr in the course of time, population increases led to increased pressure on land 

resources.. Excessive use caused the depletion of the economic viability of the land, due to 

thee continued dependence on the indigenous means of cultivation. This has been in spite of 

thee fact that people have adopted modern ways of living in other areas of social life. 

Growingg individualism also created division of family lands and an era of sale to private 

handss began. More people also meant scarcity of the limited land and less economic 

opportunitiess at home. It did not take long for some of the active population to look for 

favourablee opportunities for existence elsewhere. Land therefore virtually lost its 

importancee as the main source of sustainable economic activity on which most families 

dependedd for total economic and social security. With this change, the family's position as 

ann effective traditional social security mechanism dwindled in importance. 
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Closelyy related to land ownership and acquisition is the issue of inheritance systems 

andd succession to property and positions in the traditional kinship system. This was 

primarilyy based on family decent and was well accepted, respected and followed. In the old 

system,, there was no discrimination. (Saa bre no, eye a na nyiyi mu nni mu.) In the Akan 

matrilineall  system for example, nephews (sisters'-sons) inherited their uncles' (mothers' 

brothers)) property. The inheritance system and the existence of family property therefore 

ensuredd that family assets and privileges were maintained within the extended family. In 

effect,, that bolstered family solidarity. At present, however inheritance has shifted in 

favourr of children. State legislation on interstate succession has shifted succession to 

spousee and children, that is, the nuclear family, as opposed to the extended family. 

Thee unique characteristic of traditional political authority in Ghanaian society was its 

sacredd origin and basic commitment to the past. What was legitimate and the best way to 

actt in society was conceived as "the way our fathers have ordained" (Apter 1972:83). 

Accordingly,, anything that threatened the sacred sources threatened the continuity and 

legitimacyy of traditional authority. Nowadays, modernisation and education and new faiths 

suchh as Christianity have provided people with values outside the traditional organisation 

off  society. For example, education has now replaced the knowledge that the elderly 

providedd and, together with money, offered new ways of defining the acquisition of social 

status.. Indeed, many elderly people in present times would be quick to complain that the 

youthh are no longer ready to listen to them and take their advice. They refuse to take part in 

certainn traditional practices and rituals. Interestingly, although Christianity is supposed to 

havee inculcated into society the principles of love, compassion and sharing, many 

adherentss tend to pay only lip service to such values. One participant in a female focus 

groupp discussion in Dodowa explained the moral context of this ambiguity to me as 

follows: : 

Yes,, our forefather's worshipped gods but they also cared for one another more than 

thee present generation. We now worship and make a lot of noise about God but we 

doo not practice love for one another. Rather we love money more than our fellow 

humann beings. 
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Onn the other hand, Christian values have also equipped society to defy ancestral beliefs on 

whichh respect for the aged in the past thrived. A consequence of this change is the 

weakenedd traditional belief in the sanctions meted out by supernatural agencies such as the 

ancestorss and the gods, against those who violated the norms of society. 

Furthermore,, a sine qua non of the seemingly weakened traditional support at present 

iss the modern economic order which has put money at the centre stage of survival and the 

realityy that cost of living has become very high and difficult for many ordinary people to 

obtain.. More than ever before, people need and use money to do almost everything rather 

thann family members or family lands. That makes it seem as if people in the family now 

lovee money than their own kin relations which some informants perceive and describe as 

"fetishh love for money" (wodo sika kyen wDnho). This contrasts with the situation in the 

pastt where there was limited need and use of money. As one traditional ruler explained: 

Thosee days, there was nothing like sending someone to the hospital to see the doctor, 

butt there was a way to help them against diseases. They were helping each other by 

wayy of communal labour, keeping their environments clean and free of disease. In 

timess of sickness, they used their herbal medicine and the family helped one another 

inn this aspect. At times, we3 asked for sheep and fowl to be used to treat the person. 

Inn the end if the person recovered, we paid the one who provided the things either in 

cashh or kind. The help we are talking about was our own manpower and not money. 

Nowadayss money is the problem. 

Moneyy is the problem. Due to the difficult economic conditions people have become 

thriftyy and are selective about those they spend on. As most informants describe it, it is as 

iff  there is no onuadD ne tema (love and compassion) in the family anymore or the family 

hass become 'too wise' or 'too civilised' (anibue) or selfish (pesemenkomeya). 

Together,, these factors have de-emphasised the principles of solidarity and 

reciprocityy that were so important for survival in the past and the social logic upon which 

thee traditional system was based. From a social analytical point of view, the present 

changess can be situated within the general idea in development literature that as society 

developss from a traditional society toward a more modern economy, extended families 

Thee speaker here uses "we" to emphasise what was traditional or "our culture" 
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developp towards nuclear families (Murray 1981, UN 1986). When that happens, there is 

lesss need for interdependence because there is no need to rely on land as the economic 

backbonee of the society. Indeed the creation of new economic opportunities and new forms 

off  social stratification and reward systems other than those based on kinship have provided 

alternativess that have enabled people to gain a livelihood outside the traditional system. 

Thatt does not presuppose that people have lost their sense of moral obligation; but in the 

contextt of such social changes, the fulfilment of those social obligations is likely to be 

placedd where the individual's, rather than the groups' self-interest are optimised. 

Onee of the key themes of the official propaganda for the implementation plans of 

healthh insurance in Ghana is that Ghanaian social and cultural system has a built in social 

insurancee system through the extended family system whereby family members have 

collectivee responsibility for the welfare of members of the family. 

Thee discussion so far, suggests a very important dilemma to the Ghana programme. 

Howw can the disintegrating system of traditional social support mechanisms serve as a 

sociall  foundation or even facilitate a new system of social insurance involving a more 

heterogeneouss membership? Although indigenous mutual aid systems exist, they tend to 

havee a strong focus on the dead rather than the living. That partly explains why the 

organisationn of funerals on the basis of traditional principles still commands a lot of 

supportt in Ghanaian society. The important question to address is: How Ghana can then 

transformm some of the principles of funeral organisations into a sickness support risk 

sharingg mechanism. What are the opportunities for grafting the scale of solidarity in the 

organisationn of funerals into health insurance activities? These are issues that subsequent 

chapterss will help to unravel on the basis of data from the field. 
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Perceptionss and cultural complexities of 

healthh insurance and traditional family 

support t 

Introductio n n 

Thiss chapter examines the question of how consumers or potential subscribers, the people 

forr whom insurance is planned, perceive health insurance in the context of their particular 

socio-economicc and socio-cultural circumstances. Specifically, the chapter attempts to 

teasee out popular perceptions that "the people" hold about social or mutual health 

insurancee and how those affect or could affect their attitudes and behaviour in the scheme. 

Ann insight into what health insurance means to those it is planned for in relation to how the 

plannerss conceptualised it is essential for determining potential areas of difficulty and 

misunderstandingg and strategies for minimising, avoiding or rectifying those problems. 

Thee presentation is organised in two main parts. In order to put the discussion in its 
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properr analytical framework, the first part begins with policy and the implemented' 

perspectivess followed by lay or popular notions or perceptions of the people, both positive 

andd negative, about health insurance. This wil l set the scene for the second part which 

analysess how both policy implementers and the people who would be affected by said 

policiess perceive relationships between health insurance and traditional family support 

mechanismss in order to identify generalisations that explain those relationships. 

Perceptionss about health insurance 

Policyy perspectives 

Althoughh the idea to implement health insurance was conceived in the mid-nineteen 

eighties,, an official policy framework is still being developed. There is therefore no 

publishedd official policy document on health insurance in Ghana as of yet. Nevertheless, 

severall  research efforts on health insurance have been carried out and documented 

includingg background papers, feasibility studies and reports, and several official and 

ministeriall  statements. Some of these have been on political platforms that underscore the 

Ghanaiann government's belief in health insurance as a preferred alternative to the existing 

feee for service regime, which is popularly dubbed a "cash and carry" system. 

Thiss official policy commitment to health insurance is motivated by concerns that 

manyy Ghanaians, particularly people in the large informal rural sector where incomes are 

marginall  and occupations are seasonal, are not able to access health care when they need it 

becausee of problems with cash. Policy makers therefore perceive health insurance as a 

potentiallyy efficient health care option that wil l make health care delivery more accessible 

too the people of Ghana. The potential efficiency of health insurance is derived from the 

principless of prepayment and risk sharing that underlies it. A solidarity based prepayment 

schemee is thought to be able to bring together the resources of several poor people who are 

individuallyy unable to afford it, but can share the cost of health care when one of them 

needss it. A second main short-term goal of the policy is to use insurance to mobilise funds 

fromm communities to improve health care delivery in the country (Assenso-Okyereh et al. 

1997,, Arhin 1995, Addo et al. 1995). 

Thee government's original key health insurance policy plan, as adopted by the 

Ministryy of Health and based on the recommendations of feasibility studies, was to 
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sett up a centralized or generic national health insurance for the entire country under a 

statutoryy body with the responsibility for the development and operation of the 

following: : 

i.. A mainstream Social Health Insurance Scheme whose membership is compulsory 

forr (a) all contributors to the Social Security and National Insurance Trust 

(SSNIT)) and (b) all registered cocoa farmers; 

ii .. A family of rural-based community-financed schemes meant to ultimately cover 

alll  members of the rural community. Membership would be voluntary. This can 

bee developed on a pilot basis; and to serve as a catalyst for the creation of an 

enablingg environment; 

iii .. Profit or non-profit private schemes for the urban self-employed. Membership 

wil ll  be voluntary. 

Thee first efforts to give meaning to the above led to the initiation of the pilot NHIS in the 

Easternn region by the then government of the National Democratic Congress (NDC). 

Significantly,, however, at the time of my fieldwork in 2000, the official policy 

frameworkk had shifted from the idea of centralised national health insurance scheme to 

multi-schemee systems. The new government of the New Patriotic Party (NPP) that came 

intoo power in January 2001 also had health insurance strongly enshrined in its party 

manifestoo and was very determined to get rid of the existing "cash and carry system" and 

replacee it with health insurance. Surprisingly, however, the period during which this shift 

inn policy thinking occurred, pre-dated the new government that assumed political power in 

Januaryy 2001, as I discovered during my fieldwork. 

Dr.. E. K. Adibo was the immediate past Deputy Minister of Health in the previous 

NDCC government and also a former Director of Medical Services. He was also one of the 

instrumentall  proponents of the health insurance concept in Ghana. When I sought an 

opportunityy to have a conversation about health insurance with him, he promptly agreed. 

Wee met during one Friday afternoon in an office within the Ministry of Health, which 

incidentallyy happened to be very familiar to the two of us. At the time I spoke to him, the 

reasonss for the official shift in policy from generic to multi-schemes were common 

knowledge,, but what he said about the timing of the conceptualisation of the multi-scheme 
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ideaa within the ministry came as a surprise to me. In his words, "From the very outset the 

policyy of the ministry was that multi-schemes should be encouraged and that the ministry 

wouldd work with communities to establish community based schemes". In spite of this, 

whenn the ministry decided to pilot a scheme for the informal sector, it chose a centralised 

approachh and as he himself described it, "The whole experiment became a fiasco". This 

subject,, which is more related to the role of the nation state in health insurance, belongs to 

anotherr chapter, and is discussed in Chapter Eight. 

Thee Brong Ahafo region of Ghana is the pace setter in community health financing 

schemee in the country because of the Nkoranza experience. Although Nkoranza itself is a 

missionn facility and therefore administered as a non-governmental scheme, it had had a 

demonstrablee effect on ideas and policy thinking regarding health insurance at the regional 

healthh administration. At the time of my first fieldwork in the latter part of 1999, the 

regionall  director of health services had assembled a regional health insurance team whose 

objectivess were to study and encourage the formation of insurance schemes in all the 

districtss in the region. I actually got the opportunity to sit in one of their meetings. It 

becamee very obvious to me that the Regional Director of Health Services, who was the 

ministry'ss highest ranking policy person at that level, had become a committed apostle of 

communityy health insurance. 

Duringg my second phase of fieldwork in Nkoranza, I arranged a formal interview 

withh him, but when I made the two-hour or so long journey to Sunyani on the appointed 

dayy and time, he was not in his office. Tracking him was frustrating, especially in the 

midstt of a gathering rainstorm in an unfamiliar territory; but when I did locate him on his 

mobilee phone, I was not disappointed. He had travelled to another district under his 

administrationn to join district MoH officials and various stakeholders in that community to 

dialoguee on community health insurance scheme that was in its final preparatory stage. 

Duringg our conversation, I asked him about reasons behind the "shift" (so to speak) in 

policyy by the ministry to multi-schemes in the policy of the ministry. His response was: 

Experiencess with the Social Security and National Insurance Trust (SSNTT) and such 

otherr big bodies do not encourage us to go for a universal national scheme. My belief 

iss in community and small schemes, which can later on be amalgamated when they 

aree properly set up. The reason is that the population under formal employment is 

aboutt 23 percent and that may be the only group that can meaningfully make their 
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monthlyy contribution. When we go that way, we leave out those who are most 

vulnerablee to sickness and do not have the financial access. And once we start a 

nationall  scheme it will be very difficult to organise these informal sectors and villages 

thatt are the most disadvantaged. 

Inn summary, the policy conception of the MoH regarding health insurance in Ghana is 

drivenn by the assumption that a prepayment health insurance scheme appears to be a better 

andd more humane option of health care financing, particularly for the vast numbers of rural 

poor.. There is also an assumption that implicit demand for it exists as some economic 

feasibilityy studies suggest. For example, Asenso-Okyere et al. (1997:236), in a pilot study 

off  the willingness to pay for health insurance in the informal sector of Ghana covering 

threee districts in the Eastern Region and using contingent valuation reported that an 

overwhelmingg 98.7% of respondents were prepared to participate in the scheme while 

63.6%% were willing to contribute 5000 cedis ($3.03) a month for a household of five 

persons.. Prior to that, Arhin also reported in a feasibility study of rural schemes in 

Dangmee West based on contingent valuations that 98% of household heads were willing to 

payy a premium to obtain health insurance coverage for all persons in their households 

(Arhinn 1995:104-105). These views are central issues of discussion in later sections of this 

chapter. . 

Implementers''  perceptions 

lmplementerss are the group of officials who are responsible for implementing desired 

policies.. This gives them a very unique position. Among other factors, both technical and 

social,, their perception of issues and principles have a bearing on their motivations and 

abilityy to bring about the expected policy change. I therefore had a series of interviews and 

conversationss with a cross section of health implementers in the various districts that I 

visitedd to ascertain how they also perceive health insurance within the framework of the 

officiall  policy perspective. The general view conveyed to me indicated that virtually every 

healthh staff has a strong sense of attachment and responsibility towards health insurance. 

Consistentt with the policy ideals, implementers perceived health insurance as the potential 

alternativee solution to the problem of financial access to health care for the rural poor. In 
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Suhumm for example, the Principal Nursing Officer in charge of nursing administration 

conveyedd this view to me: 

II  think it would be of great help to all of us because at times when patients come here 

theyy encounter so many problems. I feel insurance is a laudable idea. People who 

comee on admission sometimes claim that their relatives have gone home to bring 

moneyy to pay their bills and medical cost. But those relatives never come back to pay 

thee bills. The reality is that they do not have the money to pay. Sometimes we have 

fivee to six patients in the wards who cannot afford paying the bills. On some 

occasionss we even have to follow them to their homes. All this makes the work 

difficul tt and it does not give a good impression about the institution of health care. It 

lookss as if we are not considerate but that is not the case. And it also causes delay in 

thee sense that chasing them takes some of the time away from nursing care. 

Thee potential benefits of community schemes to both service provision and community, as 

putt across in the above is well demonstrated in Nkoranza. The district director of health 

servicess who also practiced as a clinician at the Nkoranza hospital endorsed the view to me 

duringg a conversation. 

Itt has made a lot of difference to the service and the community. To us, the service 

providers,, it has offered an easier way of getting paid for the service because it assures 

uss that the returns are already available so it makes it possible for the service run 

smoothly.. The people also benefit a lot in the sense that when they are sick, they do 

notnot have to look for money to pay for the service. Subscribers can just walk in and get 

thee service they need without bothering about how to pay for it. 

Inn Dodowa the health implementers I spoke to were also supportive of insurance because 

off  what one female nursing officer aptly described as 'money famine and people's inability 

too pay for health care'. But there were deep-seated concerns about the attitudes people are 

likelyy to develop towards insurance. The medical assistant of the Dodowa health centre 

expressedd his views in the following comment when I spoke with him: 

II  think there should be something like this. We know that eventually it is going to 

assistt them. Even today somebody came to me with a child and she was to pay only 
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2,0000 cedis for the service. She went up and came down to say that he cannot afford 

itt and the child was suffering. So she asked me if 1 could help in any way and the 

onlyy thing 1 could do was to pull out 2,000 cedis from my pocket for her to pay. The 

situationn is a bit complicated. If there is no emergency people feel they are healthy so 

theyy spend their monies on other things. Yet the same people are saying that the 

insurancee is good. The future means very littl e to them. Some may also say what wil l 

bee the outcome if 1 deposit 50,000 cedis for my family and I do not fall ill the whole 

year?? Eventually they may be having negative thoughts and this is the area I know 

ourr policy would run into difficulty. 

Inn summary, most health implementers were also quite enthusiastic about the potential 

benefitss of community health insurance to enhance access and improve service provision. 

Manyy were also pessimistic about the centralised approach the ministry of health originally 

plannedd to implement a nationwide insurance scheme as well as the decision to start from 

thee informal sector. In Suhum the District Director of Health Services observed the 

followingg in relation to this pessimism: 

Well,, in my opinion, the idea to start from the informal sector is wrong because most 

off  these people are not organised. They have some form of arrangements like clubs 

andd they contribute money weekly. When somebody dies they help the family, but I 

doo not think that is what they want to do. Look at the poor fanner. If you ask him to 

payy some money every month it's going to be a problem because he doesn't see 

himselff  as likely to fall ill . We even hear such things from our staff here sometimes. 

II  think they should rather start from the formal sector because they are already 

organised,, and we can learn from that experience and then move to the informal 

sector. . 

Certainlyy there are several concerns about community health that are related to the context 

off  their implementation. Before I venture into any discussion however, I wil l first examine 

howw the people also perceive health insurance. 

Communityy perceptions 

Layy or popular notions, both positive and negative about health insurance are highly 

pervasivee in all studied communities but prevailing ideas vary in accuracy and detail in 
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relationn to the level of contact communities have had with health insurance initiatives. 

Basically,, people conceive health insurance as an arrangement in which they contribute 

towardss sickness in advance, something similar to vehicle insurance. In general, however, 

popularr notions and reception to health insurance are shaped and coloured by several 

identifiablee social factors or patterns which include: 

>> Ideas floating around about other forms of insurance such as vehicle accident and fire 

insurance; ; 

>>  Past experiences with local credit and mutual schemes; 

>>  Perceived level of credibility and confidence in ownership of health scheme/proposed 

initiative; ; 

>>  Prevailing quality of health care services/care provided at the facility; 

>>  General economic hardships and level of poverty in society; 

>> Distressed traditional social support mechanism in Ghanaian society; and 

>> Expectations and nuances about community initiatives based on past experience. 

II  now examine these patterns in detail as people relate to them in day-to-day conversations. 

Prevailingg ideas about conventional insurance feed into how people perceive and/or 

whatt they expect from community social health insurance. Perceptions in general tend to 

bee positive or negative depending upon the nature or experience people have had with 

insurance.. Commonly, however, what stands out is that most informants appreciate 

communityy health insurance on the basis of its potential to solve their financial problems 

whenn they need health care. A seventy-year-old opinion leader and the owner of a 

successfull  retail pharmacy at Suhum captured this positive image and people's common 

expectationss of health insurance as follows: 

Itt is good because not all people are financially sound; wDn nsa nhyia wOn ho 

[figurativelyy meaning: they cannot make ends meet]. Some cannot even pay 02000 

andd others run away from the hospital when they are admitted. Insurance will take 

caree of them. 
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PositivePositive perceptions 

Economicc difficulties and the ever-increasing cost of medical care are fundamental reasons 

whyy people are favourably disposed to an initiative that promises to take away the burden 

off  medical care cost. In the practical case of Nkoranza, where the community had had 

experiencee with a community scheme for nearly a decade, the perception of the 

overwhelmingg number of them focussed on the idea that insurance has made health care 

accessiblee to the otherwise financially poor in the community. A female FGD participant 

att Dodowa had this to say: 

Whatt we like so much about it is that when you are a member and you are admitted, it 

payss for all your medications. Even when the drugs prescribed for you are not 

available,, the insurance reimburses you the cost for prescribed drugs that you 

purchasee from other pharmacy/drug stores. 

Inn most focus group discussions, participants enthusiastically conveyed the view that 

possessingg an insurance card (as the community commonly referred to it) provides both 

financiall  and psychological benefits to the holder. The following set of comments at a 

discussionn involving six male subscribers from Nkoranza who were aged between 43 and 

722 years typifies the observation. In particular, they stressed that psychologically, it 

reducess the anxiety people have about being sick and how to deal with the sick role. 

Sincee I joined the scheme from its inception, I have never fallen ill . I have used the 

sevenn thousand to buy off my illness. Mentally, our health is better than the non-

insuredd because we are not afraid to go the hospital. A 43-year-old farmer and 

sawnsawn miller from Nkoranza, with six years basic primary education, married 

withwith five children and a Christian. 

Iff  you are a member, even if you fall ill you are still mentally sound unlike the one 

whoo has no insurance. When the non-insured is admitted, he is worried about the cost 

off  the drugs and the money to pay for the number of days he is kept there. But if you 

aree insured, you are not bothered about these things. Even if you are admitted for two 

monthss you are a happy person despite being sick. A 53-year-old farmer with 10 

yearsyears of elementary education, married with seven children and a Christian. 
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Anyonee who has insurance does not think about when he is going to fall ill . As soon 

ass you begin to get symptoms of illness you are eager to go to hospital because you 

knoww that when the sickness becomes serious there is no financial problem. You 

reportt early and the sickness does not get out of hand so youu maintain good health. A 

45-year-old45-year-old professional teacher, married with 3 children and a Christian. 

Whenn you are insured, sickness avoids you and has no power over you. So 

gentleman,, the insurance is a very good thing. The last time I was admitted, my bill 

wass 550,000 cedis; my family could not have paid that money if I were not a 

subscriber.. A 62-year-old male of Nkoranza, with eight years elementary 

education,education, married with six children and a follower of indigenous religion. 

Significantly,, the non-insured also attested to the benefits of health insurance as a group of 

themm indicated at a mixed (male and female as well as subscribers and non-subscribers) 

focuss group discussion at Kranka, a distant rural villages within Nkoranza district noted for 

aa low rate of subscription to the scheme. 

Itt is good because when you are a member it takes care of your medical expenses 

whenn you are admitted. A 29-year-old female petty trader of Kranka with JO 

yearsyears elementary education, married with 2 children and a Christian. 

Itt is good in the sense that if I join and I do not fall sick, at least a member of my 

familyy may fall sick and the money wil l be used to look after him or her. That is 

helpfull  to all of us. The problem I have with it is the timing of the collection of the 

premium.. If they leave it open throughout the year it wil l enable me to pay. A 54-

year-oldyear-old female farmer of Kranka, no formal education, with eight children, 

widowedwidowed and a Christian. 

Thosee who are insured are better than us because anytime they fall sick and need 

admissionn they are assured of health care. A 45-year-old male physical education 

instructor,instructor, married with seven children and a Moslem. 
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Obviouslyy without the benefit of a functional scheme, community people in Suhum and 

Dodowaa did not have much to say by way of positive perceptions. Indeed they had more 

concernss and questions about how health insurance would operate based on previous 

experiencee and perceptions of public initiatives. In general, positive impressions about 

insurancee in terms of its potential to make health care accessible when needed were not 

lostt on people in those two districts. The general view was that because of poverty and 

highh hospital fees, people have difficulty paying so "it is better to pay something small 

noww to cover you in future". Again there was particular stress on the fact that the 

weakeningg traditional family support system makes community health insurance a 

favourablee idea to encourage. At rural Dawa in the Dangme West district, one female 

FGDD participant emphasised this point: 

Noww the family is not able to help very well. If you fall sick you can see that you 

needd to seek medical treatment but you may not have the money. Looking around, 

youu might not find help from anywhere. You may easily die from preventable 

conditionss because of the inability to pay. So by the grace of God, if we join this 

scheme,, it would make it easier for us to seek treatment. When we are sick, the only 

thingg you need to think of will be your transportation. So I think it will be of help to 

us. . 

Peoplee thus evaluate health insurance as being very beneficial, particularly for the rural 

poorr who are unable to save towards health contingencies in view of their marginal 

subsistence.. They recognise the economic, social and psychological benefits of health 

insurance. . 

NegativeNegative perceptions 

Theree were some negative perceptions; some based on 'rumours', some on 

misunderstandings,, and others on misgivings and 'ignorance'. Particular perceptions 

dependedd upon the community in which one finds oneself, the stage of actual 

implementationn of the insurance program, the experience the community has had with 

insurancee and the type or group of persons one was speaking to. Thus negative perceptions 

inn Nkoranza tended to be complaints, misrepresentation or what some blame on ignorance. 

Inn Dodowa and Suhum, negative perceptions were embedded in doubts, misgivings and 
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misapprehension.. In some respect, part of the negative feelings that people from Suhum 

andd Dodowa district harboured about health insurance stemmed from previous bad 

experiencess with other forms of community mutual arrangements, in most cases savings 

andd credit schemes. People who had previously suffered a loss of savings or income 

throughh local savings and credit schemes (as a result of financial misappropriation) were 

completelyy unenthusiastic and doubtful about community financing initiatives in general. 

Onee of those that I spoke to was Madame Adepam (not her real name) of Suhum, a 57-year 

-oldd dressmaker, divorced with five children. She had a dressmaking business with twelve 

trainees.. She lamented a local credit scheme that went bankrupt after a few years of 

operation.. Many of its clients sustained heavy losses. Her comments: 

Aboutt ten years ago, something came to this town called BAM AX1 to which people 

contributedd all their life savings because of a promise of fifty percent interest per 

annum.. It received a high patronage but after a while it became bankrupt and people 

lostt everything. Some even developed heart and mental problems. Yet the man 

behindd it is still walking round without any punishment. Such an incidents make me 

andd I suppose others who have gone through similar experience, quite apprehensive 

aboutt anything that involves the payment of money with a promise of future benefits a 

difficul tt thing to accept. 

Shee was not alone. Just across the street from where I spoke to Madame Adepam was a 

sixty-three-year-oldd retailer of alcoholic and non-alcoholic drinks. When I called on him 

forr a similar conversation he stated that he would not have anything to do with insurance 

becausee of the loss of cash he suffered through BAMAX . Memories of such situations 

weree common in virtually any community, as I discovered when I moved into the Dangme 

Westt district. There were genuine fears that 'things' like insurance "might turn out to be a 

trickk by which some individuals use to rob poor people" of their hard earned money. This 

Aroundd 1993 a number of non-bank financial institutions started operating savings and loan schemes 
withoutt authorization from the central bank. These included R5, Pyram and Bamax. These phoney 
institutionss succeeded in luring unsuspecting members of the public to deposit millions of cedis with them. In 
return,, depositors were promised interest rates above the prevailing market rate offered by commercial banks. 
Hugee interest rates of 30-40% attracted many people to the point that some investors withdrew their money 
fromm the recognised commercial banks and deposited them with these institutions. Before long they became 
bankruptt and many lost their entire lifetime savings. 
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wass the consensus at a female focus group discussion in rural Dawa. A twenty-five-year-

oldd participant's comment captured this sentiment: 

Somee time ago, some people came to this town and claimed they were going to 

establishh a bank here. Our elders gathered all their monies and opened an account 

withh them but we have since not seen any of them. So although I like the idea behind 

thee new scheme, because of what happened I am entertaining some fears about i t 

Partt of the negative perceptions were traced to misgivings about official bureaucracy based 

onn experience with conventional insurance schemes, such as car accident and pension 

insurance.. A 38-year-old male photographer at Suhum explained it in the following words: 

Whenn you are going into it they bring a sheet of paper. When you are entitled to a 

benefitt they bring twenty sheets. We do our things in such a way that those who do 

notnot invest rather benefit and those who suffer don't benefit. When you invest your 

moneyy into insurance it is the staff of the company that rather benefit. Look at 

SSNIT.2 2 

Indeed,, mistrust of officialdom was also cited at the district and local levels, for the way 

theyy sometimes collect fees or dues from communities in return for promises for improved 

sociall  amenities, but nothing happens. One participant in a female focus group discussion 

att Dokrochiwa, a distant rural village in Suhum district, made the point emphatically clear 

citingg a local example. 

Theree are several cases where we have paid monies and nothing came out of them. 

Onee case is the road to this town. There is also the case of water. They promised us a 

boreholee and we all paid; but that never happened. The most recent one was 

streetlights.. I vowed I'l l never pay and I lived up to my word. It all boils down to our 

leaderss in this town. 1 wil l still say it even if they are here because it bothers me. 

Similarlyy if you take the Eastern Regional Minister, she has never set foot in this 

town.. How can she say anything about this town in parliament or cabinet? I 

22 SSNIT is the acronym for the Social Security and National Insurance Trust. It is the official social security 
systemm in Ghana, but is limited to only the formal sector employees. Among others benefits, it provides cash 
paymentss to contributors after retirement or to their dependents in the event of death, but the manner in 
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rememberr our road, we heard that they came and took a picture of the Owirem road (a 

nearbyy village) and presented it that they have constructed the entire road to 

Dokrochiwa.. These are the reasons why people might be reluctant to embrace the 

insurancee scheme. 

Somee negative perceptions are also against the government for its inability to deliver on 

somee or most of its promises (the subject of another chapter). In theory, the idea that a 

communityy pays a premium to entitle them to free treatment during illness sounds nice and 

good.. However, many are sceptical about it because of "such sweet official promises that 

weree never fulfilled" . A participant, at a female FGD at Dodowa explained it this way: 

Somee time ago it was announced that pensioners would be treated free when they 

wentt to hospital but when I sent my father to the health centre they asked me to pay 

2,5000 cedis. So I feel that they are telling us lies. At some time they might even tell 

uss not only to pay for drugs but for thermometer and speedometer readings... I do not 

believee what they say. In Ghana things move sideways and backwards too often. 

Thee credibility of the health care system in relation to quality of care factors and ownership 

off  schemes were also decisive factors in the way people perceive insurance. Concerns 

aboutt poor staff attitude towards patients, favouritism, cheating and other misconduct and 

malpracticee by health staff and/or implementers and/or administrators were often voiced. 

Thesee tended to cloud any merits that people perceive health insurance to have, as these 

twoo views from Suhum district indicate. First, a 39-year-old professional photographer's 

contributionn during a male focus group discussion at Suhum: 

Itt is an open secret that nurses collect "under the table fees" from patients. When the 

insurancee becomes operational, the chances are that people may no more pay such 

moniess if they know they are fully covered and entitled to treatment. But the non-

insuredd may still pay such bribes and get preferential treatment from the nurses. If 

youu do not take care you may sit in the wheel chair and die. 

AA 34-year-old single mother of one and a petty trader also from Suhum expressed her view 

onn the issue during a female FGD as follows: 

whichh the contributions and payments are conducted have attracted a lot of criticism, especially in recent 
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Thee only concern about it is trustworthiness on the part of those who will be in charge. 

Wouldd they faithfully give equal treatment to clients when they report ill? Sometimes 

thosee in charge of such schemes live fat on the money and ride in big cars. The 

moneyy is there but instead of using it for good purpose they would buy big cars and 

ridee in them. 

Inn Nkoranza the most common misrepresentation of the insurance scheme was symbolised 

inn "gossip" about the casualty ward. The gossip began when the casualty ward was created 

forr the purpose of observation and emergency, just as all other casualty wards are. 

Detentionn at the casualty ward is technically not considered as in-patient admission. 

However,, since it became the transit point for admitting patients onto the ward where they 

couldd then benefit from the scheme if they were insured, some in the community started 

associatingg it with cheating. The common claim therefore is that doctors are often 

reluctantt to admit those who are insured to the main ward but rather prefer to put them on 

observationn at the casualty ward. In the view of those community members, the casualty 

wardd has been created as a watershed to deprive people from benefiting from the scheme 

andd a way to cheat them by the hospital authorities. This misrepresentation even goes 

beyondd the casualty ward to another misperception: that the insured do not receive good 

qualityy drugs when they are admitted because the hospital wants to economise on the 

premiumss paid in order to break even or make profits. However, one participant at a male 

subscriber'ss FGD at Nkoranza disagreed with this negative perception. He gave this vivid 

descriptivee assessment of the issue as follows: 

Somee claim that when you are a member of the scheme and you go on admission, you 

aree discharged early, or the doctor does not take good care of you or even when your 

conditionn is serious the hospital does not want to admit you. But some people are 

sometimess rushed to the hospital on emergency during odd times such as the night. 

Youu see in such situations, the appropriate thing for the hospital to do is to admit them 

att the casualty ward to study the situation. But when such people are discharged after 

observationn because they do not require admission, they begin to grumble that they 

weree not admitted to the ward because the hospital did not want them to benefit from 

theirr insurance. For that reason they think it is useless to have health insurance. This 

years. . 
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iss an erroneous impression and such utterances come from illiteracy; it is lack of 

education. . 

Significantly,, during a conversation with the Omanhene of Nkoranza, he also dismissed the 

chargee of 'cheating' against the scheme as "rumours" that ought not to be taken seriously. 

However,, he advised about the need for sustained education to disabuse the minds of those 

whoo harbour such notions. 

Somee people claim that when you pay and you are admitted they don't look after you 

well.. They give you inferior medication and they discharge you early. But this is not 

true.. There is no doctor who will discharge a patient if the patient has not fully 

recovered.. There is also no doctor who will keep away a good drug that will make his 

patientt well. It does not happen because that doctor will lose the confidence of his or 

herr patients so it is never true. In every community, sebe (excuse me to say), where 

thee literacy rate is low, or where too much superstition thrives, rumours and 

misconceptionss are very high. What we need is education to change those attitudes. 

Inn summary, the views from the community indicate that the encounters that people 

experiencee with the health care service and its financing leads to diverse reactions. Some 

aree favourable while others are prejudiced. Altogether, these perceptions are therefore a 

functionn of contextually deep-seated social, cultural and economic factors. 

Onee general observation from the foregoing is that apart from the problems of 

economicc poverty, historical and social factors play a dominant role in shaping people's 

ideass about health insurance. Concerns about weakening traditional social security 

arrangements,, credibility of local and state officials in relation to ownership, prevailing 

notionss about the health care service and previous experiences with local micro finance 

initiativess are all factors that make the problem of mutual health insurance both important 

andd difficult for social analysis. Since my purpose in this thesis is to help understand how 

too translate some of the social features of traditional support into insurance systems, I turn 

too examine how implementers and other people further perceive some of the relationships 

betweenn the two i.e. insurance and traditional support mechanisms. 
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Howw do implementers and 'the people' perceive the relationship between 

insurancee and traditional family support? 

Onee basic assumption of the official policy of Ghana's health insurance plans is that the 

underlyingg principles of risk sharing and 'resource pooling' or solidarity in insurance are 

synonymouss with traditional Ghanaian mechanisms of social support. Planners view the 

Ghanaiann socio-cultural system as already having in-built sophisticated and time-tested 

supportt mechanisms that can accommodate elements of a solidarity based health insurance 

scheme.. The policy perspective therefore is that designing a scheme with "a rich blend of 

thee traditional and modem" would appeal to people, for they would already understand 

whatt the scheme is about and the role they have to play to access its benefits. The ministry 

off  health thus conceptualised health insurance as a means to formalise traditional risk 

managementt mechanisms by "pooling of resources from friends and family to take care of 

ourr health" as is traditionally done "in times of trouble and ill health" (NHIS 1998). 

Becausee of this perceived parallel, in this study it was important to ascertain how 

implementerss and the community at large actually perceive the relationship between health 

insurancee and traditional social support arrangements in order to understand how both 

groupss draw social lines or levels between traditional family support and health insurance. 

ImplementersImplementers 'perspective 

Healthh implementers hold the view that traditional social security mechanisms and mutual 

healthh insurance based on the principle of solidarity are synonymous. The coordinator of 

thee abortive NHIS in the Eastern region succinctly conveyed the view during one of our 

meetings: : 

Inn the old traditional system, we supported one another on the basis of solidarity. 

Familyy members went to the assistance of one another in times of difficulty and 

sometimess in times of joy, such as marriage celebrations. It took different forms, but 

foodd was shared and the sick and bereaved were supported based on reciprocity. So 

thiss culture of assistance already exists and people help one another already. This 

thingg has been there and people think about each other so that we will bear one 

another'ss burden. We are picking on this to build the insurance programme. It is just 
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anotherr way of conscientising the people about reciprocity so that we will bear one 

another'ss burden. 

Thee difference however is that instead of waiting for the family member to fall dead 

beforee we assist, we want to get organised and provide support as soon as the need 

arises.. We want to give a new dimension to social support. It is the same solidarity 

principlee but I do not want to compare the strength of this solidarity with what used to 

prevaill  some time back because things are changing. 

Apartt from citing solidarity as being common to both, the prepayment feature and the 

widerr scope of insurance were also emphasised by implementers. A health manager of 

Nkoranzaa emphasised the level of social inclusiveness in particular in insurance. He made 

thiss remark during one of our conversations: 

Thee concept of solidarity is common to both but the difference is just a matter of 

degree.. The difference is that the whole community or other communities are 

involvedd in insurance. Traditional family support for sickness was never on such a 

largee scale. Rather, it was and still is during funerals that the whole community 

becomee involved. 

Despitee the common view about solidarity among implementers, some were unsure about 

howw it was going to work in the new scheme, in view of the increasing social 

differentiationn in society. In particular, there were doubts about the sincerity of 

communityy members when accepting the basic underlying risk sharing mechanism. The 

principall  medical officer in charge of Suhum Government Hospital hinted at this when he 

madee the following (excerpted) remarks about the program's feasibility as conceptualised 

byy the ministry. 

Itt will be very difficult to achieve what they [the policy makers and planners in the 

ministry]]  are talking about. By solidarity I think planners mean that everybody will 

actt as his/her brother's keeper, so if you do not fall sick and your brother falls sick 

yourr money will be used in treating him. You see, this kind of thing, before you can 

askk people to contribute willingly you must make them see the need and this is where 

thee difficulty lies. Some people feel that they do not fall sick so how can they feel that 
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need?? They wil l feel that they are being cheated. You may have a system where 

peoplee wil l feel that at the end of the year, if they do not fall sick, you should pay 

themm some money. 

CommunityCommunity perspectives 

Thee community also shared the general view that solidarity is the building block of both 

traditionall  support and insurance. However, the concept of risk sharing was hardly used by 

thee community who tended to describe it simply as sharing or helping one another. One 

communityy member illustrated the perceived similarity of solidarity underlying the two 

supportt systems at a focus group discussion as follows: 

Inn traditional support, which was quite effective in the past, when something 

happenedd to a family member, other members would come together to assist. For 

example,, if someone becomes seriously il l and needed assistance, the family wil l 

mobilisee resources and either send the person to hospital or call on someone who 

couldd cure him. At present, as insured people, we all contribute and if someone falls 

ill ,, the money contributed takes care of the admission at the Nkoranza hospital. The 

twoo are therefore the same because they are both based on unity. Since the scheme 

started,, I have been paying every year together with my wife and children but none of 

uss has ever been on admission. However, I think that the small money I have paid is 

helpingg somebody. Participant in male FGD, Kranka, Nkoranza district 

Inn addition, there was agreement among community people that mutual insurance is 

literallyy wider in terms of scale of social participation. Two views from different locations 

illustratee this point. First, a female informant at Dawa in Dodowa district: 

Thee big difference I see is that, in the new insurance scheme, so many people are 

involvedd so the support base is bigger than the traditional family support. 

Thenn at a male FGD participant at Nkoranza expressed his view on the issue: 

Inn the past if someone was sick in the family, the family pooled resources together to 

lookk after the person. The present Nkoranza scheme is a larger family in the sense 

thatt the whole district is pooling resources together. We are all pooling resources 
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togetherr so that if one person is in difficulty we help to pay the debt, if another person 

getss ill , we pool resources to assist him and so on and so on. This is the sense in 

whichh the insurance has become a bigger family, pooling resource together to assist in 

timee of sickness. 

Inn addition, the common view that in sickness the level of social participation in mutual 

insurancee is wider than the situation in the traditional support system (since it goes beyond 

thee family), they also cited distinctions in two functional dimensions between insurance 

andd traditional support. The first was recognition of the prepayment feature of mutual 

insurancee compared to the traditional system and its associative consequential security 

potentiall  when there is a need for assistance. Again two contributions from focus group 

discussionss summarise the viewpoints. A female FGD participant from Kranka in 

Nkoranzaa district: 

Inn insurance you prepare for the problem but in the traditional support you look for 

helpp after the problem has occurred. Sometimes, the expected help might come too 

latee or may not come at all. This makes insurance better. 

Anotherr view from a male participant during a male FGD at Dodowa: 

Thee security in family support is not always guaranteed because sometimes the family 

hass to borrow money, which has to be refunded anyway, and this may become a 

burdenn on the family or the sick person after treatment. That does not happen in 

insurancee and the entire community shares the risk so if it is one million it is spread 

across. . 

Thee fact that the community recognises that health insurance is relatively more secure in 

termss of its promptness and reliability when there is need for assistance is quite reassuring. 

Att the same time, the point about traditional support that it was (and still is) organised after 

thee event has happened and only when the need was critical and the evidence for the 

assistancee was without doubt, is quite revealing. The latter situation in fact could partly 

explainn the unenthusiastic or lackadaisical attitude of people when it comes to fulfillin g 
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prepaymentt premium obligations in insurance. They are used to waiting for events to 

happenn before they react. 

Anotherr distinction perceived by the community was that insurance is more proactive 

sincee it avoids the problems of occasional conflict among family members and the social 

stigmaa that sometimes accompanies traditional support. A participant in a male FGD in 

Suhumm illustrated this disadvantage to traditional support as follows: 

Theyy are almost the same but there is one "cross" [negative aspect] about the 

traditionall  support system. The cross is that when the entire family comes together 

andd looks after me, they could cast insinuations at me when for instance a quarrel 

breakss out later in the family. But in the insurance it is like buying my own food to 

eatt so no one can remind and/or insult me about it at a later time under any 

circumstance.. It is like using my own money to buy land. I have not cultivated 

familyy land, its rather buying my own land and cultivating to feed myself from the 

harvest;; that is insurance. On the other hand the former [traditional support] is like 

farmingg on family land, the family head [Abusuapanyin] can take it back or say 

somethingg about it against me. 

Despitee the common view in all communities that social participation in mutual health 

insurancee is wider and for that matter "better" in terms of risk pooling, one point that was 

alsoo frequently brought to my attention was the unique situation of funerals. Some even 

comparedd the solidarity logic behind insurance to 'the way Ghanaians organise their 

funerals'.. In view of the interest and concern the issue attracts, I enquired with the 

OmanheneOmanhene of Nkoranza, Nana Okatakyie Agyeman Kodom IV, when I had the opportunity 

too interview him. I asked whether the popular support that funerals receive was a recent 

phenomenonn or "culturally Ghanaian" from the past. Indeed, such an enquiry was 

necessaryy and relevant, since the case of funerals is sometimes cited by health policy 

officialss as an example of how Ghanaian society share risks beyond the family. One news 

reportt cites a former minister of health as saying that, "Ghanaians are familiar with the 

principless of pooling community resources for funerals, for example, and that could be 

appliedd to a health insurance scheme" (Adu-Asare 2001). In responding to my enquiry the 

OmanheneOmanhene of Nkoranza provided a brief historical view of traditional sickness and funeral 

support: : 
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Inn the past, when a member of the family fell ill , it was the responsibility of the family 

too either send the person for treatment or bring someone to treat the person. The cost 

involvedd was basically borne by just the family. Assistance outside the family may be 

soughtt only when it became necessary. Family support during funerals followed a 

similarr pattern. When there was death in the family, everything in connection with it 

wass the responsibility of the family but there was a littl e but significant variation with 

sicknesss support. The difference was that, although the family was responsible for the 

costt involved, during the funeral the family would invite the entire community 

throughh the palace or chief. The community would offer donations to the bereaved 

family.. The fundamental difference of community participation between sickness and 

funeralss is therefore an old phenomenon although there are wide variations in modern 

times.. Traditional support for sick relatives has diminished while support for funerals 

hass been taken to uncontrollable limits. 

Forr analytical purposes, two general remarks could be drawn from the foregoing 

observationss of implementers and the community regarding the relationship between 

traditionall  family support and health insurance. Both make the point that traditional family 

supportt for sickness, when it was provided was confined to the family. Secondly, the 

principlee of solidarity or pooling of resources from the whole community was well 

associatedd with the organisation of funerals in traditional support system. One obvious 

questionn can be posed in relation to the two remarks. Why did (and still does) the whole 

communityy get involved only in funerals and not in sickness? The same question could be 

askedd in another way to find out why traditional support for sickness did not transcend the 

familyy to become a community activity, as has been the case with funerals. An attempt to 

findfind answers to the question is a fruitful way of explaining beyond economic factors, the 

culturall  antecedents to people's attitudes and behaviour towards health insurance. 

I ss it possible to transform 'famil y solidarity '  exhibited durin g funerals to community 

healthh insurance? 

Thiss question is important for two reasons. In the attempt to implement risk-sharing 

schemess in the sub-Saharan African context, any risk sharing mechanisms beyond the 

familyy are useful for providing lessons. Secondly, in the attempt to implement community 
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healthh insurance in Ghana, funeral support, as I have already pointed out, is sometimes 

citedd as an example by proponents of community health schemes to show that people's 

willingnesss to share risk beyond the family was socially and culturally acceptable and 

feasible.. However, when I posed the above question to informants in the community, it 

oftenn evoked vague or elusive responses. Some found it a difficult question to answer. 

Indeedd when 1 seized the opportunity during my meeting with the Omanhene of 

Nkoranzaa to ask for his opinion, his immediate reaction was a smile followed by a remark 

thatt "this question of yours is a difficult one". He then rendered a comprehensive response 

thatt did not only reinforce the delicate nature of the matter and the Ghanaian sentiment 

towardss funerals but also explained previous unsuccessful attempts by his traditional 

councill  to regulate and scale down the organisation of funerals in areas under his 

jurisdiction.. Moved by a great concern about expensive funerals in the community, the 

traditionall  council made bylaws to stipulate how much people could contribute, both in 

termss of donations during funerals and on the type of alcoholic drinks served during such 

occasions.. The rules were abused repeatedly, and after just two years it soon became 

ineffectivee because, as Nana explained it, "we do not have state enforcement power to 

punishh offenders". He ended a long discourse by pointing out that society's 

uncompromisingg attitudes towards expenditure during funerals weighed against their citing 

povertyy as a reason for ignoring the payment of insurance premiums as "an attitudinal 

problemm that requires a long sustained education and attitudinal change on the part of 

people". . 

Consideringg that the Nkoranza scheme had run for eight years at the time this 

conversationn was held, the observations were a sad reflection on the society's double 

standardss towards health care and funerals. Indeed, observations about Ghanaian funerals 

neverr miss the large-scale social participation and financial expenditure involved. If it is 

everr possible to leam and transfer some of funerals' organisational principles into mutual 

healthh insurance, we need to understand why the desire to spend and support them is so 

compelling.. In a number of FGDs when the issue came up, the dominant explanation was 

emotionall  sentiments. In Dodowa, one participant echoed such a view: 

Noo one likes death but we need to help one another. Even if an animal dies, it has to 

bee disposed of. How much more a human being created in the image of God! No 

matterr the character or nature of the person, God created him. People sympathise 
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becausee they will not see the dead person any more and they feel the pain. When I 

attendd someone's funeral, therefore, I use it to reflect on my own funeral one day. 

Whatt the above remarks suggest is that death generates an elevated degree of emotional 

sentimentt that compels people to respond the way they do at funerals. Apart from that 

economicc appropriation and affirmation of family prestige in the public sphere through 

funeralss greatly contribute to its relatively unique scope of support in contemporary 

Ghanaiann society. This view was succinctly brought home during a conversation between 

Paull  (not his real name) and I. Paul is a native of Nkoranza, and one of the coordinators at 

thee insurance office. Excerpts: 

Paull  Everybody knows that a lot of friends and well wishers wil l attend a funeral. If 

theyy attend the funeral of someone related to me and I don't perform well, 1 

disgracee myself. Besides when you need a loan to pay medical bills and you 

approachh people they will not help you, but if the person dies, and you need a loan 

off  one million cedis for the funeral, you wil l get it in five minutes because they 

knoww that one you can repay. 

Dan:: How? 

Paul:: Because those who attend the funeral give cash donations which you can use to 

payy off the loan. On the other hand, how do you go and explain to someone that 

youu need money to pay your mother's hospital bill when there is no guarantee that 

youu can pay it within a reasonable time? If you tell them that you are going to pay 

suchh monies after you have harvested and sold your maize they won't give it to 

you.. Nobody wil l give you the loan. In fact, in the case of funerals, even if the 

donationss are not sufficient to cover the loan, any remaining debt will be shared 

amongg the family members and they wil l pay. So there is increased security for 

thee person to get his money back. 

Dan:: You are saying that the family members wil l be willin g to pay the debt in this 

case? ? 

Paul:: Yes, because it's a disgrace to them if they do not pay the debt. Supposing I lose 

myy mother and after the funeral there is a debt of 200,000 cedis to be paid to 
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somebodyy who gave me a loan. If I am not able to fulfi l the loan obligation the 

wholee town wil l hear about it and all sorts of insinuations wil l be cast against the 

family.. So to protect the public image the family, we wil l do everything to pay off 

anyy remaining debt. There is a proverb that says Abusua cbfunu [the family loves 

thee dead]; it is true. 

Dan:: What does that mean? 

Paul:: That means that every family or clan wants to maintain a certain level of respect or 

protectt its name and maintain some fame. One way they achieve that is through 

funerals.. It sounds great for people to acknowledge which musical band they 

broughtt to town to play at their funeral. When that happens people wil l comment 

thatt the funeral was grand but nobody wil l commend you for sending your mother 

too Korle Bu (Ghana's number one teaching hospital in Accra) when she was sick 

beforee her death. The family wil l buy the big and expensive shroud to dress the 

bodyy in and get the most popular band in town to come and perform. That is 

death;; but never when the person is sick. 

Inn summary, the views conveyed in this brief excerpt reinforces a point that economic 

appropriationn and affirmation of social prestige or capital is at the centre of Ghanaian's 

willingnesss to spend extravagantly during funerals. People are able to afford heavy 

expendituree because they look to donations to recoup what they spend. Donations offered 

att someone's funeral are an investment that wil l be reciprocated in the future when they 

becomee bereaved. A very revealing aspect of this economic appropriation in the 

organisationn of support for funerals is that when the need arises, expected donations also 

providee a form of security to obtain a loan from potential lenders to pre-fmance funerals. 

Inn Nkoranza, for example, I learnt that it was very easy for people to obtain loans from 

rurall  banks to organise funerals but difficul t for farmers to get loans to improve their farms 

duee to lack of the collateral. 

11 need to point out that any economic considerations in support of funerals cannot be 

divorcedd from their social dimensions. During a debriefing session, one of my field 

assistantss summarised the nature of the public manifestation of the social aspects of 

funerals: : 
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Peoplee use the donations to show off their magnanimity to the gathering. When this happens, 

theyy receive public acknowledgement for what and how much they have given. But when 

someonee is sick there is no gathering for people to show off. 

Inn other words, funerals are occasions that offer opportunities for collective action to 

strengthenn social identities and prestige through generalised reciprocity in the public 

sphere.. The adaptive function of this is that those who donate will also receive donations 

themselvess when they are bereaved. 

Onn the other hand, social insurance involves some aspects that are more akin to 

balancedbalanced reciprocity. It involves a clear obligation to make a premium contribution 

usuallyy within a specified time or be counted out for any future benefit. The concept of 

riskk sharing emphasises its social purpose but it is the payment of premiums that 

establishess an alliance of equality between subscribers. The benefit is, however, 

conditionedd only on being sick, which is the aspect that underscores its social importance. 

Thee fact that the opportunities for "social rewards" such as prestige and public 

acknowledgement,, when premium obligations are fulfilled do not exist, as they do for 

funeralss probably impacts the tendency of people to participate in them. 

Concludingg remarks 

Thee foregoing analysis of perceptions about health insurance and its relationship with 

traditionall  social support provides useful social cultural insights. In general, popular 

perceptionss in the community about social or mutual health insurance are influenced by 

factorss that include prevailing ideas about other forms of insurance, past experiences with 

similarr and often local savings and credit schemes, perceived credibility of the ownership, 

prevailingg context of health care services, general level of poverty and the nature of 

traditionall  support mechanisms. 

Bothh health implementers and community people perceive health insurance as a 

usefull  option and solution to the problem of financial access to health care for the rural 

poor.. Community people conceptualise the value of health insurance in terms of its 

economic,, psychological and social support attributes. Its prepayment feature and 

regulationregulation through a set of written rules and bylaws are perceived as socially appropriate. 
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Onn the other hand, implemented harbour the fear that achieving solidarity through 

insurancee is going to be difficult. Indeed the concerns of community people about 

insurancee schemes attest to such a fear of the difficulty of getting people to participate in 

schemes.. People's legitimate concerns about what happens to their monies are based on a 

cataloguee of complaints, including but not limited to: previous experience with similar 

microo finance schemes, lack of confidence in public and local officials, perceived 

favouritismm on the part of health staff and dissatisfaction with quality of health care 

servicess in general. 

Theree is a common assumption made by health planners in Ghana that existing 

traditionss of social support in the rural context ought to make the implementation of 

communityy insurance schemes readily achievable. I wish to emphasise that although 

resourcee pooling or risk sharing traditions abound, the data here also indicate that people's 

willingnesss to participate in insurance is also influenced by a complex mix of socio 

economicc and cultural factors that make the past or traditional affinity argument pale in 

insignificance.. My analysis of how implementers and particularly community people 

perceivee social relationships between health insurance and traditional social security 

arrangementss has revealed some of the underlying social and economic factors that explain 

thee differential social attitudes towards social support in the Ghanaian society. In 

particular,, I have cited the wider level of social inclusiveness in support of funerals 

comparedd to the lack of such support in times of sickness in Ghanaian society. I have 

explainedd the difference in terms of economic appropriation and social affirmation or 

accumulationn as well as their emotional aspects. 

Thee effect of economic appropriation involved in the organisation of funerals does 

nott escape any observer of Ghana. Apart from donations, which are meticulously recorded 

inn notebooks with a view to cross checking and a pointer to the family's future obligations 

towardss others, there are other items of economic appropriation, as noted by Arhin 

(1994:318): : 

Thee increase in the quality and scale of the funeral rites has stimulated the carpentry (coffin 

andd seats), brewing, distilling and paint trades, and has promoted such service industries as 

thosee of the mortician (a Ghanaian version of the undertaker), the suppliers of canopies and 

seats,, and music and dance or cultural groups. 
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InIn the final analysis, the heavy expenditure would usually be recouped through donations 

fromfrom well wishers and friends as a demonstration of sympathy and affection on the basis of 

generalisedd reciprocity. Funerals therefore serve an economic purpose. 

Thee economic appropriation of the heavy economic investment involved in funerals 

alsoo serves an important social purpose. The scale and quality of the funeral is first and 

foremostt an exercise in self-glorification that enhances the prestige of the bereaved family 

inn the public sphere. At the same time, well wishers and friends who demonstrate their 

sympathyy and affection through high donations receive acknowledgement and gain 

prestigee and reputation in the public sphere through announcements on loud speakers and 

throughh intangible rewards such as where they are seated, the drinks they are served and 

evenn the glasses in which they are served. Such social accumulation opportunities that keep 

funeralss on the economic pedestal of traditional social support do not exist in the mutual 

insurancee setting. 

Otherr writers have also made observations about the wider scale of funerals in 

Ghanaiann society when compared to other forms of assistance. According to Manuh, who 

analysedd the changes in marriage and funeral exchanges among the Asante, funerals are 

occasionss where "the fullest expression is given to the reciprocal relationships and 

obligationsobligations established between kinfolk of a man and a woman" (Manuh 1995:188). Van 

derr Geest interprets a similar situation in which social pressure effectively insures proper 

familyy care in the organisation of funerals while it was often defective in the provision of 

morall  and material support to the elderly in the small town of Kwahu Tafo in Southern 

Ghana.. He explains that "they saw the responsibility of looking after the elderly people as 

aa house affair that is not seen by many. Funerals however are public celebrations and 

participationn -- by attendance and financial contribution ~ is visible to the entire 

community""  (Van der Geest 2000:120). Witte (2001:69-70) has also made observations 

aboutt the relationship of funerals and sickness to marriage, in her study of the changing 

funerall  celebration of the Ashantis. She reports that marriage ceremonies are small 

comparedd to funerals because "marriage is considered more a private matter, whereas 

deathh is regarded as a matter of public concern". 

Itt has been noted in the existing literature on mutual health organizations in Africa 

thatt the reason promoters attribute to the lack of interest in such schemes or organizations 

iss related to the notion of a lesser degree of risk beyond the family (Criel and Walkins: 
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forthcoming).. I have pointed out that the example of funeral support as an indication of 

riskk sharing beyond the family has indeed existed for a very long time. I have used the 

casee of funerals here because it is a common reference point for planners when they refer 

too the use of solidarity as an organising principle in insurance. I wish to stress that in any 

analysiss of the capacity to appropriate some of the social and cultural ethics of traditional 

support,, particularly funerals, into a mutual health insurance, the following observations 

oughtt to be taken into account. In the Ghanaian context: 

>>  The levels or expanse of family or group involvement at which support was offered 

hass always differed by situation in the traditional support system. 

VV The differences reflect cultural meanings or importance that society attaches to 

variouss situations. 

>>  Accordingly, generalisations that put the capacity of risk sharing at par with different 

situationss are culturally illogical and socially inaccurate. 

yy Furthermore, cultural traditions are constantly changing and such changes influence 

traditionall  systems and their effectiveness. 

Inn developing or planning community schemes, imaginations about the existing culture do 

nott provide a sufficient guarantee of success. Developing a deeper understanding of the 

perceptionss of the social group or people and their cultural preferences and meanings more 

thann anything else would potentially yield new insights and clues about dealing with 

potentiall  misunderstandings and misconceptions between planners and the community. 

Practically,, what it means is that in designing community schemes, assumptions that 

peoplee will join because of altruistic risk sharing or solidarity reasons are not enough. A 

complexx mix of social factors influences the ultimate motivation to join or not to join. 

Thesee are the subject of the next chapter. 





Solidarity,, self-interest and social health 

insurance e 

Introduction n 

Whatt leads a community to participate in a voluntary health insurance scheme? The 

previouss chapter highlighted various factors that influence lay perceptions about 

communityy health insurance. Perceptions ultimately play a determining role in people's 

readinesss to participate. In this chapter I focus on the driving force behind the concrete 

decisionss people make to join or not to join health insurance; decisions that to a far extent 

determinee how successful or unsuccessful a scheme could become. In discussing the 

factorss that drive people's decisions, my analysis looks beyond economic determinants in 

whichh the prime focus is on latent demand. I look beyond people's assertions or 

contingentt declarations of willingness to join and ability to pay when there is no scheme, to 

interprett how they actually behave when there is a scheme. I therefore examine the 

relationshipss that explain people's underlying motivations to join or not join community 
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financingg or insurance schemes. In particular, I stress the dynamic effects of social and 

culturall  factors and the part they play on the collective or solidarity motive underlying 

schemess in the context of present realities. These issues are often not given adequate 

attentionn in the existing literature on social health insurance, which is dominated by 

economicss and health economics literature. 

Thee chapter begins with a brief explanation of the concepts of solidarity and self 

interestt as they apply to social health insurance and how and why policy makers in Ghana 

conceptualisee solidarity as an organising principle of health insurance in the country. This 

introductionn provides a useful background to the analysis of why people join or do not join 

healthh insurance, based on assertions when there is no scheme followed by the situation 

wheree a scheme exists. Data from various locations is used. The material on which these 

aree based is derived from the first exploratory fieldwork in Suhum and Dodowa districts. I 

continuee by showing what happens in practice and how people actually behave towards 

riskrisk sharing solidarity arrangements when there is a functional scheme. This is based 

mainlyy on qualitative data from Nkoranza but also includes a littl e supporting data from a 

quantitativee survey from Nkoranza and Dodowa districts1. I use case studies to illustrate 

thee fact that instead of the underlying solidarity principle that planners conceptualise, self-

interestt is rather the strong motive of people for joining voluntary insurance. In the 

discussionn that follows I use the theoretical notions of social capital to explain the dilemma 

betweenn solidarity and self interest in health insurance. 1 pursue my argument from the 

previouss chapter and explain further that the strong self-interest serves to give credence to 

thee absence or low opportunities for social capital in the voluntary context of health 

insurance. . 

Solidarity Solidarity 

Communityy health financing and/or social insurance schemes aim to protect or improve 

healthh through the concept of risk sharing by pooling resources together. Through the 

paymentt of contributions, those who are very healthy and rarely become ill help those who 

aree less healthy and/or frequently fall ill . This is the concept of solidarity. Dunning et al. 

(1992:: 56) have described it as "an awareness of unity and a willingness to bear its 

consequences".. Solidarity therefore implies that people accept that the size of the return 
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mayy not match the resources (financial or others) they have put ex ante in the system (Criel 

1998:60) ) 

Characteristically,, health insurance is linked to the principles of group solidarity 

becausee it is a group activity. In the history of health insurance in Europe, which began in 

thee 19th century, group solidarity played a prominent role and many schemes originated 

fromm it. Solidarity in health insurance may come in the form of risk solidarity or income 

solidarity2.. Income solidarity is when the financially able pay for the less financially or 

incapablee or when the rich pay more and the poor pay less for equal care. Risk solidarity is 

whenn the healthy pay for the il l or the good risks pay for the bad risks. It is therefore right 

too say that evolving schemes in Africa are characterised by risk solidarity and based on the 

paymentt of a fixed premium for unequal care. 

Fromm policy perspectives, solidarity-based risk sharing mechanisms potentially 

facilitatee the harnessing of private funds for health care, thereby reducing the financial 

barrierss faced by poor rural individuals, particularly the vulnerable groups, to obtain care 

whenn they need it (Arhin 1995:2-3). On the part of consumers, payment of contributions 

inn times of good health guarantees that they receive health care when ill . In order for a 

schemee to be viable, it requires a reasonably large membership of a cross section of the 

targetedd community or group. Solidarity is therefore of critical importance to the design of 

aa social health insurance scheme, in as much as it can impact how people in a society 

acceptt and join this type of mutual support. 

Self-interest Self-interest 

Enlightenedd self-interest, to paraphrase Tocqueville (1840) who popularised the concept 

ass self-interest, rightly understood simply implies that it is in the best interest of the 

individuall  to attend to the interests of the group at large because the needs of the group 

servee those of the individual. In other words, by securing the interest of the group, the 

individuall  protects his or her own interest. According to Sheridan (1996), that works in 

twoo ways. First, people are less likely to get caught up in individual pursuits when they 

11 The data for Nkoranza was collected at both the exploratory and follow-up evaluation stages, while that of 
Dodowaa was collected at the second evaluation study. 
22 Dunning et al (1992) also distinguish humanitarian solidarity, which is based on the intrinsic value of 
humann life. Those who need protection because of disease or handicap must be offered it. It does not leave 
thesee other people to their fate but gives them the chance to participate in society. 
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contributee to society at large. Secondly, when people see (my emphasis) that their own 

interestss are better achieved by meeting the interest of the community, they are more likely 

too promote and perpetuate the practice. Self-interest, like solidarity, thus requires people to 

sacrificee a littl e of their own resources to the benefit of the whole which in turn benefits 

them.. The principle is a natural way of achieving individual and societal goals. However, 

inn contrast to solidarity where the motive is what someone does for the group, the motive 

off  self-interest is what someone gets from the group. It has to do more with the greater 

benefitt that individuals get from being part of a solidarity group as a result of the littl e they 

themselvess have also contributed to the group. In this sense, at the core of giving or being 

partt of solidarity is personal motive. 

Inn voluntary insurance, people come together to insure themselves against certain 

risksrisks on the basis of reciprocity because of an underlying rationale have self-interest. 

Voluntaryy health insurance thus builds on self-interest (Criel 1999:60). The desire to avert 

riskk is motivated by self-interest. Dunning et al. (1992) depict this phenomenon at the 

bottomm of most voluntary insurance schemes as solidarity of interest. The voluntary 

characterr however, often constitutes a major limitation in the sense that those who perceive 

thee potential return to be too low may decide to opt out or not engage in it at all. From the 

individuall  point of view, such a decision might be rational but in societal terms it is 

counterr productive since it limits the financial base of the scheme. In view of this, some 

authorss have argued that in order to be effective and successful, mutual aid schemes must 

off  necessity be rooted in both solidarity (based on broader cultural and emotional grounds) 

andd in self-interest (see Elchardus 1994). 

SolidaritySolidarity in Ghana's health insurance plans 

Inn the attempts to implement health insurance in Ghana, one of the basic assumptions that 

plannerss have emphasised is that a solidarity-based scheme is a suitable option because the 

Ghanaiann social and cultural system has a built in social insurance or solidarity mechanism 

conventionallyy centred around the extended family. The family, it is conceived, has 

collectivee responsibility for the welfare of its members. A national health insurance 

schemee based "on the principles of solidarity, equity and non-profitability" is therefore 

officiallyy perceived as "very much like our [Ghanaian] traditional support system in which 

33 Tocqueville (1840) suggested the term "self interest rightly  understood"  or  enlightened self interest as an 



147 7 

resourcess of a family, clan, business, etc. are pooled together for the support of the 

group."44 Health planners conceive the philosophy behind such an idea to be "a rich blend 

off  tradition and modem".5 

Thiss conception of Ghana's health insurance plans, raises a number of pertinent 

questions.. The primary one, which will be dealt with in this chapter, is whether the motive 

off  the people or community for joining an insurance scheme in the social context 

nowadayss is based on the collective principle of solidarity or on an individualistic purpose. 

Grantedd that solidarity was/is effective in the traditional support system would people then 

acceptt or embrace the concept of risk sharing in a new social insurance dispensation 

becausee of historical or cultural affinity? And if so under what circumstances will they 

acceptt it in the present socio economic and cultural context? The discussion highlights the 

importancee of social dynamics in the decision-making to join or not to join an insurance 

scheme. . 

Whyy people do or do not join insurance: a case of self-interest? 

WhyWhy people join 

Inn order to answer the above question I first turn to examine how people are likely to 

participatee in a health insurance scheme based on their declarations of what they imagine 

andd expect from it when the scheme does not yet exist. This is a credible and useful way 

off  examining the subject in view of the fact that evidence to justify health insurance in 

Africaa by several authors of predominantly health economics orientation is usually derived 

fromm household or aggregate expenditure surveys using contingent valuations (Yoder 

1989).. Similar studies have been reported from Ghana. Arhin (1995), who studied 

householdss in the Dangme West district using contingent valuation to ascertain their 

willingnesss to participate in solidarity based schemes, concluded that 98 percent were 

willin gg to join such a scheme. Asenso-Okyere et al. (1997), in a study of three districts in 

thee Eastern region using a similar approach, also reported very high willingness rates of 

98.7%.. For my present purpose I focus on Suhum and Dodowa districts6 at the first stage 

alternativee to individualism described as too much concern for one's own agenda or interest. 
44 National Health Insurance Scheme: Handbill (Undated) Al l About the NHIS 
55 National Health Insurance Scheme: Handbill (Undated) Questions and Answers, Accra 
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off  my fieldwork when the community's experience with health insurance was merely at the 

levell  of sensitised stages. 

Ass an introductory remark, it is worth recalling that at the onset of my fieldwork in 

thosee two districts, one of the striking observations I made was the strong desire for and 

highh expectations that people generally had for health insurance. In one sense, this was 

surprisingg considering the fact that at the time people knew littl e about the details of health 

insurance.. Indeed, as the previous chapter indicated, people's concerns and worries about 

healthh insurance at the time far outweighed their positive perceptions. So why were they 

soo enthusiastic about it and indicated they would join? 

Onee reason is that due to the problems of poor and seasonal income coupled with the 

burdenn of unforeseen health expenditures, many in the community have difficulty coping 

withh fee for service at the point of use. People are therefore enthusiastic about any new or 

alternatee plan that promises to mitigate their financial difficulties in access to health care. 

Andd so, despite concerns about what monster health insurance would look like, people 

yearnedd for it in the hope that its introduction would change their existing precarious health 

caree financing situation. In one of my interactions with a community leader, a 73-year-old 

divisionall  chief and retired educationist of Dodowa, explained this community desire to me 

ass follows: 

Healthh insurance is a new thing but we look up to it. I think it will help because in the 

villagess the people don't have money, they are poor and many times it is finance or poverty 

thatt kills them. I say so because somebody may be sick with simple malaria and because he 

hass no money to attend the hospital he would die. So I think they just have to be educated 

forr them to grasp it. When each person pays a little money, it will help everybody in the 

community. . 

Thee dominant health care problem of rural folks as the above statement stresses is financial 

accessibility.. Access to health care is difficult because money is a problem. Due to poor 

earnings,, welfare needs and contingencies become problematic for most rural dwellers. It 

wass therefore not surprisingly that the dominant reasons for joining were presented in 

bb Arhin's study was also carried out in Dangmc West district, while Assenso-Okyereh et al. 's was also 
undertakenn in the Eastern region. 
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termss of economic or financial advantage. A participant at a male FGD session in Dodowa 

explainedd it this way: 

Itt is not always that man has money in his pocket. But sickness does not wait for one to 

havee money in one's pocket, so if I join it wil l help me. Another teacher who used to work 

att the same place where I work had a surgical operation sometime ago. His condition did 

notnot improve so his family wanted to send him to the hospital again. But they needed 

100,0000 cedis for that. Because they could not raise the money he died. If there were 

somethingg like the health association at the time, the insurance would have taken care of 

him.. Sickness has no timetable. It comes anytime. Insurance is something good so I wil l 

join. . 

Indeedd the uncertainty about illness vividl y conveys to many informants the need for a 

safetyy valve. Many therefore value joining a health insurance scheme for the health 

securityy it provides. A female FGD participant at Dokrochiwa said: 

II  wil l join due to the present hardships in lif e and my future health security. No one 

knowss tomorrow. {Obi nnim Dkyena asem). You may think you do not fall il l but 

tomorroww may be different. Even if you do not fall il l your wife or child may fall ill . 

Financiall  accessibility and a desire for health security constitute the most commonly cited 

reasons.. In addition, some informants also conceive the motivation to join insurance in 

termss of social and/or cultural appeals. One of these was related to the failing traditional 

supportt system. Some perceived insurance as a way of reviving family support to achieve 

reciprocity.. At an FGD discussion at Dawa involving female participants one of them 

observed: : 

Sincee the old family [support] system is no longer effective, this group7 when 

establishedd will bring us together. We wil l be our brothers' keepers so that we wil l 

comee together again as a family. 

77 In the case above, the speaker's reference to health insurance as "this group" reflects the conception of how 
thee scheme was marketed to the community as a "health welfare group". 
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Att rural Dokrochiwa, a participant in a female FGD session indicated to me that having an 

insurancee scheme in their village would help enhance the image of their community. 

11 have to help because it is good to have something like that here so that we can also 

claimm credit for having such a new thing in this town. 

Insurancee was therefore sometimes conceptualised as an object for community 

improvement.. One observation was that, in situations in which the reasons for joining 

insurancee schemes were related to social and cultural factors, the sources were mainly 

tracedd to the relatively remote parts of the districts. This might partially be explained by 

thee fact that the average rural dweller has perceived a formal health insurance as a means 

byy which their locality could become part of the "modem society". Another explanation 

couldd be that it is in the more remote rural areas where family and other mutual traditional 

solidarityy based support mechanisms were stronger and so that is where the desire for 

similarr mechanisms is also more likely to be felt. One would expect that where people 

knoww each other better in the "rural-rural" setting compared to the "rural-urban", it 

enhancess the sense of belonging and for that matter, heightens the desire for a similar 

institutionn in the remotely rural. People also mentioned health security and financial 

accesss frequently in conversations. When listening to people explain their desire for health 

insurance,, it was tempting not to disagree with what health economists hurriedly concluded 

basedd on latent demand. In virtually every case, the underlying stated motive for joining 

oftenn pointed to the speakers themselves. 

Nott everyone was enthusiastic about insurance. Why? I discuss the reasons in the 

nextt section. 

WhyWhy people are not willing to join 

Inn the imaginary situation where the views of informants must be considered as 

contemplationss because the insurance scheme did not yet exist, one striking observation I 

madee was that there was a tendency for most informants to portray themselves as potential 

subscriberss and conceive of "others" as the non-subscribers. In other words, individuals in 

principlee almost always try to cast their own relationship to health insurance in a 

favourablee light while associating negative attitudes towards insurance with others. In a 
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wayy this attitude was not surprising. 1 understood it as logically consistent with their lay 

expectationss and cognitions about insurance, particularly in relation to the existing fee for 

servicee system.8 But in a way that attitude also had the effect of biasing their self-appraisal 

off  insurance. 

Accordingly,, in order to deal with the preconceived bias when discussing attitudes 

towardss health insurance, I had to frame my inquiry in order to have them talk about why 

othersothers would not want to join insurance. In that context, people freely opened up and 

showedd a depth of knowledge that made it seem like they had already experienced health 

insurance.. During a FGD with females in Dodowa, for example, all seven participants 

presentt indicated that they would join. When I asked them why others might not join one 

quicklyy gave a brief catalogue of reasons. 

Moneyy problems. Lack of understanding; if education is inadequate and anibue 

[literallyy meaning civilisation but apparent reference to social change or 

modernisation];; some may also feel they have been deceived for so long in the past. 

II  will elaborate further on these factors alongside the analysis. As expected, financial 

incapabilityy or non-affordability was cited as the most likely reason why some may not 

join.. The problem was variously described as "money problem" or "poverty" or 

"hardships".. The common meaning attributed to non-affordability was lack of cash but 

whenn people talk about it in this context, they relate it not only to poor incomes but also to 

largee family or household size. A female informant at Dokrochiwa added: 

Welll  many people in this community are poor. Some will like it but they do not have 

aa good job that generates enough income to enable them to join such a scheme. 

Peoplee here usually have six children or more. This is one reason why it may be 

difficultt to do it here. 

Howw much people will get for their money also tends to occupy a central position in their 

contemplationn to join or not to join. They wonder about what will happen to the money 

88 According to the theory of cognitive dissonance by Festinger, human beings have a tendency to seek 
consistencyy among their cognitions (Festinger 1962). 
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theyy wil l pay and whether it wil l really be used to provide the health care they need or 

whetherr the quality of care wil l meet their expectations. This comes out very distinctly in 

aa few cases where informants did declare that they would not join. For example at a male 

FGDD in Suhum, the only participant out of eight who dissented stated his concern about 

whatt could become of the investment in insurance: 

Ass of now, we do not know the benefit package and until I have seen the full benefits 

andd the policy and become convinced about it, I cannot make up my mind. Quite 

recentlyy some people came here and started campaigning for people to grow 

sunflowers.. Many people responded but when the sunflowers were harvested there 

waswas no buyer and some even burnt their harvest. So for something that you do not 

knoww the head and tail of it how do you do it? As for me, I have to wait and see to 

makee my decision (patuo gye se m 'anif. 

Behindd the uncertainty of some people there was the fear that if something went 

wrong,, they would lose their investment. Incidentally, there was always some 

negativee reference event in their recent past that informed that notion. Indeed, based 

onn previous experience with community savings and credit schemes (susu), there 

wass also some suspicion and fears that those into whose custody the finances of the 

schemee would be entrusted could embezzle the funds. There was conjecture that 

thosee who harbour such fears might not commit their resources to the scheme. A 

malee participant in a FGD is Dawa shared these thoughts: 

Somee officials came to this village and informed the community that they were setting 

upp a savings and credit scheme. People responded, but after a few months they bolted 

awayy with the money and we never saw them again. Some people might think that 

thiss is just another means to cheat them. It wil l be difficult to convince such people to 

joinn anything that involve money. Because of the previous experience they take such 

thingss very personal and wil l see it as another ploy to cheat them. For this reason they 

wil ll  not join until it takes off. In fact because of such suspicions many wil l adopt a 

'waitt and see' attitude before they make their decision. So it all depends on how it 

progresses. . 

99 Patuo is an owl, which is known for its big eyes. The speaker therefore implies proverbially that unless he 
observess with big eyes he could not make up his mind. 
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Forr some people, the type and manner of education that they would receive is an important 

determinantt of how they make up their mind about insurance. In this respect, many 

informantss envisioned poor education as an important potential determinant for non-

subscribingg behaviour. During a male FGD at Suhum, for example, not only did the group 

emphasisee the importance of education but also they went further to illustrate what was 

perceivedd as a good example of poor education. In an apparent reference to the NHIS 

publicc education campaign in the district a year before, one participant lamented the 

experiencee as follows: 

Thee way people are educated about new things go a long way to influence acceptance. 

Att the time [apparent reference to NHIS education campaign period] I came across a 

batchh of leaflets in the GPRTU'0 kiosk when I went to the lorry station to purchase a 

ticket.. I had no previous knowledge about the scheme but the leaflets were just lying 

inn the kiosk for those who wanted to pick them. What was the guarantee that people 

willl  read them and understand? How could anyone educate people on a new 

programmee that way in a community such as ours? 

Inn fairness to the programme implementers and the educators, this way of spreading the 

messagee and sensitising people about the scheme was just one of a number of approaches 

thatt was used to reach out to the community. That is however, not to absolve a bad 

disseminationn approach involving handbills, which was not only potentially limited in 

scopee but also inappropriate for a community that had a very low literacy rate. In the same 

groupp discussion, some suggested that inadequate education also had the potential to 

becomee ammunition in the hands of those who would not understand the concept and that 

theyy would spread misconceptions about it. 

Anotherr set of reasons for unwillingness was related to systemic problems people 

encounterr with the health care services. The complaints related to attitudes of nurses, long 

waitingg times at health facilities, the collection of dubious fees and poor diagnostic 

materials.. An opinion leader in Dodowa said: 

'""  GPRTU is the acronym for Ghana Private Road Transport Union, and is umbrella trade union of most 
privatee commercial vehicle operators. In cities, towns and villages where they exist, they operate a small 
office,, which sometimes is a kiosk in lorry stations. 
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Insurancee is good but it will only work if the health staff treat people humanely when 

theyy go there. Nurses are human beings like all others but it's about time they 

acceptedd the challenges of their profession. You see, people are such that even a 

touchh can sometimes reassure them; but some nurses reprimand patients just because 

theyy go to clinic late. The other time someone complained to me that he was referred 

withoutt a referral note. Such attitudes create confidence crises and leads to mistrust in 

thee service. And if upon all that people have to buy drugs and do laboratory tests 

outsidee then we have a problem to deal with. I don't foresee an enthusiastic response 

iff  these don't change in our health service. 

Furtherr reasons why, in the view of respondents, many in the community might keep away 

fromfrom a health insurance scheme were similar to those for joining: mainly out of self-

interest.. Predominant among them was the perceived 'risk averse' attitudes towards 

insurance.. This attitude is a feeling commonly held by some that they were healthy and 

thereforee underestimating future risks of illness. As a female informant at Dodowa briefly 

explained,, "Some people have the feeling that they do not fall sick so they may not benefit 

fromfrom joining such a group". 

Relatedd to the risk averse notion is another view: that the relatively well to do who 

mightt consider themselves capable of paying when they need health care might also not 

joinn the scheme. Sometimes these people are portrayed as being selfish. A participant, in 

aa female FGD in Dawa said: 

Somee people are rich and they will not need anything from the association. They will 

thereforee not want to join. Anytime they are sick, they can just get up and go to the 

hospitall  because they have the means. They even have private doctors because they 

aree financially sound. But someone who is not financially sound will join. 

Statee or governmental support for community insurance is potentially useful since it offers 

opportunitiess for logistical and technical support and the political goodwill necessary to 

operatee it. However, there are also genuine concerns that if politicians are allowed to play 

centree stage in rural insurance initiatives, wrong signals may be sent to those in the 

oppositionn party, who may reject it. A male FGD participant in Dawa said: 
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Otherss may not join because of their political alliance. During the recent census, 

someonee told me that he was not going to register because he did not like the 

governmentt in power. So, some may feel that it is for the government and therefore 

mayy not join. 

Furthermore,, the value and individual preference for traditional or indigenous health care, 

whichh is quite pervasive in the rural setting, is also recognised as a factor that could keep 

somee people away. One male FGD participant in Dodowa explained: 

Inn the rural areas people think most sicknesses are the result of a curse, so when they 

falll  sick, they prefer to visit native healers and spiritualists. Even when you do not 

believee in such supernatural causes, those around you will tell you to see a healer 

becausee the condition is a not a clinical but spiritual ailment. People who believe in 

supernaturall  causes simply ignore the clinic and it might probably take a generation to 

appreciatee a health insurance scheme. 

Itt is obvious from the foregoing that people's drive towards social health insurance is 

highlyy influenced by social and cultural constructions and motivated by enlightened self 

interest.. That assertion immediately leads to one question. Can we merely depend on 

people'ss declarations to join or not to join insurance to determine their concrete attitudes 

towardss it or their commitment to the solidarity motive behind it? Certainly, any critical 

assessmentt cannot be made based merely on statements people make about why they will 

joinn or not. We need to go beyond that in order to get to the bottom of how people 

genuinelyy feel about the redistribution effect of solidarity. 

Howw do people feel about the redistribution effect of solidarity? 

Inn order to dig deeper, I posed a question to ascertain from informants their feelings about 

thee redistribution arrangement or effect of solidarity in health insurance. The concept 

relatess to how potential subscribers or real subscribers feel in a typical situation in health 

insurancee where their fellow insured people, who are more prone to illness, benefit more 

fromm the scheme as a result of frequent illness. Interestingly, the immediate reactions were 
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typicallyy coloured to sound socially appealing and convey good impressions about the 

speakers.. But in general, the reasons for accepting the consequences of investment without 

returnn in solidarity were related to uncertainty about what could happen to themselves, 

concernn about depressed traditional support mechanism and most predominantly moral and 

religiouss reasons. Frequent use was not considered a problem if sickness was perceived 

genuinee because the essence of insurance, as one informant described it is to help one 

anotherr (eye mmoa a yede reboa yen ho). Again, being sick was also not considered a 

privilegee but rather a disadvantage. A participant at a male FGD in Suhum explained it 

thiss way: 

Wee understand the situation and it does not bother us. Even in car insurance it is only 

thirdd parties that get the benefit Calamity does not affect one individual. (£nye baako 

foDfoD na asem to no). If it does not benefit me, it may benefit my brother. If your 

contributionn is used to look after someone else, others contribution will also be used to 

lookk after you at another time in the future. After all, we make donations when 

someonee dies in the community so it is not a problem. 

Theree was nevertheless some feeling that a wholesale benefit package ought to be 

prevented.. For example one view was that the package ought not to cover HIV/AID S 

becausee of the long-term implications it may have on the financial sustainability of the 

scheme.. In response to a question by another participant whether the scheme should cover cases 

suchh as HIV/AIDS, a male FGD participant in Suhum said: 

Thee policy should not cover cases such as AIDS because there is no cure for it and so 

iff  the money is used on them it will run out. We cannot afford to use the money on 

thatt because it will be a waste. 

Consideringg the implications of HIV/AID S for public health, this remark that people ought 

too be responsible for their own problems clearly stretches the issue of self- interest to 

elasticc limits. However, the common statements people made about their preparedness to 

participatee in any utilitarian co-operation or solidarity arrangement were predominantly 

gratuitouss expressions emphasising religious reasons. Most reactions were based on the 
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biblicall  edict that "those who have money should look after the poor". A 70-year-old 

Presbyteriann pharmacist from Suhum explained it this way: 

Noo one knows tomorrow. You may be strong today but you need your heart to carry 

youu into the next day. The Bible says it is not within the power of man to map and 

plann his course. [He then referred me to Proverbs 20:24"]. 

Otherr reactions to the redistribution effect of solidarity follow a similar trend. The 

followingg are further remarks made by participants from various FGD sessions in the two 

districts. . 

Thee Bible says we should help our neighbours so if I pay that littl e money and I do not 

falll  ill , God wil l bless me for helping to cure someone. Female FGD participant, 

Dokrochiwa. Dokrochiwa. 

II  wil l be grateful to God for not getting ill . Female FGD participant, Dokrochiwa. 

Itt would not bother us at all. What we need is good health so if my contribution is 

usedd to look after someone why should I get worried? I should rather be happy 

becausee it brightens my chances for heaven. Male FGD participant, Suhum. 

Nott all people fall il l frequently so if I am not sick and I contribute to help those who 

falll  il l then in a way I am performing my Christian duty. The objective for joining is 

notnot to fall ill but to help those in need of health care who may not have the means of 

theirr own. Male FGD participant, Suhum 

Ascriptionss to divine benefits as justification of the unequal redistribution effect of 

solidarityy were so pervasive in peoples' reasoning that even those who considered it 

"cheatingg and painful", were still prepared to accept it as the wil l of God. What does that 

telll  us? 

Inn a Christian dominated and widely religion conscious country like Ghana, l2 such 

remarkss about sacrifices for the benefit of divine rewards are not unexpected. Such 

11 '"A man's steps are directed by the Lord. How then can anyone understand his own way?" NIV 
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statementss certainly have their social appeal but what is important is that even when 

explainingg their solidarity links through religious passions, they were laced with 

expressionss of self-interest; they expect personal reward in heaven. In any case, the 

commonn thread in pious religious sentiments about solidarity in the Ghanaian context is 

thatt they indicate one potential avenue - churches and religious groups ~ for fostering 

solidarityy about insurance schemes in communities. 

Thee important question to ask here is: Should we take these pious statements about 

people'ss attitude towards solidarity seriously or take them with a pinch of salt? In essence, 

talkk is cheap or ambitious depending on where you stand; people have the tendency to 

soundd socially desirable in a social research situation when the actual event has not 

happened.. Indeed, if we have to attach any meaning to people's preparedness to accept 

riskrisk sharing in insurance, a reliable barometer is the widespread evidence of neglect of 

poorr families by relatives in the present day Ghanaian society of today, which is easily 

excusedd by economic hardship. Even if people decide to join, how reliable are their 

assurancess that they will overlook the unequal redistribution of benefits in insurance and 

keepp their subscription in good standing? Once again the view of my 70- year old 

Presbyteriann informant in Suhum was moralistic but nevertheless served as good food for 

thought: : 

Ourr character has changed. In the past when we farmed we did not demarcate 

boundariess but we were honest because we shared and exchanged what we had. We 

neededd and loved one another. Now things have changed. Now there is no longer 

lovee for one another. We don't fear God, although we worship and make a lot of 

noisee about God. But the people in the past were not like that. Unless we change our 

morality,, unless we change our moral weakness, it will be difficult. Nevertheless, we 

stilll  have to start from somewhere and we can start gradually with the few people who 

aree prepared to start. 

Askingg people how they feel about the behaviour of others in a hypothetical situation 

providess some indications about what attitudes to expect in the practical situation. 

Imaginaryy statements or contemplations however, still do not give an accurate picture, 

122 The most current (2000) population census of Ghana indicates that Christians constitute approximately 
70%.. Others comprise 15.9% Islam, 8.5% traditional, 0.7 Others and 6.1 No religion. 



159 9 

particularlyy when they involve informants' responses that are a reflection on themselves. 

Inn order to get to the heart of the matter as far as attitudes towards risk sharing or solidarity 

iss concerned, we need to look elsewhere for a practical illustration. In this study, Nkoranza 

providedd an ideal setting for this. 

People'ss motive behind insurance: concrete lessons from Nkoranza district. 

Inn order to assess people's concrete motives for participating in a health insurance scheme, 

thee case of Nkoranza and, to some extent, Dodowa, present a useful means of validation. 

Forr the owners or organisers of the Nkoranza scheme, solidarity is important because it is 

thee organising principle for bringing the community together in a non-profit risk-sharing 

schemee to make health care accessible to them. Residents and non-resident natives of the 

districtt are therefore required to invest in a common pool so that those who fall il l will be 

cateredd for on the basis of pre-determined conditions and benefits. In one of my 

conversationss with the manager of the Nkoranza scheme, he elaborately explained the 

mechanismm by which solidarity works in the scheme as follows: 

We,, the initiators of the scheme, want to foster unity through the insurance scheme 

becausee if you look at it, one person pays a small amount, falls sick and then a "huge" 

amountt is paid for his bill. If it were not for the sake of solidarity that person would 

nott have had the benefit of getting other people's money to pay his bill. I think that is 

thee solidarity aspect of it in the sense that the monies that are collected from the 

variouss health zones [within the district] are not kept independent of the other zones. 

Theyy are brought together into a common pool so that anybody who falls sick in any 

off  the zones can benefit from that common pool. What we wanted people to 

understandd is that it is not a matter of paying the money and falling sick to benefit but 

payingg it for a risk tomorrow. That is, you can pay for many years without falling sick 

butt there may be a day that you will also fall sick. Meanwhile either a family member 

orr a friend or a church member would have benefited from the scheme. Without the 

schemee one of these people would have had come to you to solicit funds to pay his 

hospitall  bill. But once you are all contributors it, tends to foster unity and solidarity. 
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Itt takes care of the unfortunate ones who fall sick. This is our message but I do not 

thinkthink that is what actually people see in it [my emphasis]. 

Twoo main strands are embedded in the long statement above. First, solidarity in the 

schemee is about connecting diverse individuals across the district to share health care 

throughh a system of reciprocity. The second strand is that this has been a difficult task 

becausee the expected understanding, cooperation and commitment to the risk sharing 

principlee on the part of the community has been lacking. Indeed, the benefit of nearly ten 

yearss of operation and several evaluations on reasons why people join in Nkoranza indicate 

thatt they join because for their own sake and that of their closest relatives. Interviews with 

variouss stakeholders in this study, (i.e. implementers, health staff, community opinion 

leaders,, subscribers and non-subscribers) attest to this view. One case will suffice here. 

Steve Steve 

Stevee is 54 years old, a native of the district and had been part of the accounting staff of the 

Nkoranzaa hospital for 11 years when we met. He had married twice. He had a total of 13 

children,, 10 of whom were with his present wife. In our conversation below, I sought his 

vieww about aspects of the scheme by asking him what, in his opinion, drives people to join 

thee scheme. Excerpts: 

Steve:: Some people have foresight about future health security so they are prepared to make the 

presentt sacrifice. Instead of waiting to be sick before they look for assistance from family 

members,, they do their best to join the scheme. Some of such people are of the notion that 

evenn if they do not fall ill , they are secure or others may benefit or they would receive 

blessingss from God. Some have such thoughts for their fellows. 

Dann So is concern for others the motive that people have for joining the scheme? 

Steve:: That is the not the primary objective why they join, but rather they join so that when they 

falll  ill , it does not become a burden for them or their close family members. These days 

unlesss it is a matter of death, the family would not help you so it is important for 

individualss to secure their health to avoid access problems when they are suddenly taken 

ill .. So people join to avert the burden of health insecurity. 
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Thee literal interpretation of Steve's statement indicates that to date, the primary motivation 

off  many in the community is not so much the underlying principle of solidarity but their 

enlightenedd self-interest. In Nkoranza, some even considered it cheating if after paying 

theree are no direct benefits for remaining healthy and as a result discontinued their 

subscriptionn after a few years of subscribing. In some cases, they made a claim that they 

foundd it difficult to raise the needed money to remain subscribers of the scheme. Others 

alsoo maintained they have no need to join since they do not fall sick. Actual evidence of 

suchh situations were not difficult to find in the community. One such example was 

Opanyinn Nkrumah, a fifty-six-year-old elder and a non-subscriber at Kranka: 

II  was a member but when you pay and you do not fall ill for even three or five years 

youu do not benefit. Since the benefit covers only selected cases, it is possible that 

somee of us will never benefit because by our constitution we are very strong and we 

doo not fall ill . This is cheating to me. So they should probably build in a mechanism 

wheree those of us who do not fall sick can be given say a 30% discount for the 

subsequentt year. 

Itt is obvious from the above statement made by Opanyin Nkrumah (and many others he 

represents)) that enlightened self-interest is at the core of people's desires and actions to 

joinn and leave the scheme. The informant practically demonstrates this individualistic 

valuee by pulling out after a few years without personal benefit. It is implied in his words 

andd deeds that the motive for joining was that by sacrificing a small part of his resources 

hee or probably a close relative would benefit. He pulled out when that objective became 

tooo remote. It appears that people are more likely to continue with the scheme when they 

aree able to relate their membership to situations or benefits involving them or someone 

theyy know. A participant who was certainly a subscriber, conveyed this attitude to me 

duringg a male FGD discussion at Nkoranza. 

Somee say it is cheating but it is not. It is not cheating because you pay the money for 

thosee who get sick. So the motive for paying is to help those who will fall ill . Next 

timee when I also fall ill , someone's contribution will help me. Someone's father has 

beenn there while another's mother has been there so it is the same thing. When I was 

lastt admitted there, my bill amounted to 398,800 cedis. Where would I have obtained 
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thiss money to pay my bill? So left to me, if it were not because of poverty I would 

havee said paying even 50,000 cedis as a premium would have been reasonable. And 

evenn if any of those here or I do not fall ill we have to pay our premiums to take care 

off  the poor. The insurance scheme is a very good thing. 

Lett me explain the situation of the above informant whom I shall call Kwame in relation to 

thee argument he raised. 1 understood Kwame's point from his personal and poor health 

circumstances.. He was sixty-one and a father of six when I had the above discussion with 

him;; his main source of income was farming. He did not have to fend for his six children 

whoo were all adults living on their own, but he was not receiving any subsistence support 

fromm them either. Significantly, his general health had not been good during the three 

yearss prior to our meeting and he had therefore been a regular client at the Nkoranza 

hospital.. Indeed his poor health was manifested by a persistent cough throughout the 

durationn of the discussion, something he did not waste time to draw my attention. In one 

off  his contributions, he clearly pointed out "I wish I could exchange my poor health with 

thosee who consider frequent use of the scheme by people like us as cheating". Obviously 

thereforee this was someone whose belief in risk sharing is inspired to a great extent by his 

personall  circumstances and a strong underlying enlightened self interest. 

Adversee selection 

Inn the community, people's self-interest motives in the solidarity arrangement are generally 

conveyed,, in their attitudes towards the payment of premiums and where they are insured 

inn their health seeking behaviour. I recall an encounter I witnessed in Nkoranza during one 

off  my observational visits to the insurance office. It involved someone who was going on 

admissionn to the hospital. I wil l call him John. 

John'sJohn's case of adverse selection 

Onn July 26th, 1999, while sitting and conversing with the coordinators at the insurance 

office,, John, who was due for admission for a hernia operation, walked into the office. He 

wass personally insured and had already managed to collect some medicines from the 

pharmacyy with his insurance identity card when he walked into the insurance office to 

collectt his family records card to take to the ward. The family card contains updated 

informationn about the premium payment status of all the household or family members of 
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everyy insured individual. The scheme's implementers employ that as one way of 

containingg adverse selection. When someone is asked to go on admission, getting the 

familyy card from the insurance office was always the last process to confirm that the 

schemee would cover the cost of the admission. That was why John had to walk there to 

finishh his pre-admission ritual. 

Whenn the insurance office coordinator checked the data on John's family card he 

noticedd that the premiums of four members of John's household had not been paid. The 

coordinatorr then quoted the relevant portions of the insurance policy and informed John 

thatt the conditions for benefit enjoined him to pay for the four unpaid cases before his 

hospitall  charges would be covered. John however maintained that he did not have the 

moneyy to pay for the four members and besides he did not see the logic for such a 

conditionn since he had paid faithfully in previous years without any benefit. The 

coordinatorr therefore asked John to follow him to the cashier's office to sort out the 

problem. . 

II  followed them to the cashier's office where the coordinator simply repeated to John 

thatt he had to pay up for the four defaulters on his family card. But John was persistent in 

hiss previous arguments. The coordinator then informed the cashier that under the 

circumstances,, John was not eligible to be covered by the insurance office so the cashier 

oughtt to deal privately with him. In short, John was declared ineligible to be covered by 

thee scheme in view of his refusal to pay for the arrears of four members of his household as 

required.. Someone at the cashier's office then quickly took back the drugs that John had 

alreadyy taken from the dispensary and demanded the deposit for his admission. There and 

then,, John dipped his hands into his pocket and brought out 28,000 cedis to pay for the 

fourr family members that was demanded. Money, which he originally claimed he did not 

havee suddenly popped out from his pocket and the matter ended there. He got back his 

drugss and the process for his admission and operation was finalised. 

Onn reflection, John was not prepared to pay for four members of his household 

becausee as he indicated, he had paid in previous years without any benefit. From an 

analyticall  perspective, we could explain John's behaviour and that of many others whose 

attitudess obviates the principle of solidarity underlying the scheme to enlightened self 

interest.. The lesson here is that although theoretically self-interest is not conceived as 
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beingg fundamental to planners compared to the choice for unity in solidarity, the former is 

ann instrumental influence on the latter. 

Yaw'sYaw's experience about adverse selection 

Anotherr common way by which self-interest manifests itself in the scheme is the way the 

communityy selects themselves to join as new subscribers or to renew their premiums 

duringg registration periods. This takes the form of what is technically referred to as 

adversee selection. I wil l illustrate this with a narrative from one of my informants whom 1 

referr to here as Yaw. Yaw was a 34-year-old schoolteacher, married with two children and 

aa founding fieldworker of the insurance scheme at Kranka. He was quite popular in the 

villagee as a community focal person and became an effective field assistant. During one of 

thee several conversations sessions I had with him, he gave me a vivid illustration of the 

depthh of the problem of adverse selection that underscores the strong self-interest motive 

off  people as against the solidarity concept of the planners of the scheme does: 

Att the early stages of the scheme, people were very selective and registered only those 

memberss in their family who were high risk. Unfortunately our system was not tight 

enoughh to detect them. Last year, a certain man came to inform me that he has not 

beenn well for some time but when he sought treatment at Holy Family hospital, he 

wass asked to deposit 300,000 cedis against his admission. When he sought assistance 

fromm his family, no one was prepared to help him so he came to inform me that he 

wantedd to register for the insurance. To be honest with you, if he had not told me that 

story,, I would have registered him but he started by betraying himself. Well, I told 

himm that in that case he had to register 20 people before I would admit him. I arrived 

att that decision because I realised that even if he registered 20 people as I requested, it 

wouldd have still amounted to 140,000 cedis'3 which was still less than what he was 

askedasked to pay at Holy Family. In short I refused to register him so he reported me to 

thee Chief of the town. 1 answered the Chiefs call and explained everything to him, 

whichh he understood. I did not register him because I felt it was not fair for those of 

uss who have been with the scheme for seven years. And I did that because of an 

experiencee I had with a teacher colleague. He had a hernia so when the scheme 

startedd he registered and managed to get an operation to remove it. After that he did 

Thee premium per person at the time was 7,000 per person for new subscribers and 6,000 for continuing 
subscribers. . 
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notnot renew his registration again during the second year. However, he brought his sick 

motherr from the North to register her and got treatment for her. He never renewed his 

premiumm again. Two years ago he came to me with another tribesman to register him 

butbut by then I had detected his tricks so I told him bluntly that I was not going to do it. 

Youu may ask why I am so protective of the scheme. Since the scheme started my 

familyy and I have faithfully been paying the yearly premium but none of us has ever 

utilisedd it. It is not in the interest of the scheme to have only people who know they 

aree sick and therefore only join to get treatment and walk away. If I allow such 

peoplee to do that then the scheme would collapse and my family and I would have 

toiledd in vain. So as a member, it is in my interest to make sure that the scheme is 

sustainable. . 

Thiss long account shows how self-interest is in people's motive to join an insurance 

scheme.. Interestingly, Yaw ended bis narrative by emphasising his own self-interest in the 

schemee as a reason for ensuring that others do not abuse it. Those who cheat do so in their 

self-interest;; those who protect or secure also do so in their self-interest. When planners 

estimatee people's sense of solidarity and loyalty to health insurance on the basis of 

historicall  and cultural assumptions, they are oblivious to these intricacies or take them for 

granted.. The individuals enter into the solidarity arrangement because of their self-interest. 

Furtherr evidence from Nkoranza underscores the prominence of people's self interest 

orr non-solidarity reasons. These can be gleaned from statements of non-subscribers during 

conversationss I had with them. Although affordability, and for that matter economic 

reasonss are issues, the common strand in most of the reasons why people do not join were 

sociallyy and culturally determined. They were sometimes bothered about how individuals 

conceptualisedd the risk to their health or that of someone close to them, may be at risk. 

Sometimess their discontent is found in the service offered by the insurance scheme. Two 

casess from Nkoranza district from separate FGDs wil l suffice here. A female FGD 

participantt in Nkoranza relates: 

Thee reason why I did not join is because I have observed that whether you would be 

admittedd or not depends on the judgement of the doctor although you are the one that 

iss ill . We know that the doctors are professionals but sometimes they also make errors 

becausee they are human, and not God. There is a case when a friend of mine went to 
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thee hospital very sick but the doctor felt he was not sick enough to be admitted. So he 

wass given out patient (OPD) treatment. When he came home he did not recover and 

soo he had to seek treatment elsewhere after three days. When you think about these 

thingss it makes it difficult for you to join. 

AA male FGD participant from Kranka: 

Recentlyy my grandmother became il l and was very sick. When she was admitted at 

thee hospital, she was discharged the next day even though she was not well. In my 

view,, they discharged her early because they did not want the insurance to spend too 

muchh on her. Besides, when my wife delivered, they asked me to pay because they 

saidd normal delivery was not covered; but that is the main reason why I registered my 

wife.. So when you are insured and you are admitted, they do not want to spend so 

muchh on you because when they do that the scheme would overspend its resources 

andd that is why I am not a member. I feel that they are just using the insurance to 

makee money for the hospital. 

Inn Nkoranza, subscription records of the scheme statistically exemplify the community's 

self-interest.. Since it was established nearly a decade ago, low patronage has been a 

chronicc problem. Available records indicate that it has managed to achieve a 40 percent 

markk just once. For all the remaining years that it has been in operation, the entire district 

coveragee has been below 30 percent and most of the subscribers have been from the 

Nkoranzaa township and its immediate surroundings. Indeed, people's egocentric motives 

forr joining are so strong that they sometimes want compensation if they contribute but do 

nott fall il l for some years. A public health coordinator of the Regional Catholic Diocesan 

Healthh Services who is the overseer of the scheme explained it as follows: 

Afterr nearly ten years of operation, people have still not grasped or accepted the 

conceptt of insurance that once you pay you do not necessarily have to benefit 

personally.. Previous evaluations indicate that people want compensation if they 

contributee but do not fall il l for some years. There is also a high level of adverse 

selectionn and this further attests to peoples self interest motive for joining. 
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Morall  hazard 

Thee depth of people's strong self-interest does not end with adverse selection. The 

phenomenaa whereby subscribers abuse an insurance scheme through excessive use and 

morall  hazard also looms large in the Nkoranza scheme, as insured patients play all sorts of 

trickss to over-utilize the benefit of the scheme. The medical doctor in charge at the time 

illustratedd the situation for me: 

Amongg the funny things that happen in the ward is that insured patients will always 

tryy to give complaints to stay longer on the ward because they are 'not paying'. They 

alwayss pretend so that at the end of the day they stay longer than the patients who are 

notnot insured. For non-insured patients, after 2-3 days when they think that they are 

OK,, as soon as they see the doctor enter the ward they wil l be sitting on the bed and 

smiling.. Displaying it on the bed, telling you that they want to go home. Sometimes 

theyy even come out to say it that "today I feel fine and I want to go home". The 

insuredd on the other hand wil l tell you that they feel worse and pretend that if you do 

nott administer oxygen to them in the next second they would die within one minute. 

Thatt sounds comic, but moral hazard in the scheme, as another medical doctor of the 

hospitall  narrated to me, even goes beyond patient behaviour in the ward in a more striking 

manner.. Once they are insured, they do not just plead with doctors at consulting rooms to 

bee admitted in order to benefit, they sometimes start the lobbying for admission at a 

doctor'ss home. Medical doctor: 

Peoplee come to knock on my door at home at 6 AM and say that they want to bring a 

sickk person to the clinic. They come to see you because they cannot pay at the OPD 

soo they want assistance to have the patient admitted to the ward. If you assure them of 

"assistance""  in that line of direction, they will then go home and bring the patient. As 

aa doctor the reasonable and ethical thing to do when such situations arise is to ask 

themm to bring the patient to the consulting room for examination. A few times 

however,, when they come with the sick person and you examine him/her, you realise 

thatt the patient is still fit to go back home. But when you don't admit them then they 

gett pissed off. Occasionally they also keep the patient at home deliberately to worsen 

thee condition to the state that all you can do is to keep the patient on the ward. Yet 

thatt kind of "trick" can have serious health consequences for them. 
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Thee outcome of interviews I had with several informants suggests that to the community, 

thee ability to go to hospital and be treated for "free", when they have paid their premium is 

veryy attractive. Subscribers are willing to register with the insurance scheme because they 

firstt and foremost know that if they register and they fall sick they will be taken care of and 

thatt is their prime motive for registering with the scheme. To the people who make 

solidarityy in social insurance functional through their patronage, the essential risk sharing 

purposee is 'first unto myself before all others'. And they conceptualise insurance in terms 

off  the tangible direct benefits that they obtain from being members. 

KnowledgeKnowledge about main idea behind insurance: Survey finding 

Peoples'' conception of health insurance comes out clearly in the results of a follow up 

evaluationn survey in Nkoranza and Dodowa districts, where I employed a short household 

surveyy to further explore a few issues in a relatively wider spectrum of the community.14 1 

askedd household respondents to indicate what in their view they "think is the main idea 

behindd health insurance". The findings affirmed that to the average rural person, it is the 

immediatee personal benefits of insurance that preoccupies their thoughts more than the 

solidarityy principle. The reasons were mainly related to accessibility (78.6% in Nkoranza 

andd 59.8% in Dodowa), health security (8.0% in Nkoranza and 25.7% in Dodowa), 

improvementt of health care in the district (8.5% in Nkoranza and 8.2% in Dodowa) and 

replacementt of the 'cash and carry' system (0.4% in Nkoranza and 4.8% in Dodowa).15 

Responsess relating to solidarity (conceptualised as help one another) and/or unity 

constitutedd a mere fraction of the total responses.16 

Inn summary, when the discussion is situated in the total socio-economic and socio-

culturall  context, the picture that we get is that the motivation to join the insurance scheme 

iss not the solidarity concept as portrayed by the implementers; but their personal benefit. 

Iss solidarity then only a mental construct for organising a social health insurance? What is 

itss use then relative to the overbearing self-interest motive that people bring into 

insurance?? The Catholic diocesan public health coordinator of Sunyani who oversees the 

144 It is important to recall here that by the period of that second study, the Dodowa scheme was in its first 
yearr of implementation. 
55 Altogether, the response rate was about 98% of the total cases. 

166 See Table Al in the Appendix 2. 



169 9 

Nkoranzaa scheme explained it in the following way during one of my final interview 

sessions: : 

Thee way solidarity works in this era in community health insurance is like the ripple when a 

stonee is thrown into a pool of water. It is stronger where the stone falls but as it gets further 

itt gets weaker. So for instance I have more solidarity to my wife and children than my 

extendedd family. It gets weaker across the village and might not even work when stretched 

acrosss the district. But there is the need to promote solidarity to help people to get health 

becausee if you leave it that way then things like insurance would never work. 

Thatt this is the reality about solidarity support mechanisms is a fact that ought not to be 

surprisingg in the present social context. There is rarely a society in this age where social 

differentiationn has not led to obvious tendencies towards decreased interdependence. The 

effectt of decreased interdependence is that people now put more emphasis on the self-

fulfilmentt of themselves and their immediate relatives. One reason for this is the 

weakeningg effectiveness of traditional social support institutions, such as the family. 

Unlikee in the past, people no longer depend solely on one another and the goodwill of the 

society;; they rely more on achieved positions for their daily economic survival. Therefore, 

ass far as the organisation of solidarity support is concerned, the important unit is no longer 

thee extended family or the community, but the individual and his or her immediate 

relativess or nuclear family. What is surprising is that planners do not seem to realise that 

thiss is the way people behave, that despite the latent demand and seeming enthusiasm and 

anticipation,, people pragmatically fancy their self-interest as the primary reason for joining 

aa social insurance scheme more than the risk sharing motive that the solidarity principle 

seekss to foster among the group. Where then does this take the analysis? How can we 

explainn the progression of self- interest as a primary motivating reason for participation in 

sociall  health insurance? 

Discussion:: The interplay between solidarity and self-interest 

Thee framework for understanding the relationship between solidarity and self-interest in 

sociall  health insurance rests on the concept of social capital ~ the idea that sociability has 

positivee consequences for the individual and the group. The origins of the concept lie in 



170 0 

19,hh century classical sociology of Durkheim, but it owes its currency chiefly to the more 

contemporaryy works of Pierre Bourdieu followed by that of Glen Loury and James 

Colemann (Portes 1988). In the analysis of social capital, these authors and several others 

followingg them, grounded their theory in relationships between actors or between an 

individuall  actor and a group. Bourdieu in particular focuses on the benefits that accrue to 

individualss by virtue of participating in groups and on the deliberate construction of 

sociabilityy for the purpose of creating this resource. He stresses, "the profits which accrue 

fromm membership in a group are the basis of the solidarity which makes them possible" 

(Bourdieuu 1985: 249). 

Inn the sense in which I intend to apply the concept here however, I lean more on the 

persuasivee twist introduced by Robert Putnam in his classic piece Bowling Alone, 

America'sAmerica's declining social capital. In it Putman goes beyond individual actors to 

conceptualisee social capital as a feature of the "connectivity" of communities and nations. 

Throughh an analogy with notions of physical and human capital, he explains that social 

capitall  means "features of social organisations, such as networks, norms and trust, that 

facilitatee action and cooperation for mutual benefit" (Putnam 1995:67). Putnam notes that 

whenn conceptualised this way, life is easier in a community blessed with a substantial 

stockk of social capital for a number of reason. He lists the benefits of social capital as 

follows: : 

Inn the first place, networks of civic engagement foster sturdy norms of generalized 

reciprocityy and encourage the emergence of social trust. Such networks facilitate 

coordinationn and communication, amplify reputations, and thus allow dilemmas of 

collectivee action to be resolved. When economic and political negotiation is 

embeddedd in dense networks of social interaction, incentives for opportunism are 

reduced.. At the same time, networks of civic engagement embody past success at 

collaboration,, which can serve as a cultural template for future collaboration. Finally, 

densee networks of interaction probably broaden the participants' sense of self, 

developingg the "I" into the "we," or (in the language of rational-choice theorists) 

enhancingg the participants' "taste" for collective benefits (Putnam 1995:67). 

Inn practice, stocks of social capital account for the level of associational involvement and 

participatoryy behaviour in a community and constitute the basis of their solidarity 
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Basedd on this sociological argument about the importance of social capital to group 

cohesionn and mutual support, several writers with backgrounds predominantly in 

economicss and health economics have emphasised that community prepayment schemes 

benefitt from a community's willingness to cooperate with each other. The common strand 

inn the argument is that a greater degree of social capital in a community would enhance 

people'ss preference or desire to prepay. Hsiao (2001:5), for example, explains that social 

cohesionn and mutual concern or solidarity shapes people's preference for prepayment, and 

hypothesiseshypothesises that "the greater the social capital, the more people are willin g to prepare". 

Prekerr et al. (2001:7) also refer to the benefit of social capital, citing that "it is not what 

youu know but whom you know" that counts. They, however, also point out the downside 

off  social capital in situations when communities and networks become isolated or 

parochiall  and operate for example as gangs and cartels that work against the collective 

interest.. Wiesmann et al. (2000:14) have also noted that if solidarity is strong, people will 

nott worry so much if the benefits of the premiums will accrue to themselves or other 

communityy members. Actual studies also support the claim. Based on empirical findings, 

Criell  (1999:51) reported that in Bwamanda, Zaire, members of the insurance scheme 

expressedd the opinion that if their premiums would not benefit themselves, they would do 

soo for the entire community. 

Inn Ghana, an implicit assumption of the social feasibility of health insurance has also 

beenn made in relation to the benefits of social capital in a number of statements and 

backgroundd papers. Arhin concluded in the precursor study to the Dangme West District 

healthh insurance scheme that the reason why 98 percent of household heads were willin g to 

payy a premium to obtain health insurance cover for their members was that they 

conceptualisedd it as a solidarity association to deal with health risk and that they had 

previouss experience of it (Arhin 1995:104-105). 

Itt is without doubt that a high degree of solidarity or social capital in a community is 

likelyy to influence the quality of cooperation or support for one another. I wish to point 

outt here that, it is precisely what social capital is not able to achieve, contrary to the 

popularr conventional arguments about it, that explains the overbearing self-interest 

motivationn of people's willingness to join an insurance scheme. What do I mean? A 

carefull  appraisal will show that the conditions that facilitate the building or realisation of 

sociall  capital scarcely exist in the social setting of the emerging top down voluntary 
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insurancee schemes like those in this study. In other words: They do not provide the 

opportunitiess for social capital to accumulate. 

Inn order for social capital to accumulate, social conditions from the point of view of 

sociall  connectedness must exist. These include social trust through obligations based on 

emotionall  ties and generalised reciprocity accompanied by social benefits such as respect, 

prestigee and reputation. In the emerging mutual insurance setting, a contract that asserts 

paymentt of a fixed voluntary premium is the only social tie that binds members together. 

Forr most of these people there is no sense of emotional attachment to other members of the 

group,, apart from the few that they probably know and live with. The absence of 

opportunitiess for the accumulation of social capital thus diminishes the binding feeling of 

solidarityy and for that matter the binding force of reciprocity underlying such schemes. 

Thee analogy of the ripple of the pool of water when a stone is thrown into it is a 

usefull  illustration for the strong self-interest motive with which people participate in the 

schemes.. The vast pool of water depicts the wide community. The ripple effect indicates 

thatt people have a stronger sense of solidarity to the small unit closer to them. Their 

relationshipp with the wider community is negotiated by rational self-interest. 

People'ss motive for participating in an insurance scheme in the present social context 

iss therefore based first and foremost on what they believe would best advance their own 

self-interestedd goal of averting a risk or securing a gain for themselves. They are therefore 

moree likely to insure themselves against common risks on the basis of clearly perceived 

self-interest.. The motive is served by the voluntary nature of schemes, which gives people 

aa discretionary choice. In practice, a lot of solidarity in voluntary health insurance is 

enlightenedd self-interest in the sense that people come together to insure themselves 

againstt certain risks on the basis of reciprocity because of clearly perceived self-interest. 

Thiss would explain why Dunning et al. (1992) characterise the relationship as solidarity of 

interest. . 
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Healthh insurance and "the poor" 

Introduction n 

Fromm a policy relevance perspective, the primary goal of social health insurance in Africa 

iss to bring together private funds in order to reduce the financial barrier faced by poor 

individuals,, particularly vulnerable groups, to obtain care when they need it (Arhin 

1995:2).. However, as indicated in the previous chapter, the benefits of insurance are 

contingentt upon the payment of premiums. This raises concerns about the implications for 

thee poor and vulnerable that might not have the means to pay the required premium in 

orderr to benefit. Does social health insurance then make health care accessible to the 

poor?? In other words, how effective is health insurance in bridging the access gap faced by 

thee poor and vulnerable to health care? This chapter examines this question using 

qualitativee data from the three districts in this study but mainly from Nkoranza, where it 

wass most practical to explore the issues in-depth in view of the relatively long experience 

withh health insurance in the community. In this chapter, I examine questions relating to: 
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i)) How people in the community conceptualise ''the poor" and express the 

benefitss of social health insurance schemes to the poor, 

ii )) Whether people generally believe and agree that there are some who are truly 

poorr and cannot pay the premiums, and why this is the case, 

iii )) How, in the community's perception, those who are poor and cannot pay can be 

helped, , 

iv)) What the policy context is and what the views of the district policy 

implementerss are on the meaning of being poor in the community. 

Sincee the existing policy framework provides a useful context for discussing "the poor" in 

relationn to social insurance, I begin the analysis with the policy context of access to health 

caree for the poor. I follow that with community perspectives on points dealing with how 

peoplee conceptualise "the poor", why they contest the meaning of being poor, how they 

perceivee benefits to the poor and how they think the vulnerable can be helped. I conclude 

withh a discussion of the dilemma of access and equity for the poor and vulnerable in 

voluntaryy health insurance. Here I argue that the effectiveness of voluntary insurance in 

protectingg the poor returns to the question of exemption mechanisms, as some writers have 

alreadyy noted. In the case of Ghana, administrative bottlenecks that have plagued the 

effectivee application of exemption policies are compounded by problems of identifying 

whoo "the poor" are in the community. The exclusion of the poor from social insurance 

reflectss the negative side of reciprocity but the phenomenon is not unique to Ghana; similar 

trendss occurred in Europe in the 19th century. 

Policyy framework 

Ass I have already indicated, the policy context is a good starting point for discussing what 

impactt social health insurance has on access to health care for the poor. This serves as a 

usefull  way of placing the discussion in its proper policy analytical framework. The issue 

off  financial access to health care for the poor has been a perennial problem since the dawn 

off  cost recovery policy in Ghana's health care system from the mid 1980's. Recognizing 

thatt some people cannot afford health services, the introduction of hospital fee regulations 
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policiess of 1972 and 1985 by the government was supported with provisions of exemptions 

forr various categories of patients. However, as a result of widespread problems with and 

abusee of the implementation of exemption policies for the poor (especially in terms of 

definingg who was poor), the government has had to look for alternatives to user fees at the 

pointt of service now dubbed "cash and carry". The story of the evolution of health 

insurancee in Ghana is thus a story of meeting one of the major challenges of health care 

financing:: ensuring access and equity to all Ghanaians in health care, particularly the poor 

andd vulnerable. 

Inn pursuing the issue of "the poor" and health insurance, one of the preliminary tasks 

wass to understand how "the poor" are defined and what official criteria are used to identify 

thosee who are poor. During the span of my fieldwork I took the opportunity to explore the 

issuee in-depth and first hand with policy makers and key ministry of health officials at the 

national,, regional and district levels. At the national level, one of the officials with whom I 

discussedd the subject was Dr. Moses Adibo, who had just stepped down as Deputy 

Ministerr of Health and was at one time the Director of Medical Services. In the latter 

capacityy he oversaw the implementation of Ghana's cost recovery measures from the mid 

eightiess to the mid nineties, and was a strong advocate of community health insurance in 

Ghana.. The ideas that gave birth to the Dodowa health insurance scheme were in fact his 

brainchild.. Our conversation touched on several issues, ranging from user fees to state 

involvementt in health insurance and the failed Eastern region pilot scheme. He explained 

thee official ministry of health policy view in relation to the poor who have difficulty in 

accessingg health care as follows: 

Thee poor exist, so in 1985, when we introduced user fees, I made sure that we 

introducedd exemption for the poor. But 1 thought the person in charge of the 

institutioninstitution should be given the prerogative to determine whether indeed the person 

waswas a pauper [emphasis mine]... In the community there are people who are 

genuinelyy poor and can be identified so that they could be exempted. But what I have 

alsoo found out is that, and this is a Ghanaian weakness, people are not willing to take 

decisionss or responsibility. So you hear quite often that somebody has been 

dischargedd from the hospital because the person cannot pay the fees and yet they are 

keepingg the person in there. And yet if you go back and see LI [Legislative 

Instrument]]  1313, the thing is there that if the person cannot afford [the costs] declare 
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himm a pauper and let him go, but they wouldn't do it So our inability or refusal to 

takee decisions is a problem. 

AA few observations can be made from the above response. First, at the highest policy 

level,, the ministry of health, and for that matter the government, recognises that some 

citizenss are too poor to pay for health services and provisions have to be made for their 

exemption.. Secondly, the details of that exemption policy are well secured by a 

Legislativee Instrument 1313.1 Thirdly, it also emerges from Dr. Adibo's remarks that 

althoughh the policy theoretically recognises the existence of the poor, it is vague with 

respectt to how a pauper is to be determined. Over the years this has been one of the major 

sourcess of problems plaguing the exemption policy law is intended to protect the poor. I 

wil ll  return to this later in the chapter but at this stage of this analysis, further insight into 

thee problem of the poor from a policy perspective is still useful. 

Continuingg our discussion, Dr. Adibo provided a detailed background insight into 

healthh insurance in Ghana, emphasising that government conceived health insurance is a 

meanss to mobilise additional funds for the health sector and improve access for the poor. 

Hee continued: 

Whenn I considered the pros and cons of various health financing mechanisms, insurance 

appearedd to be the best option. But since less than about ten percent of the population are 

salariedd workers, conventional insurance would not be viable. The vast majority of our 

peoplee in the villages are subsistence fanners with seasonal and small incomes. For most of 

these,, health care often comes as a difficult expenditure. Community based schemes 

thereforee were the next best alternative. It makes it easier to get our rural folks to come 

togetherr and form smaller groups to evolve some form of insurance, which is peculiar to our 

environment. . 

Consideringg that mutual health schemes are based on the payment of premiums, to what 

extentt can insurance solve the problem of access if the poor still have to pay? In the Brong 

Ahafoo region, which has a lead in community insurance through Nkoranza, I had the 

opportunityy to seek the views of the regional director on the subject. Did he consider 
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healthh insurance to be a solution to the problem of access to the poor? How were the "the 

poor""  going to be determined? His response: 

II  think certainly there will be poor people who will not be able to afford whatever premium 

iss set. But what makes things easier for the government is that there already exists an 

exemptionn policy. At the district [assembly] levels, there are programmes like the poverty 

alleviationss funds that are targeting and assisting the poor in the communities. So once 

thesee people have been identified, then it's easier to identify the very poor because we have 

informationn on all villages. In all the places we know those who have not been able to pay 

andd we go into their background and find if they are the very poor. When the government 

getss to know them then it can afford to advance payment for these people in their localities. 

So,, I foresee the government coming in to pay for such people. 

Thesee comments raise two pertinent issues. The first relates to exemptions as a solution to 

thee poor who cannot pay. This clearly underscores the fact that health insurance might still 

nott be the answer. The second, and very delicate matter is the means of defining and/or 

identifyingg the poor. How easy is that going to be considering what is known from the 

existingg exemption policy for the poor? 

Att the district level, it was possible to discuss the issue with district health 

implemented.. It provided a good opportunity to situate the discussion at the operational 

level.. I wondered how the problem of access to the poor presented to the policy 

implementedd there and how they deal with it. In Dodowa, one of my key contacts was the 

seniorr District Director of Health Services, Dr. Irene Agyepong, who at the time had 

servedd in that position for over a decade. At the earliest stage of my fieldwork when I first 

hadd a conversation with her, the Dangme West scheme had not yet been implemented but 

extensivee work and preparations had taken place. She was therefore very much abreast of 

thee problems and had ideas about how the district was going to confront them. During our 

talk,, it emerged that the problem of defining the poor was not as simple as the upper 

hierarchyy policy officials portrayed it to me. Indeed, the picture she portrayed to me about 

determiningg who "the poor" in the community were when it came to exemptions was a 

starkk contrast to the views of her colleagues at the regional and national levels: 

11 The Hospital Fee Act (Act 387) and LI 1313 of 1985 made provisions for exempting three categories of 
peoplee on the grounds of economy, age and gender. Section 2 of the Act further identified eight categories of 
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Althoughh the community members themselves admit that there are poor people, they 

alsoo say we are all poor and that even if there are poor the gradation is a gentle slope 

andd not a steep one. And there seems to be resentment if you try to classify some 

peoplee as so poor and deserving of assistance in health care while others are made to 

pay.. But yes, it is an issue we have talked about. What do you do with the poor? On 

onee hand how do we define the poor? And on the other hand who is genuinely poor? 

Thosee are the issues. When there is a subsidy, community leaders feel they are the 

leaderss so they should get the subsidy. It's the same situation with the government 

exemptionn for those under five, sixty five plus and pregnant women. Most health 

workerss resent the exemption. They keep asking why are you [government] giving 

somee exemption when you [government] are not giving them [health workers] 

exemptionn because we are all poor? The idea in the community is that basically we 

aree all poor, so no one needs exemption. The poor problem is there but we do not 

havee an answer to it yet. 

Essentially,, the import of Irene's remarks is that the issue of determining who is poor in 

thee community is not as simple as policy makers at the centre tend to estimate it to be. The 

simplee message in her remarks is that the way the community perceives its poor is based 

nott only on financial want but also mediated by social features. An intriguing aspect of 

thatt is how various groups in the health care cycle express latent self-interest in how the 

poorr are defined or determined. Health staff have as much interest in it as community 

opinionn leaders and the vulnerable poor. The ultimate price is the benefit of exemption. 

Obviouslyy the extent of group self interest in how the poor are defined, is not only striking, 

butt gives cause for concern in as much as it can negatively impact the sustainability of 

insurancee schemes. But is it likely that the problem of determining who constitutes the 

poorr are is unique to Irene's district? 

Nkoranzaa offered another opportunity to examine the issue further. I had the 

privilegee to talk to Dr. Ineke Bosman, the Dutch born Ghanaian under whose dual 

leadershipp as district director of health services and senior medical officer in charge of the 

Nkoranzaa hospital the scheme was set up. Her concern for the plight of the poor is so 

strongg that at the onset of the scheme, she decided against the making of photo identity 

cardss for subscribers. The reason as she told me was her "worry that photographs will 

patientss for whom "no fee shall be paid" for all services obtained at a public health institution in the country. 
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increasee the fees and anything that increases the fee will create problems because the 

peoplee have littl e money". On the basis of the relatively longer experience in Nkoranza, 

howw had the definitional problem of "the poor" manifested in the community? Her view 

aboutt the issue, based on her long experience in Nkoranza was as follows: 

Actuallyy I agree that there is a margin that is "poor poor" but my experience here 

indicatess that "the poor" has a wider meaning. The way it presents in relation to the 

insurancee is either in the mind or money wise or both. "The poor", so to speak, may 

bee about 10 to 20 percent but that includes believers in faith healing who say you can 

onlyy be healed by prayer, so insurance is not necessary. Some people are also poor 

onlyy in the mind. It is not poverty in the sense that they cannot pay the money. 

Ratherr their attitude is that "I will pay next year" or "I haven't been sick for three 

yearss but I have been paying and so I cannot continue". So it's not always poverty. 

Thatt does not mean it does not hurt me that some people who are genuinely poor 

cannott insure themselves. 

Basedd on her last statement about the genuine poor, does health insurance provide a 

solutionn to the vulnerable poor or what she herself referred to as the "poor poor"? Her 

reaction: : 

Thatt is the actual problem. We do not actually reach the "poor poor". It's the 30% 

thatt is the most affluent or the most sensible that is benefiting. The marginal people 

thatt you want to benefit cannot join because they do not have the means. The way to 

achievee that is to keep the premium low. The main goal of this health insurance is to 

makee the hospital accessible to the marginal poor but we have only managed to make 

thee hospital economically self-sufficient. The whole idea of making health care 

accessiblee and reaching the poor, I doubt if they [the scheme's present 

management]]  have done that for them. 

Whatt can we deduce from the foregoing? Dr. Bosman's previous remarks about the 

meaningg of the poor provide a useful analytical and practical distinction. Conceptually, it 

emphasisess that being poor is not only about having the monetary resources, but goes 

beyondd conventional poverty profiles. In the context of people committing money for their 

healthh in a risk sharing mechanism, "being poor" tends to be very much mediated by social 
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andd mental processes. Irene made reference to the fact that who "the poor" are in the 

communityy is contested. The insights suggest a potential source of difficulty in any 

proposall  in that direction. Literally district implementers acknowledge that people are 

poorr and some are indigent and need help because they cannot afford to pay. However, 

contraryy to conventional economic images of the poor, which the written policy issues deal 

with,, representations of the poor in the community are socially constructed and thus make 

theirr identification complex. To what extent do the foregoing views of policy 

implementerss reflect the actual situation of the people of the community themselves? I 

turnn to examine this from the perspective of the people themselves. 

Communityy perspectives 

HowHow "the people" conceptualise "the poor" and express the benefits of social health 

insuranceinsurance scheme to the poor 

Thee way people in the community conceptualise or refer to '*the poor" and discuss the 

benefitss of health insurance reflects ambiguities and analytical complexities. In reality the 

wayy they perceive "the poor" depicts the problem of definition of "the poor" in the African 

rurall  context, about which much has been written. (See for example Diffe John 1987). 

Thee categories they use confirm the view Irene presented to me about the elusive nature of 

thee meaning of "the poor" among community members themselves. Literally, they 

conceivee the poor in two respects. In a wider sense the entire community perceives itself 

ass poor "without exception". However, in a limited sense, people also accept that some are 

poorerr than others within the entire poor community based on certain circumstances such 

ass old age, physical deformity or calamity. I will illustrate this with two cases from the 

Nkoranzaa district. 

CaseCase 1: Alice 

II  first met Alice (a pseudonym) on July 18th 1999 when she joined a focus group 

discussionn of mixed subscribers, one of three I organised in Nkoranza. Aged 46 years, she 

hadd no formal education and eked out a subsistence existence through farming. She also 

describedd herself to me as a Christian and married with two children. She looked quite 
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reservedreserved but very confident and made very practical and useful contributions during the 

discussion.. A short testimony she gave about the benefits of the Nkoranza scheme aroused 

myy curiosity for a follow up conversation with her. 

II  was admitted at the hospital two years ago for a long time and after some time I could 

virtuallyy be mistaken as one of the workers on the ward. When I was eventually 

discharged,, my bill ran into millions of cedis. But 1 was discharged without paying 

anything.. The only reason why I am still alive is because of me insurance; there was no 

wayy that I could have found the money anywhere to pay for treatment. 

Myy follow up conversation with her indicated that Alice was a diabetic who went 

frequentlyy for insulin injections. Both the medical doctor in charge of the Nkoranza 

hospitall  and one of my field assistants who was a coordinator at the insurance office 

corroboratedd that. For the managers of the scheme, she was one of their high-risk clients. 

Butt since the objective of the scheme was non-profit risk sharing, people like Alice were a 

goodd example of how risk sharing makes health care accessible to otherwise poor people 

whoo could not have afforded health care without the scheme. In fact her last admission at 

thee hospital lasted about three months. She was discharged just a few days before my 

arrivall  in the district. The charges amounted to 2.6 million cedis and the scheme paid 

everyy penny from beginning to end. 

Inn terms of outward physical appearance, Alice looked very well without any visible 

tracee of her chronic condition. And she was very appreciative of the insurance scheme: 

[Itt is] the saviour of die poor in me community; you wouldn't have been talking to me today. 

Myy husband and I could not have afforded die cost of my treatment. As for my family 

memberss they only visited me at the hospital. 

Theyy "try their best to pay" their premiums and that of five other members of their 

householdd whenever they were due. 

Inn summary, this is one poor person for whom social health insurance has provided 

regularr access to health care. Without health insurance she had no solution to health care. 

Shee is thus a good example of how risk sharing in health care solves the problem of the 

poor.. Alice also typifies the ambiguity of the meaning of the poor in the community. In 



182 2 

onee sense, the entire community considers all of their own situations as poor and similar to 

thatt of Alice and her family because economically they face the same problems. They are 

alll  subsistence farmers, have identical family sizes and encounter the same socio economic 

problems.. This is the wider sense in which people in the community perceive "the poor". 

Ass many of those that manage to pay their premiums, the scheme provides an answer to 

theirr health care needs. 

CaseCase 2: Comfort 

II  met Comfort (a pseudonym) on July 21* 1999 when my field assistant took me to her 

housee to meet someone, who in his estimation was destitute. Her handicap was clearly 

visible.. As a leprosy sufferer I was deeply moved by the her physical deformity. Despite 

herr condition, she had a family of three children and one grandchild but no husband. She 

wass 56 years old and had her three children with different "partners" she associated with at 

variouss leprosaria across the country where she underwent treatment. The oldest of the 

threee children appeared to be in her late teens or early twenties and was the mother of 

Comfort'ss grandchild. Her other two children were a daughter aged about 9 years and a 

sonn aged around 12 years. She lived with all the children in a small house and subsists by 

farming. . 

Thee other purpose of our meeting was to administer a short semi-structured interview 

guidee in connection with this research. As soon as she learnt of my mission she started 

tellingg me a story about what in her perception was a recent "unfair treatment" she had 

receivedd at Nkoranza hospital. She was a bit upset with Nkoranza hospital because during 

thee previous year she once sought treatment there and was treated and discharged the same 

day.. However, she still felt unwell so she visited Techiman Holy Family Catholic hospital, 

whichh was nearer to her village and was admitted for one week before she was discharged. 

Inn her view, Nkoranza did not admit her because of the insurance. 

Ass I later found out, her story was not as simple as she had presented it. In the first 

placee she was not an insured person who would have been given "free" treatment even if 

shee had been admitted. Secondly, a tricky dimension of her situation was that although she 

wass entitled to free treatment for leprosy, the provision of free treatment for conditions not 

relatedd to leprosy was ambiguous. It was therefore uncertain whether her situation merited 

freee treatment or not. She categorically told me that with her physical state, it was not 
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possiblee for her to work and save to pay for insurance. However, based on our 

conversation,, it appeared that the exemption privilege she had as a result of her illness did 

nott always make health care access easy. Indeed, the most difficult and pathetic aspect of 

herr personal circumstances was the implication for her four dependants. She was too poor 

too insure them, so none of her four dependants had regular access to health care. 

Comfortt is the example of "the poor" in the smaller sense of the meaning in the 

community.. She, and by extension her four dependants, are considered as "needy and less 

fortunate""  because of her health or physical deformity. People like them are the ones at 

thee lowest level of socio economic existence and are the vulnerable poor who are 

handicappedd by reason of gender, age, physical deformity, orphanage or disease. They 

barelyy manage an average economic existence. They are a good example of what Dr. 

Bosmann describes as the "poor poor". For such people as Comfort and her four 

dependants,dependants, the scheme does not provide an answer because they still cannot find the 

moneyy to pay their premiums to entitle them to health care. Ironically these are the ones 

whoo often need the insurance most because of their vulnerability to diseases. As one 

healthh staff in Dodowa summed up during a conversation, "because of their poor situation 

thee quality of food they take is very poor and the nutrition is equally poor so they easily 

falll  sick. They need something to build them up. It is a vicious cycle of poverty and poor 

health". . 

Thee foregoing two cases illustrate the two senses in which people in the community 

conceptualisee "the poor". In common speak, the entire community considers itself poor 

becausee in their perception, the socio-economic context of the rural economy does not only 

naturallyy constrain them but in their estimation, the consequences impact them 

disproportionately.. As one local leader described it to me, "for most of them in the 

villages,, its subsistence fanning that they are doing and it's just hand to mouth. Whatever 

theyy get it's not sufficient to sell to pay for the insurance scheme". Thus in Nkoranza, the 

typicall  saying was yen nyinaa ye ahiafoD. We are all poor. "We all deserve sympathy 

becausee we are all suffering;" as one worker in the insurance office at Nkoranza put it 

whenn he explained the ambiguity to me. This is more so the case when it involves money 

orr the payment of fees. A brief illustration will bring out the sensitive nature with which 

thiss view is carried in the community. I cite a brief excerpt of a conversation with one 
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participant,, John (not his real name), when the issue about why some people who do not 

payy their premiums came up. Dan refers to me. 

John:: The whole issue about people being poor or not boils down to what we do and earn for a 

living.. If you ask all of us gathered here what work we do for a living you would 

understandd our poor existence. There are no job opportunities here so we are just 

strugglingg with "small" farming. This man is struggling, that one is also struggling, only 

onee of us here is a teacher and the rest of us are just "unbiz" [a popular term meaning not in 

anyy gainful employment] people, struggling. Children, adults, men and women in the 

wholee community are all not gainfully employed. If I am a hanging frog, any day you 

comee across me, you will find me hanging. (Enti se meye aponkyereni a mesen hD a, da bi a 

wobehuwobehu me no na mesen ho daa.) Do you understand? We are all just there, hanging. 

[Laughterr by the group.] 

Dan:: So you are all hanging frogs? 

John:: Some of us are even crabs, both mother and child are crawling so you cannot distinguish 

whichh of them is teaching the other how to walk. [Another outburst of laughter by the 

group.]]  We have no help. 

Dan:: Can you explain? 

John:: That is what I am coming to. We have no help. If you have the time, let us visit some of 

thee villages with a vehicle pretending to be looking for yams to buy. The farmers in the 

villagess will give them to us for free. They will ask us to take whatever we want away 

withoutt asking for even half a penny. The yam has been in the bam for so long that it has 

startedd germinating again. And so if you are a farmer what will be the motivation to farm? 

Nowadays,, we are merely surviving from hand to mouth. There is nothing to fall on in 

casee of emergency. People are so poor that even thieves have become redundant (akrDmfoD 

koraaakoraaa abD asesa). If I have ten children, then together with my wife, my family comes up 

too twelve. Paying six thousand times twelve is a problem. So it is because we have no 

goodd jobs in the community that is why we cannot pay the premiums. This is a problem 

thatt affects all of us in the community. There is no antelope and there is no tiger, we are all 

animals.. (Ye nnyi Xwe ennyi Dsebo, yen nyinaaye mmoa cbmma.) Do you understand? 
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John'ss remarks show in a vivid way one sense in which the community abstracts "the 

poor""  in a wider sense. It emphasises the point that structural poverty affects the entire 

communityy and so they all consider themselves as poor. That is, however, not to suggest 

thatt the community does not recognise indigents among them. In so doing, the 

distinguishingg feature becomes the local concept "ohia burobvroo" which literally means 

'abjectt poverty*  although "destitute", "pauper" and "poorest of the poor" convey the 

meaningg very well. That is the sense in which the vulnerable poor is conceptualised by 

thee community. The commonly cited categories are orphans and widows but in general the 

aged,, children and women are cited as deserving support when the community accepts 

themm as "needy and less fortunate". 

II  should mention that there are quite a number of malnourished children walking 

aroundd in the communities and the sight of frail looking old people is not uncommon. 

Theree are also teenage mothers struggling with life. But when community people are 

makingg distinctions about the poor and vulnerable, they might not necessarily refer to these 

alonee because "the poor" is not merely economic or physical want or appearance. 

Nevertheless,, the terms "needy and less fortunate" and the "poorest of the poor" would 

referr to a few of them. In other words, although the community accepts that there are some 

whoo are poor and cannot pay, in practice, "the poor" is highly contested. This is the height 

off  social ambiguity in the way people conceptualise the vulnerable poor when it comes to 

abilityy to pay insurance premiums. Why? Based on several discussions and conversations 

withh the people, the following provide some explanations. 

WhyWhy 'thepoor' is contested 

Inn the Nkoranza district, the fundamental reason why many contest the definition of the 

poorr is related to the premium level per annum. Despite the relatively low levels of total 

subscriptions,, the popular view among people in the community is that the premium per se 

iss affordable, particularly when compared with other expenditures that accompany other 

needss for assistance such as funerals. There is, therefore, a school of thought that believes 

thatt with a littl e effort each individual should be able to pay. This idea was carried across 

too me in several discussions and conversations. The following statement made by the 

pastorr of a local branch of one of the mainline Christian churches in Ghana typifies the 

view: : 
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II  donl think I will agree entirely with you that people cannot afford to pay *6,000 for 

thee whole year. I know we have poor people but unless you have so many children 

thenn if you refuse to pay 6,000 for the whole year for yourself and your children, I 

don'tt think I will sympathize with that person if he falls sick. Yes, because you see 

whenn someone dies, they spend huge sums of money. That, they are able to do. You 

seee if you are a 'Responsible" adult and you cannot afford paying a yearly premium 

forr your parents but when it comes to funeral you can contribute more than necessary, 

thenn I don't think that person is being reasonable. The *6,000 will cater for any 

expensee that will be made when that person goes to admission. 

AA counter school of thought exists that believes that the responsibility for paying usually 

fallss on one person, who usually is the breadwinner. With a rather large average family 

size,, payment of any premium collected within three months becomes a problem. 

Closelyy related to the above is a culturally motivated argument that since everybody 

belongss to a family, "the poor" ought to be catered for by their families. This argument 

wass often made against the background of the hypocritical show of family solidarity during 

funeralss at the expense of the care of the poor and indigents. A local assemblywoman of 

Nkoranzaa explained it this to me during a conversation with her: 

Theree is need to help paupers but they should be people who really need help. For 

example,, there are people who have no offspring and are quite sick. For such people 

thee scheme could help. But even the handicapped belong to families and so their 

familiess should pay for them. 

Theree is another socially constructed argument that even the so-called indigents are only 

poorr because of their laid-back attitude towards the scheme. A female informant at 

Nkoranzaa expressed the following sentiments: 

Whyy should some people be classified as poor? This is wrong. Once they can eat, 

theyy are not poor. If you consider what people spend when they go to hospital each 

timee it is nothing. They are not poor. Everybody is doing something and manages to 

makee ends meet so they ought to be able to afford. 
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Anotherr aspect of the perceived attitudinal problem against "the poor" is that they are 

preparedd to help themselves when efforts are made to help them. In other words, some in 

thee community hold the view that some of those who claim to be too poor to pay have not 

beenn challenged to attempt to succeed. Ernest, who used to be a premium collector for the 

insurancee scheme in a suburb of Nkoranza, explained this while in the company of other 

participantss of an all male FGD: 

Somee are really poor; but the reason why I can also not hold brief for many is that 

sometimee around 1993 the scheme implementers tried some susu scheme to help those 

whoo were poor. The people did not patronise it. At the moment, the registration is 

openn but people are not paying till when it is three days to the end, you will see them 

rushing.. So some people can actually not afford; but they would be quite few in the 

veryy remote areas of the district. They blame their attitude on being poor; they make 

noo effort to help themselves. 

Conventionall  notions about the poor and vulnerable who do not receive health care due to 

difficultt access to money often include women. This was one reason I took great pains in 

includingg a proportionate number of women in my sampling. One of the striking 

observationss in Nkoranza district was that the group of informants who most strongly 

contestedd "the poor" argument on the basis of affordability happened to be women. Infact, 

duringg a conversation with the Omanhene of Nkoranza at which community female activist 

andd leader was present, he suggested that the economic situation of women was not as bad 

ass I perceived it: 

Ass for women if you need any big loan in the community, they are the ones who can 

givee it to you. The women of today are very resourceful and enterprising so tfiey are 

nott poor. It is the women who buy the yams in the villages and send them to Accra 

forr sale. Some take them to Kumasi while others sell them here. It's the same with 

maize.. So, now, the money is not in the pockets of men but the purse of women. As 

forr the aged, their children look after them Some children send money from abroad 

too pay for their aged parents. But as for the women if you need any loan, don't stop at 

thee door of any man. Go to the women. 
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Dependingg on how one looks at it, the above perception of the economic power of women 

couldd on one hand be taken as an affirmation of the enterprise of women in the community. 

Onn the other hand, when I consider it against the strong vocal stance of women that the 

premiumm rate in Nkoranza was affordable, the message of women could be a protest 

againstt spouses who use non-affordability as an excuse to deny women and children health 

care.. Indeed, in a later interview with the only female representative on the Nkoranza 

insurancee advisory board, she explained to me that many of the men in the district had 

divorcedd their wives or separated from them and left the burden of care including health 

caree on the women to struggle to deal with. Accordingly, women are conveying a protest 

againstt this irresponsible attitude of some men. 

Anotherr ground upon which the definition of the poor is contested is associated with 

howw the community judges the way individuals make choices between the necessities and 

thee pleasures of life. The poor, therefore, lose the support and sympathy of the community 

iff  tiiey over indulge in socially disapproved behaviour such as "excessive" or habitual 

drinkingg of alcohol at the expense of their expected social responsibilities. One local 

leaderr in Kranka put it bluntly: 

Peoplee still manage as much as 20,000 cedis to buy lotto ticket every week when they 

havee not paid their children's premium. If tomorrow the child is admitted and he is 

askedd to pay 300,000 cedis then he will start crying. Someone has spent about 1000 

cediss drinking alcohol this morning. One year is long enough for people to save 

towardss it [the premium] but they still ignore it. 

Whatt the foregoing yet again suggests is that the meaning of "the poor" that is commonly 

manifestedd as economic or physical want is highly mediated by social and cultural 

determinants.. Although "the poor" exist, distinguishing them in the rural setting in the 

contextt of perceived ability and willingness to pay premiums involves social complexities. 

Onee obvious outcome emerges from this ambiguity. The task of identifying the poor must 

involvee processes that do not only take the views of the community at large into 

considerationn but as much as possible include their active involvement. I will take up the 

issuee later in the discussion but I now turn to examine how the community expresses 

benefitss of social health insurance scheme to "the poor" who are able to afford the 

premiums. . 
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HowHow people perceive benefits of insurance to the wider poor in the community 

Inn the absence of quantitative data (which in all sincerity would require a separate study), I 

relyy on the testimonies and accounts of people in the community to illustrate how they 

perceivee the benefits of the scheme to "the poor". Discussion of the benefits for the poor 

heree refers to the poor who fall under the wider meaning of the poor in the community who 

aree able to afford and pay their premiums. Given that wider definition, community people 

perceivee the benefits of social health insurance to "the poor" in three mutually exclusive 

sociall  dimensions, namely the individual, the family and the community. 

Att the individual level people commonly speak of insurance as being "the saviour" of 

thee poor who previously or otherwise would have found it difficult to afford the cost of 

hospitall  care. The case of Alice is a good example of how health insurance benefits the 

poorr who, as a result of insurance, now have regular access to health care. Given the 

financiall  cost of the treatment that saved her life, she testified that it would have been 

impossiblee for her and her family to have met the cost of health care alone. Apart from her 

declaration,, there are other testimonies about individual benefits were quite common from 

subscriberss as the following from two participants at a male FGD in Nkoranza illustrate. 

II  have been admitted there for 2 weeks before and that was 2 years ago. My father has 

alsoo been admitted there before and was operated upon for a "sore in the intestine". 

Att the time of discharge his medical bill was 880,000 cedis. Fifty-three year-old 

farmer farmer 

Myy experience is that my mother was hypertensive and became a regular customer at 

thee hospital. Everybody in this room knows about her because she was admitted 

everyy month. The doctors did not get fed up with her and anytime they did everything 

too save her life. Most of the time she spent about 10 to 14 days and it continued for 5 

goodd years. When she died, the receipts that I obtained from the insurance that are on 

filee amounted to 12.2 million. Where would we have obtained that money? So, as for 

thee insurance, chief [a reference to me], it has helped us a lot. Forty-four year-old 

farmerfarmer and sawn miller 

Onn one occasion, during a conversation with a sixty-seven year-old opinion leader, he 

aptlyy described the benefit of the Nkoranza scheme as having empowered the poor to be in 
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controll  of their own health needs and those of their families. He cited his own personal 

situationn before and after the introduction of the scheme to explain this point to me. 

Sometimee ago, discharged patients used to knock at my door every now and then 

askingg for a loan to pay their hospital bill before they were allowed to go home. You 

seee when the hospital discharges someone from admission, it detains the person if she 

orr he is unable to pay until me charges are paid. The poor people always had 

difficultyy paying. Before the insurance started people used to knock at my door at 

dawnn for assistance. Sometimes they pledged their maize or cassava and that would 

bee the end. But since the scheme started, that has stopped considerably. Now I would 

nott never mind anyone who comes to me to say that they could not register their child 

soo I should give them money to go and pay their bill. Paying about eight thousand 

cediss a year to benefit from hundreds of thousands in a year has made die insurance a 

greatt benefit for die otherwise poor and deprived who could not afford health care and 

weree just dying. 

Significantly,, the individual benefit of the scheme was something that virtually every 

personn recognised irrespective of their membership status, whether they were subscribers 

orr non-subscribers. At a FGD with four non-insured men and two non-insured women at 

Nkoranza,, the consensus was that "it is good because when you are a member it takes care 

off  your medical expenses when you arc admitted". 

Att another level of abstraction, people describe the benefits of insurance to the 

community-widee poor in relation to the family. Before the introduction of the scheme, 

manyy families experienced hospital care as a desperate financial situation. Sometimes 

loanss or credit facilities were sought for urgent conditions at the expense of family assets 

andd reputation. Dora, a native and local assembly representative of one of the electoral 

zoness in Nkoranza described this typical situation in the district to me: 

Thee insurance has been very helpful to families and has improved die health care 

situationn of many families. People are so poor mat when the scheme did not exist, it 

wass very common for families to call a meeting to collect contributions before they 

couldd discharge relatives who went on admission at the hospital. Now everything has 

changed.. Provided you have paid your premium, you only have to carry your card 

whenn you need admission. When you are discharged you walk home widiout paying 



191 1 

anything.. It has brought well being to all of us. It has been very helpful to most 

familiess and I know that some communities even wish to have a similar thing as we 

havee here. We are very pleased with it. 

Significantly,, many recalled with joy the fact that there is now "no cause" for family 

financialfinancial burdens due to health care because of insurance. "People don't have to sell a 

familyy property or mortgage one of them, as was the case in the past, to take care of the 

sick,""  the Omanhene of Nkoranza asserted during one conversation. Indeed in some rural 

situationss either the purse or the decision of a male head of household was required before 

womenn and children could seek medical care at the health facility. In such situations, 

healthh insurance, as one nurse in Dodowa pointed out to me "has offered a great 

opportunityy for women and children who are the most vulnerable to have access to timely 

healthh care". 

Att an even wider level of abstraction, the community also acknowledges the benefit 

off  insurance to an entirely poor community. When participants referred to this wider 

aspectt of benefit, the historical context prior to the introduction of the scheme was usually 

mentioned.. A participant at a male focus group discussion in Nkoranza captured this point 

veryy well: 

Onee reason why insurance was started at Nkoranza was that the death rate at the 

hospitall  was very high. People were just dying like that in the hospital and the doctors 

becamee very alarmed. After an investigation by the hospital, they found out that when 

peoplee fell sick, they stayed at home for so long because they did not have the money 

too go to hospital. As a result they sought treatment only when the sickness had got to 

aa critical point, which was the stage the family was prepared to contribute money to 

assistt hospital expenses. It was the concern for this that prompted Dr. Bosman and 

herr team to search for assistance to establish the scheme. Due to poverty, people were 

unablee to report early for treatment and it was this that led to the introduction of the 

scheme.. Since the scheme was established, that health profile of the district has 

changedd for the better. 

Att Kranka, one of the scheme's field collectors (as the premium collectors are called), 

characterisedd the benefit of the scheme to the "entire poor community" to me: 
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Thiss community is entirely made up of poor fanners. Many people were not able to 

payy their medical bills and some were detained for weeks. Some run away after 

undergoingg treatment and others even died. It has therefore been very helpful to our 

poorr farming community. I know of a man who lives across the street. He embodies 

poverty.. {Ohio ayi no.) He used to be frequently ill and seeking medication was 

alwayss a problem for him. When the scheme started I advised him to register and he 

tookk my advice. The scheme became the solution to his poor health and since then he 

hass become its disciple, spreading its virtues. He is an example of our poor rural folks 

whoo have difficulty attending hospital when they need it. Indeed, because of 

insurancee many poor farmers in the community have had their "parkers" (strangulated 

hernia)) removed. 

Inn talking about the benefits of insurance with reference to the poor, one important 

qualificationn that did not escape mention was the clear-cut condition that benefit is only 

possiblee "if the poor are able to pay their premiums". That consideration usually opened a 

doorr to discuss ways in which the community feel "the poorest of the poor" or destitute 

andd indigents could be assisted. The next section briefly deals with that. 

HowHow can "the poor" who cannot pay be helped? 

Itt is the view of people in the community that one way by which the poor who cannot pay 

cann be assisted is through their families. This was a popular idea in various focus groups. 

Inn light of their own admission that the family has become less effective in providing 

supportt I always challenged this suggestion. But the family support suggestion was always 

offeredd as a mora) argument on the ground that the family ought to support its indigents 

justt as it supports its dead. At one of the sessions in Nkoranza one participant expressed 

thee view as follows: 

Ourr elders have a saying that the family is one. Although the inheritance system has 

changedd in recent times, some families are still able to help their members who fall 

intoo needy situations. However, some families are selective when it comes to 

providingg support. It all depends on the character of the members in the family. As 

thee saying goes the family loves the dead (abusua cb fomu). When it is a matter of 

death,, they will support but giving money to help during sickness does not happen. 
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Sincee everyone belongs to a family, I feel in every family those who are capable 

shouldd help those who are not capable of paying for themselves. 

Somee in the community would also rather have "the church" take responsibility for the 

"thee poor" by paying for their insurance for both religious and social reasons. Many 

expectt that the church, more than any other social group has a responsibility to look after 

thee sick, orphaned and widowed. 'True worship or Christianity is looking after the poor, 

orphanss and widows; this is godliness with contentment," one professional teacher and 

locall  church leader at Nkoranza said. Socially, many expect the church to offer assistance 

ass a reciprocal gesture for "such people who fulfi l their obligatory church contributions in 

thee form of church collections and tithes". Using church funds for such assistance is 

perceivedd as helping the work of God. 

Forr an overwhelming number of informants, the care of "the poor" and indigent in an 

eraa of health insurance must be assumed by the state, just as it had been under fee payment 

att the point of use. Since this is the most pragmatic suggestion among the lot, I discuss it 

inn the concluding section of this chapter. 

Discussion n 

Thee primary goal of creating a community social health insurance in Ghana is to provide 

accesss and equity to health care for the poor and the vulnerable. Because of their voluntary 

nature,, however, benefit from such schemes is contingent on the payment of premiums. 

Sincee affordability is a key criterion, those who cannot afford premiums lose out. In this 

respect,, the important lessons learned about mutual insurance in Europe were that 

insurancee did not gather the poor and vulnerable with it. Mutual aid societies in 19 

centuryy Europe, according to de Swaan (1988) "represented a form of authentic solidarity 

andd collective care, widely and densely spread, and managed on a small scale by 

autonomouss members". However, the collective arrangements excluded the less privileged 

becausee apart from being excluded on the basis of being bad risks, "to these paupers, 

wretches,, lumpen, the pressures of daily survival were often too great for them to afford a 

pennyy a week for the burial society, let alone for the sick fund" (De Swaan 1988:147). It 

tookk the intervention of state free care policy in the course of time to bring services to the 
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poor.. (De Swaan 1988). Within Africa, Criel (1999:115) has also reported that in 

Bwamanda,, the poor are underrepresented. 

Thiss situation cries out for a need to design strategies to take care of the vulnerable 

poor.. Invariably, the effectiveness of insurance in protecting the vulnerable poor returns to 

thee question of effectiveness of exemption mechanisms for the indigent. Exemptions and 

waiverss are seen as strategic design features of most cost recovery programs that are used 

too ensure access to the poor and medically vulnerable. 

Inn practice, Ghana's experience with exemption has been a dirge of disaster and 

tremendouss abuse. Institutions abused the official policy on exemptions and as one report 

hass noted, "exemptions as provided for the Hospital Fee Act and by the Legislative 

Instrumentt was not focused on the socially disadvantaged. Though provisions have been 

madee for paupers and indigents, a lot more have been made available to other categories of 

peoplee who may be in the position to pay". The less privileged thus lost out (MoH, Ghana 

1996:7).. Exemption mechanisms have not been effective in achieving the main goal of 

ensuringg access of health care to the poor. One aspect of the problem has been in relation 

too the definition and processes involved in defining the poor. While the policy set criteria 

forr various groups of patients, including health staff as well as patients with certain 

conditions,, no criteria were made for the poor. That task of determining "the poor" or 

pauperr was conferred on a social welfare officer at health institutions where one was 

available.. Failing that, it was vested in the authority of the head of institution. 

However,, since many hospitals did not have a social welfare officer and the 

institutionss were more interested in maximising revenue, the pauper privilege was often 

ignored.. The application of the exemption policy had been rather abused to serve the 

needss and desires of health staff and their relatives and friends. This has often left paupers 

andd the poor without care. For instance, a study of exemption practices in the Volta region 

involvingg the 25 main providers of health services, found that the bulk of exemption (72% 

comparedd to 6% of paupers) were granted to health staff and their dependants, some of 

whomm had sound financial base to pay for service (Nyonator et al: n.d.). To date, the 

countryy still has still not been able to fashion an efficient exemption mechanism that 

functionallyy provides ready and easy health care for the exempted class. 

Thee problems of abuse through exemptions are not unique to Ghana. De Swaan has 

notedd that when a government introduces exemptions and subsidies in an attempt to 
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persuadee funds to include the most vulnerable groups, it is the well to do who make the 

mostt of these privileges (De Swaan 1996). This was true in nineteenth century England, 

whenn Anglican clergymen used their privileges to increase their own pension funds, and it 

iss true today in India, when housewives from the educated classes contrive to obtain 

governmentall  loans on favourable terms that are intended for the financially weak, but 

seldomm reach them. 

Notwithstandingg the problems with exemption mechanisms, they constitute a 

necessaryy means for protecting the poor against the problems of access and equity. Indeed, 

mostt informants in this study perceive it as a moral responsibility of the state to provide 

exemptionss for those who cannot afford health care in view of their socio-economic 

deprivations.. Mechanisms that can be adapted to local realities through negotiation with 

communityy people need to be considered. The strong, socially mediated meaning of the 

poorr in the communities makes such an approach necessary. This is all the more important 

sincee exemption plans for the poor have a tendency to create problems of confidence and 

interestt in the health care system. Confidence has a moral connotation but given the strong 

sociall  dimensions in the meaning of being poor, some amount of community 

representationn in decision-making will be a realistic option. 

Onee sociological consistency that De Swaan emphasises in his analysis of forms of 

solidarityy and collective arrangements in the 19th century is that "a system of small, 

autonomous,, collective provisions always excludes a substratum" (De Swaan 1988:147). 

Thiss phenomenon accounted for the exclusion of the poor from the mutual funds of the 

betterr off workers. In the present analysis, we can explain the relationships of the poor and 

indigentt in social health insurance within a context of balanced reciprocity involving 

solidarity.. The "payment of premium" in insurance is a predetermined balanced 

transaction.. In line with the principle of balance therefore, those who pay their premiums 

aree those who receive support when in need, according to the defined policy. "The poor" 

andd indigent who cannot afford the premium are left out. The importance of the exchange 

iss that it shows the negative side of the concept of reciprocity: that those who are 

vulnerablee and poor and whose circumstances do not permit them to pay are those who 

alsoo miss out. As much as the reciprocity underlying the solidarity arrangement rewards 
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thosee who participate in the exchange agreement, in the case of the poor, it also acts as a 

mechanismm of exclusion. 

AA lot has been said about the potential of insurance to provide access to the poor. In 

thiss chapter, I have shown that two types of poor people exist but typically this is 

conceivedd in relation to the wider meaning of the poor. The vulnerable poor are left out. 

Whilee governments or states (the subject of the next chapter) in sub-Saharan Africa are 

pursuingg ways of developing schemes based on universalistic solidarity, there is also a 

pressingg need to design effective exemption strategies to take care of the indigent if the 

goall  of universal access is to be attained. Although no hard quantitative data has been used 

here,, the testimonies of implementers and community people have provided ample 

explorationn of the existing problem. It will however, require further quantitative, 

population-basedd study to know the magnitude of the problem of the poor in order to plan 

effectivee exemption policies to tackle it. 
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Thee role of the state m the making of 

communityy health insurance schemes 

Introduction n 

Onee of the basic components of any health insurance scheme is fund ownership and 

management.. In any evaluation of the efficiency of community health insurance or 

protectionn mechanisms, an essential ingredient is the level of funding that can be generated 

andd the ability of that revenue to sustain the scheme. The continuity of the scheme 

dependss on the extent of people's participation in it. In voluntary health insurance 

schemess such as those in the informal rural sector, people's participation depends in 

particularr on their acceptance of the concept of risk sharing solidarity that underlies the 

scheme.. But also of crucial importance is how they conceive those who own and manage 

thee funds on their behalf. Fund ownership and management can be run by government 

(state)) organisations or non-governmental (non-state) organisations. Against the 

backgroundd of the emerging context of health insurance schemes in Ghana (particularly 
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thosee suited to the rural informal sector), this chapter asks the question: Do people look 

uponn the state as a possible financial caretaker or bursar of their health insurance scheme? 

Iff  so, how? 

Inn order for community health insurance to be scaled up as a national strategy, the 

satee needs to play a major role. In taking the state as my central focus, 1 consider the 

existingg context in Ghana in which the state has been at the forefront of on-going attempts 

too implement a comprehensive health insurance scheme as an alternative health care 

financingg mechanism to replace the problematic "cash and carry system" in the country. 

Sincee comparison is a central focus of this study, I look at the situation of a planned 

schemee in which funds are (or would be) owned and controlled through a hierarchy of state 

officialss (such as the failed NHIS pilot scheme), together with the decentralised district 

alternativee Dodowa scheme. I compare those with a scheme in which funds are owned and 

controlledd by officials of a non-governmental organisation as is the case with the present 

Nkoranzaa scheme. 

Althoughh the focus is on community members, in order to place the discussion in a 

widerr policy framework, I begin the analysis with a qualitative examination of the 

prevailingg policy context based on conversations with policy makers, implementers and 

healthh staff. This is followed by a qualitative analysis of how the people also perceive the 

statee as a bursar of their health insurance scheme based on prevailing assumptions and 

previouss experiences with local mutual and/or micro finance schemes. Based on data from 

Nkoranzaa and Dodowa, I further contrast and discuss quantitative findings in which who 

thee people trust most to be the owner of their insurance scheme, the government or an 

NGO,, is discussed, and why that is. I conclude with a discussion of whether it is possible 

forr the state to exert or inspire the necessary social influence or social capital on the 

communityy to make insurance succeed. 

Policy,, implementers and health staff perspectives 

Noo legislation on health insurance in Ghana exists yet, but since the government accepted 

thee final feasibility report in 1995 to implement a national scheme, several papers, reports 

andd documents have been written, some of them in political party manifestos. For my 
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presentt purpose, however, one notable reference is the 1995 final report on the feasibility 

studyy for the establishment of national health insurance scheme (NHIS) in Ghana. In its 

keyy recommendation for a generic NHIS, the consultants noted that sponsorship ought to 

bee borne by the state in recognition of "certain weakness and problems1, which will make 

thee establishment of the NHIS in Ghana difficult" . In retrospect it is possible to see that 

thee state funding and management of Ghana's NHIS partly explains the function and 

characterr that the ill-fated pilot health insurance scheme in the Eastern region assumed. A 

formerr Director of Medical Services and later deputy minister of health, Dr. Moses Adibo, 

explainedd the background of the aborted plan that the MoH had accepted: 

Att the time we initiated the implementation, many of those in the ministry (who were 

mainlyy medical doctors) who were involved in the implementation had studied in 

Germany.. They therefore only knew about the German social insurance. That system 

ass far as I know is mainly based on contributions from workers. And that 

unfortunatelyy was how they thought the Eastern region scheme was going to be run. 

Inn fact they had done everything and they had even written a memo to cabinet to 

authorizee them to set up a company to run it. But when I was brought back as deputy 

ministerr in 1998, and I looked at it, I thought the approach was wrong so I said that 

governmentt would not be involved in running health insurance schemes. 

Thiss is a typical story of state projects that are hastily implemented with enormous 

resourcess but which go down the drain. The obvious question to ask here is: What 

accountedd for the change in direction? When and why did policy makers like the former 

ministerr begin to feel it was not necessary for the state to be involved in the funding and 

thee running of health insurance? 

Primarily,, the shift in policy appeared to have started even before the pilot study, 

afterr an ill-fated sensitisation programme in the four pilot districts. Overall, the lessons of 

thatt abortive pilot, together with the outcome of several activities and reviews undertaken 

byy the ministry of health and other interested parties and organisations in health insurance 

ledd to the change. The new orientation appears to be that the state should not be an agent 

orr fund owner in community schemes. This was the overriding consensus conveyed to me 

'' Among the identified problems and weaknesses are "the unduly large proportion of self-employed which 
makess premium collection difficult and cumbersome, the state of disrepair of the infrastructure and the 
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byy policy makers and implemented as well as health staff at various levels of the health 

servicee headquarters in the present study. Why? 

Onee reason is that the processes involved in having a scheme under state control 

wouldd entail unnecessary bureaucracy that would make overhead costs relatively too high. 

Specifically,, the view is that when financial administration and management goes under 

statee or parastatal institutions, the scheme carries the brunt of all its adrnini strati ve features 

ass well as the difficulties and inefficiencies of that bureaucratic organisation. Consistent 

withh his position that the state should not be involved in running health insurance, Dr. 

Adiboo further explained his worries about state ownership: 

Iff  the state has to do it then it has to be one huge national one. The overheads would 

bee too much. If you take SSNIT they say that their overheads are 40% and that 

suggestss outright that you should not give it to SSNTT because if you involve them 

thenn immediately your overheads are 40%. Health care costs are going up so you will 

lose.. For me that is all the more reason why community based ones centred around 

thee district are more attractive... more so because less than 10% of the population are 

salariedd workers. The best alternative was for us to look at some traditional practices 

likee susu and see if we could not modify or refashion them to suit our circumstances. 

Accordingly,, current policy and on-going activities tend to stress the development of multi 

schemess owned by specified groups and communities rather than the ones centrally funded 

andd managed by the state. 

Itt is quite phenomenal that in civic life most citizens rationally pursue what they 

wouldd get out of the state and community but not what they would contribute to it. This 

attitudee is reflected in several spheres of life in state-citizen relations. People are always 

quickk and proud to exercise their rights to the privileges of what belongs to the state, but 

reluctantt to take up responsibilities to the state. This has become a real problem in the 

Ghanaiann society, and as a result there is some concern that if the state takes centre stage, 

peoplee would shy away from it. Dr. Adibo reaffirmed his dissenting view on government 

participationn in healthh insurance as follows: 

distributionn of health institutions which is skewed in favour of the urban centres" (pp xii-xiii) . 



201 1 

Thee Ghanaian's concept of government is such that they think it's some benevolent 

organisationn sitting somewhere who will do everything for them for free. That is the 

wayy Ghanaians see government. They don't see themselves as part of government so 

theyy like free things and they expect everything to be free. They don't know that there 

iss no free lunch. The irony is that usually it is the 'big men' who want things free. 

Youu have a friend who is a manager somewhere and walks into your consulting room 

orr office and say I want some ampicillin and they expect you to dish it outt free when 

ass a matter of fact by his status he is the one who should pay more. So these are some 

off  our own practices that create problems for us in health care financing. When I look 

att such things 1 get more convinced that the government should not be involved in 

runningg health insurance schemes. 

Itt is important to recall a similar observation by the manager of the Nkoranza scheme: 

Anythingg that is owned by the government people think is free (bontu2). They consider it 

likee elephant meat and so they are not judicious in how they cut it... It is state property (ah 

abanaban ded) and that actually spoils everything that belongs to the government". 

Probablyy Ghanaians at large take the paternal role of the state too literally or they just do 

nott care about what happens to an entity like the state. Public apathy towards state 

propertyy remains a phenomenon too disturbing to ignore in any state plans. Yet this is only 

onee out of many reasons. What are the others? 

Althoughh the Eastern region pilot project never concretely began, it taught one 

importantt lesson. It acknowledged that state participation in insurance is essential for 

attainingg the necessary legislative, political and to some extent, the economic context for 

success,, even though at the same time state bureaucracy and political clout makes state 

ownershipp and control a nuisance. Each step in a community scheme is a new experience 

thatt must be learned within each new geographical region. Mistakes are made and 

correctedd in the course of progress, and a lot of learning is gained through experience. The 

lessonn of the defunct pilot scheme, which seems to be evidence against state ownership and 

control,, is that because the state was in the driver's seat, elaborate legislative processes at 

everyy stage slackened the pace because every decision had to be politically agreeable. 

22 An old local expression which is probably appropriated from the English "booty". 
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Anotherr aspect of political clout is that when people perceive the state in terms of the 

politicall  authority in power, then political ideology might unduly influence people's 

attitudee towards it. At any one time those who are not in favour of the government of the 

dayy might not join merely because of political differences. Based on privileged 

informationn he acquired through his position, the regional coordinator of the abortive 

NHISS characterised the problem as follows: 

Somethingg that is being done by the government has some political inclinations and 

thatt was why they were so cautious about whatever step they took [in the abortive 

scheme].. 1 was always convinced that we may not know all the problems before the 

takee off, but here was the other side that let us try to unearth a lot of problems, and so 

wee had to go through meticulous calculations. Someone made an analogy to me the 

otherr day that if a child falls to the ground he gets up and brushes off his side and 

walkss off. But when an adult falls, his immediate worry is who is looking at me? In 

otherr words, children move on after littl e slips without worry because society 

perceivess them as learners who pick up lessons along the way. But because adults 

havee to explain their slips they move too slowly. That is the argument for the state and 

non-statee situations. If it is initiated by a group of individuals or community without 

politicall  undertones, it's easy to move on. Whether it succeeds or not is known by 

experiment. . 

Yett another view from Suhum closely related to the above is that based on previous bad 

experiencess with micro finance schemes in the communities, "people are tired of 

contributingg and their voluntary spirit is exhausted". As a result any scheme in the 

communityy ought to "be the simplest of its type so that if you have to abandon it you do 

nott leave a big building in Suhum". 

Itt was from the relatively longer existing insurance scheme in Nkoranza district that I 

pickedd up on a lot of arguments against state funding and running of schemes from a range 

off  implemented and health staff. A number of those arguments were related to the work 

culturee of public institutions and the behavioural norms of its staff. One of the key worries 

aboutt state run schemes was associated with financial accountability. By their nature, 

communityy health schemes are necessarily non-profit, yet as with all financial activities, 

accountabilityy is essential for monitoring performance to ensure financial discipline. Most 
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implementedd that I spoke to in Nkoranza, however, did not think highly of the level of 

accountabilityy and financial discipline in the state sector. The diocesan public health 

coordinatorr of Sunyani, who directly oversees the Nkoranza scheme, lamented the lack of 

efficientt accountability in the state sector: 

Spendingg is more strictly controlled in mission than in government hospitals. Then 

alsoo in mission hospitals, we tend to assign people to jobs and so you are held 

personallyy accountable for lapses. In the government sector even though that also 

oughtt to be the case, it is an array of staff that normally tends to be blamed so it is 

easyy if you are getting difficulties to move away. In our mission areas that is not the 

case.. For instance, if this scheme [in Nkoranza] collapses, 1 am going to bear the 

brunt,, the same applies to the manager and the coordinators. You cannot push that to 

anyy other person or persons. In government circles that is easy to do and as soon as 

thee thing collapses then I would go on transfer. That kind of informal monitoring 

processs makes people feel secure even when they are doing the wrong thing. 

Apartt from financial inadequacies, there was also the view that compared to mission 

institutions,, the state system generally lacks an adequate and efficient administrative 

monitoringg of its health staff. There are worries that this may negatively impact the 

efficiencyy of any schemes that may come under the control of the state. Inefficient 

administrativee monitoring is acknowledged as having been responsible for undue laxity in 

thee attitudes of health staff which has in turn led to poor discipline and poor work ethic. A 

466 year-old nurse midwife at the Nkoranza hospital who was enrolled in the insurance 

programm explained the situation to me this way: 

Myy experience is that although I do not work at a government facility, I have attended 

Sunyanii  government hospital before and I have friends working there so I know what 

iss going on. The attitude of the staff working in government institutions is different. 

Inn mission hospital the monitoring is strict but in government hospital it is not so. For 

examplee in the government hospital, it is possible for two nurses on duty to plan the 

routinee to excuse one from duty so that instead of two people one of them wil l be 

working.. In mission hospital like here [Nkoranza] it is not like that. The authorities 

aree very strict and serious with monitoring, so two staff members cannot arrange 

coverr for one another without express permission from the head. Indeed, usually it is 
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nott possible and you can cover fro someone if you are off duty so that there is no 

shortage.. 1 am not saying government hospitals are not firm, but when you compare 

thee two places one is stricter than the other. 

Relatedd to accountability, implementers from the NGO run insurance scheme had concerns 

aboutt corruption in the state sector. The problemm of corruption is well known in Ghanaian 

publicc life. One major cause of corruption is the low wages of staff. In order to survive, it 

hass become a norm typified by a common saying among all shades of salaried workers, but 

particularlyy those in the public sector that everybody chops3 from his job (obiara didi 

nn 'adwuma ho). A paramedical male staff of Nkoranza hospital explained it this way: 

II  have been party to collecting monies for doctors in their consulting rooms before 

whenn I was in training in a government hospital. The system there is such that you 

can'tt say "no" because they say every patient that comes for consultation pays it. 

However,, further conversations revealed a significant irony in the public health service: 

thee practice of bribe taking and corruption has not only become part of expected wages, but 

itt has become entrenched in everyday life. The public has been active accomplices to the 

pointt that they sometimes become suspicious or doubtful of health staff or officers who 

refusee to accept voluntary "cash gifts" from clients. The district director of health services, 

whoo also practiced as a clinician at the Nkoranza hospital, narrated to me his own 

experiencee as an intern in a teaching hospital: 

Youu see when 1 was in Komfo Anokye teaching hospital, a patient once told me: "If 

youu refuse to accept money, it means that you are not going to look after my child 

well".. (Se wo angye sika no a, na ekyere se wo nnhwe me ba no vie.) That is how the 

normss in the public sector change, because of the perception of people about that 

sector. . 

Thee reality of the situation in the public sector is that the realisation by citizens that things 

sometimess do not move as expected without greasing the palms of relevant officials, is not 

33 This word is a Ghanaian slang for eating. 
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aa new phenomenon; but it is worrying since in health care it leads to a vicious cycle of 

poorr care and/or further exclusion of the poor and vulnerable. 

II  ought to point out these "allegations" from Nkoranza, which is a mission outfit, 

againstt the public sector does not rule out some element of bias, nor does it make the 

"allegations""  untrue. Dodowa, with its shorter period of experience but very effective 

districtt health management team, however, provided an opportunity for a defence of the 

publicc sector. The reactions of entirely public sector implemented and health staff to some 

off  the foregoing issues are interesting. 

Theyy do not deny the problems or allegations. Many in that sector feel that the 

problemss are explainable in their total social context. For example, one medical officer 

brieflyy explained poor staff attitude as follows: 

Fromm the point of view of the client what we always know and hear is that the nurse is 

beingg rude and she kept us waiting for two hours and we are dying... It is not an easy 

problemm and we may not have all the resources to solve them. There are very big 

obstacless and some of the things need systemic change. For example, if you take the 

issuee of staff salary you cannot do anything about it at the district level. And yet that 

iss just one aspect of the problem. In order to look at the problem of staff attitude 

holistically,, we cannot ignore education for their children. Unfortunately people in 

thee system sometimes do not want to hear about new ideas, which seem radically 

differentt from the way they do things especially if you meet a proper bureaucrat. That 

iss why the public system remains the way it is. 

Att a later opportunity, I bluntly asked the district director whether in her view and 

experiencee the state could be trusted to be a fund owner and administrator of a community 

insurancee scheme. Her response, while discounting fully state schemes and accounting for 

thee human and social deficiencies of the state sector, justified why in her view the district 

modell  that she had been spearheading was a better alternative: 

Thee scheme can be easily mismanaged if thee state is in control because it would be too 

largee to control. The administrative, organizational and monitoring systems are so 

weakk that it is in our interest to decentralise to the district. The way things are if there 

aree bad nuts in the system, it can ruin the whole scheme. The only way the good 

talentt can come up is to decentralise at the district level. At worst it is good to keep it 
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att the region because of lack of manpower and knowledge. The state could then focus 

onn building, handling and processing and thereby creating an even climate for the 

lowerr levels to have the freedom to grow. 

Fromm the foregoing analysis, we could summarise the key strands of policy implemented' 

viewss on state funding and ownership of insurance. Beyond the well-known technical 

reasons,, pertinent social and contextual factors make state funding and/or management of 

healthh insurance schemes in Ghana ill advised. The interesting aspect of the arguments of 

policyy implemented is a view that in order to deal with the myriad of problems "the 

systemm first has to deal with the problems of the working staff'. For the present analysis 

however,, it is important to acknowledge that social concerns about staff attitude and 

credibilityy based on inadequacies of a system in terms of its ability to deliver services has 

implicationss for the trust and confidence that are essential for people's participation in 

voluntaryy schemes. 

II  will later discuss how trust could influence solidarity towards schemes, but in the 

meantimee I rum to examine the people's side of the argument for and against state agency 

inn health insurance. 

People'ss perspectives: Do the people also look up to the state? 

Inn general, people look upon fund ownership by the state with mixed expectations that are 

usuallyy more pessimistic than optimistic. The mixed expectations are derived from 

considerablee interest in obtaining social protection against an ever increasing cost of 

medicall  care, but many are doubtful about the ability of the state to offer such a service. 

Thee minimal sense in which people favour state ownership is expressed in two ways. 

Significantly,, both views come from informants in Suhum and Dodowa districts. The first 

iss based on a miscalculated assumption that the nation state more than any other entity is in 

aa better position to provide the financial resources to capitalise and offer the technical 

capacityy needed to get the scheme going. Unfortunately, the reality of the Ghanaian 

economyy does not support such an assumption. As a free market economy, the competing 

demandss of various social sectors simply do not entitle any one service or sector to have 

moree than its essential quota from the national coffers. 
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AA second argument that a few people use in favour of state funding and 

administration,, also a hypothetical one, is that since public health facilities cover the entire 

lengthh and breadth of the country, state ownership would facilitate a wider geographical 

coverage.. To paraphrase one informant in Suhum, "The government is a big body; it 

reachess everywhere". A few informants were indifferent about ownership. "What is 

importantt is that the nurses will speak nicely to us and the doctor will give us the correct 

drugss when we join the association. I don't mind whether it belongs to the government or 

thee district assembly," said one informant in Dawa during an FGD session. What is 

obviouss from the remark is that ordinary folks sometimes mix up central government 

administrationn and decentralised district administration when such issues are being 

discussed. . 

Mostt of peoples' perceptions of state ownership of insurance schemes were sceptical. 

Manyy aspects of this scepticism, stem from lack of trust or faith in public officials and 

politicianss as a result of their failure to deliver on most of past promises. Some of the 

concernss were morally conceived and derived from what people consider right and wrong 

orr good and bad behaviour and attitudes of officials and politicians. As expected, in the 

absencee of a functional scheme at the time of my first visit in Suhum and Dodowa districts, 

peoples'' views about the state were impressionistic and vague. Their concerns were lack 

off  integrity, the potential for bribery and corruption and the tendency of state officials 

towardss favouritism. On the other hand, informants in Nkoranza, whose opinions are 

basedd on eight years of experience, tended to focus more on practical operational issues 

involvedd in managing community schemes. Issues that frequently got highlighted were: 

inefficientt administrative and financial monitoring systems, a lack of proper accountability 

inn the public sector and a lack of commitment by state officials and state bureaucracy. In 

bothh districts, however, one common concern about state ownership was trustworthiness. 

SuhumSuhum and Dodowa district 

Thee underlying sentiment towards state funded and owned schemes in Suhum district is 

welll  captured in the following remark of a participant in a male focus group discussion in 

Suhum: : 



208 8 

Thee only concern about state ownership is trustworthiness on the part of those who 

willl  be in charge. Would they faithfully give 'equal treatment' to clients? When it 

comess to state schemes such as insurance those in charge rather have a tendency to 

benefitt by living fat on the money and riding in big cars, such as the case of SSNTT. 

Thiss message, although short, was too powerful to ignore. For analytical purposes, it is 

importantt not to lose sight of the reference to "trustworthiness". The expression 'equal 

treatment'' in the remark was meant to convey that trust was perceived as the essential 

ingredientt for fair play in office holders' dealings with the people. Most informants were 

quitee suspicious about the character of state officials on the basis of previous experiences 

inn spheres of state organized initiatives. SSNIT was always the common reference point. 

Ass the official social security system for the country (that however covers only the formal 

sector)) SSNIT often came under public criticism for several reasons, including the affluent 

lifestylee of its senior executive and a host of perceived malpractices in the way the fund 

wass managed. 

Inn the context of social or mutual schemes, trust is about assurance that monies paid 

orr premium contributions would be used for the benefit of members. But whether negative 

publicc perceptions about SSNIT is justified or not, it is just one cited case. In virtually 

everyy community, unfavourable tales about the state were shared. At Dokrochiwa in the 

Suhumm district, for example, one female informant told me a story of how past promises to 

fixx the deplorable road and to provide potable water and electricity to their village were all 

broken,, in spite of the modest financial contribution the community had made towards 

thosee projects. In the case of the road, she lamented how a road to another village was 

shownn on television to deceive the entire viewing nation when a minister went to visit their 

villagee during a political campaign. She concluded: "I have therefore swore never to 

contributee money towards state projects in the community". 

Too some people, the state is not credible enough to hold their funds because of the 

allegedd indulgence in bribe taking and corrupt practices of state officials. In re-

emphasisingg the well-known problem of shop floor malpractices through the collection of 

'underr the table monies', one participant at a male FGD in Suhum gave his personal 

experience: : 
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AA friend of mine had an electric shock and almost died. He was later referred to Korlebu4 

forr further treatment and the hospital here (Suhum) advised him to go very early. He 

compliedd and on the day he attended Korlebu he was the seventh person in the cue. But he 

noticedd that others who came later were entering the consulting room ahead of him to 

receivee treatment. It went on until someone hinted him that he had to pay "something" if 

hee wanted to go home early. Soon after he had done so he was called into the consulting 

room. . 

Inn this particular story, I probed in order to gain further insight. I asked the speaker if the 

moneyy was perhaps not paid to the doctor, but possibly to an orderly. But another 

participantt quickly cut in with a fascinating remark. "The doctor also gets his share of the 

moniess collected, unless you have not had the experience of sending a relative to a hospital 

before".. Indeed in the seeming existential doubt and uncertainty about the integrity of 

statee officials concerning 'equal treatment' or fair play, several informants also assume a 

positionn most often conveyed in a simple message: "unless we start...we just have to wait". 

Similarly,, in Dodowa, concerns about credibility based on honesty, commitment and 

reliabilityy take centre stage in the way people conceive and describe their impressions 

aboutt state funding and management of schemes. Some were so distrustful of the state as a 

resultt of previous experience with money mismanagement, that they did not even consider 

thee decentralised district administration to be a reliable agent in "money matters" because 

off  fear that they may misapply the funds. Rather, the district health administration was 

preferredd in most cases. The reason given was "because the issue concerns health". One 

traditionall  leader at Dodowa described this view as follows: 

Thesee days they talk of decentralisation but if these monies are channelled through the 

assembliess all may not get to health. What we know is that sometimes when there are 

disasterss like floods, the assembly would take that money and divert it. The Ministry 

off  Health (district health administration) should therefore be solely responsible. That 

moneyy should not go into the central coffers of the district administration. 

Qualityy of care has been a perennial problem in the health services in Ghana especially in 

publicc health institutions. The great hue and cry of people about quality of care in relation 

too the present issue was mainly about poor staff attitudes. Many are dissatisfied with staff, 

44 Ghana's foremost and largest teaching hospital in Accra 
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especiallyy nurses for not working around the clock and because the entire service is not 

organisedd around their needs. One female informant and leader in Dodowa explained: 

II  do not know why a nurse says, "I'm tired". One is a nurse throughout 24 hours. 

Evenn after shifts, people will call him/her from the house". And then the language 

theyy use on the patients, they have to polish it up a bit. Sometimes they will insult 

youu because you were late, but they have to be patient, use polite language and seek to 

improvee the service. 

Somee were also very strongly against what they perceive as staff dishonesty. At Dawa in 

thee Dodowa district, for example, the group consensus at one FGD group discussion was 

thee fear that if management of insurance goes under government control, "health staff wil l 

sendd drugs meant for members to their homes to treat their relatives and friends at our 

expense". . 

NkoranzaNkoranza district 

Peoplee in this district, speak with pride about 'our insurance' being first and foremost a 

productt of the honesty, good work and concern of the diocese and hospital officials for the 

communityy on one hand and their own trust and confidence in the implementers on the 

otherr hand. Indeed trust was emphasised as the miraculous foundation of the scheme. One 

informantt at Kranka said: 

Peoplee were prepared to pay and join because they trusted the leadership. Everybody 

trustedd Bosman (the doctor who initiated the scheme) and although it took some 

convincing,, people were saying that since the white lady is involved, it will work 

(Oburoni(Oburoni no HO mu yi dee, ebe yeyie). They trusted her and the other opinion leaders 

whoo got involved in it to sensitise the community. The people were God-fearing and 

soo the only way the government would succeed is to get God-fearing individuals to be 

inn charge. 

Inn contrast to these perceptions of the mission run project, some people in Nkoranza 

districtt perceive the state as being unreliable, dishonest and notorious for misapplying, 

embezzlingg funds and lacking accountability in *the way it conducts business'. Past 

experiencess with state enterprises and public corporations have undoubtedly contributed to 

thiss negative image of the way finances are handled by the state. One local leader 
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illustratedd the situation by contrasting the state owned mass public transport companies in 

Ghanaa with mission institutions: 

Thee missions control their things such that nobody can manipulate their funds. The 

statee on the other hand has a lackadaisical attitude and approach to the way it conducts 

itss business. One example is the state transport companies. It cannot be trusted, 

takingg the accounting system into consideration. The drivers pick anybody up on the 

roadd without issuing tickets to them. Most state companies conduct purchases by 

buyingg in bulk yet at very exorbitant prices and people do not buy it. These are some 

off  the things. Sometimes, when it belongs to the state, nobody takes the credit but 

oncee it belongs to the mission, the credit goes to the diocese. As for the state there 

willl  be lapses here and there. 

Anotherr reason for people's aversion to state ownership and control is that they perceive 

thee state as largely bureaucratic, relatively remote and an institution that is difficult for 

ordinaryy folks to establish a close relationship with. Some informants therefore hold the 

vieww that this remote feeling leads to a loss of sense of identity, ownership and loyalty for 

'statee owned things'. The district chief executive in Nkoranza referred to the phenomenon 

ass breeding "a type of mentality people have towards the state property; whatever is 

happening,, nobody cares". At a male focus group discussion, one participant who was an 

officerr at the district office of the Ghana Education Service supported suggestions for 

district-basedd schemes with the following explanation: 

Sizee is very important when it comes to manageability of many things. Anything that 

iss packaged in the name of the government has problems. Here we are able to check 

corruption,, loopholes and other lapses...and people will have confidence in it. If it's 

forr Nkoranza district we love it because we believe it is for Nkoranza and Nkoranza 

alonee and we feel close to it. On the other hand if it is owned and managed by the 

statee from Accra my concern for it would probably not be so good... because Accra 

iss too far away for me to identify with it. What belongs to us and what belongs to 

themm are never the same. (£wo yen ne ewo wDn ennse.) 

Theree is also a strong feeling among some in Nkoranza district that the soul winning ideals 

off  the church that stresses compassion and close identification with the community leads to 
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aa stronger integration and for that matter, better commitment on the part of mission staff to 

theirr work and their community. In contrast, the state as personified by its officials, is 

commonlyy seen as people who are merely working to earn a living and who are not 

committedd enough to the community to devote the effort and make the sacrifice that is 

requiredd to run an insurance scheme successfully. To paraphrase a popular opinion leader 

inn Nkoranza who made a reference to the issue: 

Youu know in government hospitals people really do not think much of the community. 

Butt in this instance the mission has established churches in even remote villages all 

overr the district. They have fathers and priests who live in the communities and so 

theyy are aware of the problems of their members. It is part of their work to help them 

andd therefore if there is something, they have them more at heart than the government 

people. . 

Thee difference in attitudes of the staff employed by the mission and by the state also 

receivess frequent mention. The relative lethargic approach to work that staff in the state 

sectorr have does not go unnoticed, nor do people wholly blame the staff of not being more 

dedicatedd to their work. Rather, the observation is made that "the missions are able to 

monitorr and control the staff' while the public sector is perceived as having "no time to 

controll  the staff'. As one opinion leader in Nkoranza lamented: 

Theyy do not think about the job but how they get their money. Whether they work or not 

theyy get paid. Some report for work and then go away because the attitude is that the work 

iss not for his or her father but for the government. They tend not to appreciate that we are 

thee government. 

Thee same opinion leader also conceded a commonly held view that Ghanaian citizens are 

importantt partners to the problem. "They tend to think that government is just the 

presidentt in Accra whom they blame for everything wrong with the state. Therefore when 

itt is for the government we do it anyhow". 

Inn general it is fair to conclude from the views of people that they identify a 

problemm of credibility in how the state conducts its business based on past experience. 
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Significantly,, the human problems of the health sector in terms of the way officials carry 

themselvess reflect the situation of the whole society. 

Too summarise, the analysis so far, it is important to observe here that both 

implementerss and citizens at large have similar amounts of scepticism about state 

ownership.. The state is no longer perceived as credible on the basis of the trust, honesty 

andd reliability that it has not shown in the past. But is the foregoing evidence that people 

doo not trust the state as a possible caretaker or bursar of their insurance scheme? 

Inn a follow up study to subject some of the preliminary qualitative findings to more 

rigorouss analysis, sampled households in Nkoranza and Dodowa, (chosen on the basis of 

functionall  experience) answered a few questions in a survey. A striking finding was that 

altogether,, the relative majority of subscribers and non-subscribers in Nkoranza district 

(40.8%)) favoured the state as the most effective organiser of a health insurance scheme. In 

Dodowaa the relative majority cited the district (35.4%) but the state followed closely 

(32.0%).. This rather high endorsement of the state contrasts the dominant negative 

outlookk of the state in the qualitative study. A brief explanation of that quantitative survey 

analysiss wil l suffice here. 

Altogether,, 502 and 518 respondents in Nkoranza and Dodowa districts respectively 

weree interviewed. Respondents were health staff and community members. In Nkoranza 

5.8%% were health staff compared to 9.3% in Dodowa. While there were more subscribers 

(55%)) than non-subscribers (45%) among the community members interviewed in the 

surveyy in Nkoranza district, the opposite was the case in Dodowa where there were twice 

ass many non-subscribers (71.4%) as subscribers (28.6%). This reflects the low level of 

subscriberss and the difficulty in obtaining them for interview in Dodowa district, which is 

attributablee to the young life of that scheme. Specifically, in order to test whether the 

communityy trusted the state to be the bursar of their scheme, respondents in the survey 

weree asked to indicate who they "preferred most to organise their health insurance scheme 

effectivelyy and why" among a choice of alternatives (mainly governmental and non-

governmental).. Part of the results is presented in Table 8.1 and 8.2 below. 
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Tablee 8.11 believe health insurance can be most effectively organized by... 

Organiser r 

State e 
Distric t t 
NGO O 
Church h 
Villag e e 
Others s 
Noo response 
Total l 

Nkoranza Nkoranza 
Subscribers s 

23.3 3 
5.4 4 
4.8 8 
14.1 1 
1.4 4 
5.6 6 
0.4 4 
55.0 0 

Non--
Subscribers s 
17.5 5 
4.4 4 
3.4 4 
11.4 4 
1.6 6 
5.8 8 
1.0 0 
45.0 0 

Dodowa Dodowa 
Subscribers s 

8.4 4 
11.6 6 
3.7 7 
3.9 9 
1.4 4 
--
--
29.1 1 

Non--
Subscribers s 
23.6 6 
23.8 8 
10.4 4 
10.8 8 
1.4 4 
0.8 8 
0.2 2 
70.9 9 

Tablee 8.2 Key reasons upon which choices about effective organisation are based 

Reasons s 

Better r 
organisational./ / 
management t 
capacity y 
Bestt  financial 
resources s 
Trustedd &  non-
corrup t t 
Godd fearing 
Mor ee community 
oriented d 
Experiencedd in 
scheme e 
Noo response 
Total l 

Nkoranza Nkoranza 
Subscribers s 

6.0 0 

24.2 2 

6.0 0 

7.4 4 
4.2 2 

5.8 8 

0.4 4 
55.2 2 

Non--
Subscribers s 
4.4 4 

18.8 8 

6.8 8 

5.4 4 
2.4 2.4 

5.0 0 

1.0 0 
44.8 8 

Dodowa Dodowa 
Subscribers s 

2.4 4 

9.9 9 

4.0 0 

1.4 4 
5.3 3 

5.9 9 

0.4 4 
29.3 3 

Non--
Subscribers s 
5.6 6 

27.9 9 

12.9 9 

4.2 2 
8.9 9 

10.5 5 

0.8 8 
70.7 7 

Forr analytical purposes, the response categories make a distinction between the centralised 

statee administration and the decentralised district administration. 

Howw then do we explain the variation between the qualitative and the survey data? 

Thee most likely explanation is offered by the underlying reasons for people's preferences. 

Thee dominant indicator upon which people based their choice in the survey was perceived 

financiall  ability. Accordingly a majority in each district (43.0% and 37.9% in Nkoranza 

andd Dodowa respectively) cited "best financial capacity" as the most important reason 

uponn which their choice was based. This is further reinforced when various organisers are 

consideredd individually in relation to the reasons for selecting them. Among those who 
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favouredd the state, the overwhelming majority of subscribers and non-subscribers together 

inn Nkoranza (83.9%) and Dodowa (93.7%) based their decision on the perceived financial 

capabilityy of the state to support a scheme. 

Furthermore,, an interpretation within a broader social context does not suggest a 

contradiction.. First, it is important to acknowledge that apart from financial capability, the 

otherr indicators upon which people based their decisions in the survey emphasise social 

attributes:: trust and similar qualities such as perceived fear of God, lack of corruption, 

orientationn to the community and the capacity to organise and manage the scheme based on 

experiencee and competence. Significantly, these qualities together outweigh the financial 

factorr and places social attributes at the centre of what people consider important for their 

preferencess for scheme ownership. Accordingly, the ultimate choice might in fact not be 

thee state when all the options and preferences are evaluated. The relative majority 

pref erencee for the state in the survey ought to be viewed with caution, given the common 

Ghanaiann perception that the state is some benevolent organisation or entity that provides 

freefree things. The survey finding might therefore be people's way of saying that they expect 

thee state to provide the necessary financial support if they cannot afford the charges 

themselvess in a social insurance scheme. 

AA further comment on the other top choice apart from 'the state' in the two districts is 

worthwhile.. In Dodowa, the district was actually the most preferred choice. Practically, 

thiss was also the decentralised state, but the difference in emphasis could be explained by 

thee fact that the Dodowa community considers effectiveness more in terms of the district 

becausee "district" has been a key concept in the education and mobilization drive of the 

Dangmee West District community health insurance initiative. On the other hand, although 

alll  residents and non-residents of Nkoranza are eligible to be members of the scheme in 

thatt district, apart from being a single facility based scheme, "district" as a concept per se 

hass not been a key organising principle of the Nkoranza scheme. On the other hand 'the 

mission'' was the next preferred option in Nkoranza district after the state. Again this was 

consistentt with what the community had known and were used to, since they associate the 

hospitall  and the scheme with the Catholic mission. In essence, this indicates that 

familiarityy also plays a key role in people's confidence in scheme ownership. Peoples' 

preferencee for the church was based on moral grounds such as fear of God (48.8%) and 

trustworthinesss and non-corruption (31.5%). Similarly, when people refer to the district, 
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theyy imply the district health management team or health administration in a more narrow 

sense.. People's preference for 'the district' is thus an endorsement of their perceived 

familiarityy with the organisational drive in health insurance by the DHMT in the district. 

Despitee its short period of operation, the important reasons why people chose it as the next 

inn importance after the state was because it was better experienced in organisation (43.3%) 

andd better community oriented (35.0%). 

Discussion:: Can the state inspire popular collective will in community 

schemes? ? 

Emergingg community health insurance schemes in Africa have either been initiated by 

healthh facilities, NGO's, local communities or cooperatives and owned and run by any of 

thesee organisations (Atim 1998; Criel 1998b). It is, however, important to recognise the 

increasingg interest of states in such schemes and attempts by some governments to 

implementt such initiatives on a national scale. State intervention is crucial for a number of 

reasons.. First, it provides a means for achieving the objective of basic health care for all 

itss citizens. Secondly the declining support by the extended family imposes a stronger 

responsibilityy on the state to fil l the void. Again, there are also practical social reasons that 

justifyy state control or administration of non-profit schemes. These include control of cost 

too consumers, maintenance of quality, provision of a comprehensive package rather than 

partiall  coverage and assurance of provision for the poor and indigent. 

Furthermore,, from a social historical perspective, de Swaan has noted that state 

interventionn in nineteenth century mutual fund societies in Western Europe introduced 

threee unique and novel elements: permanence, national scope and legal compulsion. The 

state,, by virtue of its enormous resources, became the oldest and most creditworthy risk-

bearer.. It also had the largest encompassing organizational structure. Most important of 

all,, the state could exert effective and legitimate compulsion and thus impose obligatory 

insurancee upon the vast majority of wage earners (de Swaan 1988:149). 

However,, in the developing country context such as Ghana, state intervention 

presentss its own problems and complexities. First is the problem of a lack of adequate 

financiall  resources to implement and support such schemes. Second is that the socio 
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culturall  context of the informal sector makes the application of a generic scheme on a 

nationall  scope implausible, since communities vary in terms of socio economic and 

culturall  realities. In addition, legal compulsion is untenable because neither the 

governmentt nor any implementer has control over people's incomes. Whether people want 

too pay their premiums, how much they can pay and what type of benefit they want are all 

issuess with the people. Furthermore, state intervention in health care financing through 

communityy schemes presents an interesting analytical paradox. While the nation state 

seekss to implement community insurance schemes as social protection mechanisms, that 

needd has become all the more necessary due to the failure of the state to provide adequate 

sociall  support for its sick. 

Voluntaryy or mutual co-operation originates from people themselves, and is often 

informall  in nature and intertwined with local culture. In the field of social security, they 

offerr alternatives that compliment what the nation state or bureaucratic formal organisation 

inadequatelyy provides. Of great significance is that voluntary cooperation is more likely to 

bee accepted, and for that matter effective, where substantial stock of social capital exists. 

Sociall  capital here can be understood as networks of social relations which are 

characterisedd by norms of trust and reciprocity and which lead to outcomes of mutual 

benefit.. In the traditional Ghanaian extended family or village particularly in the past, 

peoplee trusted those they knew: relatives and neighbours. Society's social capital was 

intrinsicc in primary social groups in the form of norms of reciprocity and networks of 

communityy engagements. 

Onn the basis of the analysis in this chapter, the relevant analytical questions that 

oughtt to be asked are: Is whether it is likely or even at all possible for the state to exert, 

exercisee or inspire the necessary social influence or social capital on community members 

inn informal community schemes to achieve a desirable result in the Ghanaian context? Can 

thee state as a formal bureaucratic institution generate loyal feelings of solidarity among its 

citizens,, just as small social units like the family are able to do in informal settings? 

Furthermore,, can the state inspire movement towards the scaling up of informal security 

mechanismss into formal or market based national schemes? 

Viewss expressed by many community members as well as health staff in the 

foregoingg discussion indicate that they associate public institutions with poor quality 

services,, inefficiency and to a far greater magnitude, corruption. A World Bank study in 
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Junee 2000 made a similar observation about public institutions in Africa in general. The 

problemm of corruption, defined simply as the abuse of public office for private gain, 

deservess some attention here because of its far-reaching social and cultural dimensions. As 

aa concept with wide social, economic and political dimensions, a comprehensive 

discussionn of the subject obviously falls outside the scope of this discussion. A brief 

referencee to relevant aspects wil l be therefore be made here. First, what are the causes? 

Ass already mentioned, one aspect of the problematic nature of corruption in all public 

servicess in Ghana is typified by the common Akan phrase that everybody chops from his 

jobb {Obiara didi n 'adwuma ho). This association with gastronomy has been found among 

publicc institutions elsewhere in Africa. Bayart (1993:242) in his classic comparative study 

off  Africa noted that in Cameroon, they talk of the politics of the belly. "They know that 

'thee goat eats where it is tethered' and those in power intend to 'eat'". He explains the 

termm "eating" in relation to the concept "politics of the belly" thusly: 

Itt refers not just to the belly, but to 'politics'.... A man of power who is able to amass 

andd redistribute wealth becomes a 'man of honour'. In this context, material prosperity 

iss one of the chief political virtues rather than being an object of disapproval. 

Althoughh Bayart's case referred to the situation of politicians and politics in Africa, it has 

widerr applications for the widespread phenomenon of private gains from public good. 

Indeed,, the fact that the practice finds expression on the shop floor of public health 

servicess makes its application here very relevant. Several structural and cultural factors 

havee been identified as encouraging corruption within Africa's public health services and 

publicc administrations in general. The relevant ones for our purpose here include the 

practicee of gift giving. Scott (1972) has explained that the survival of the traditional 

practicee of gift giving and granting of services in a society with salaried civil servants 

constitutess a form of petty corruption. The 'persuasion' of a doctor to take a gift as an 

assurancee for the satisfactory treatment of a client is a case in point. 

Againn the prevalence of kinship ties, clientilism and other traditional loyalties over 

modemm bureaucratic obligations leads to nepotism and corruption as people in government 

servicee allow their family and traditional interests to prevail over those of the state. This 

situationn is worrying to many community members who speak about kinship, friendship 

andd other social ties as the basis of favouritism. They believe these factors wil l affect how 
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insurancee scheme officials would treat them. Furthermore, the over-centralisation of 

powerr in the state also contributes to the phenomenon. In a study of medicine distribution 

inn South Cameroon, Van der Geest also linked the custom of gift giving and most 

importantlyy "the overwhelming position of the state as the main source of goods, services 

andd employment" too the socially accepted practices of privately using medicines belonging 

too the state. Other causes of corruption that have been mentioned by other authors include 

absencee of transparency in public fund management, low salaries and lack of media 

freedomm to expose scandals (Hakeem et al). 

Howw does corruption affect the health services? Or how could it potentially affect 

financingg schemes? Institutionalised or systematic corruption that allows officials or staff 

off  health institutions or health schemes to extort money from patients is socially corrosive. 

Onee consequence of the position of the state as the main source of goods, services and 

employmentt is the expectation from its citizens that the state should provide them with free 

servicess irrespective of their ability to afford the services or not. Ironically, prevailing 

kinshipp ties and traditional loyalties nurture the practice in the public sphere and 

constitutess a major drain on health resources and a potential bottleneck to the social and 

economicc feasibility of community financing schemes. As Van der Geest (1982) observed 

inn relation to the distribution of medicine in South Cameroon, corruption has the tendency 

too "maintain the status quo in the unequal distribution of health resources and economic 

resourcess in general". 

Accordingg to a recent Transparency International Report, there are other social 

consequencess of corruption (Global Corruption Report 2001). 

[It]]  adds to poverty as it transfers real resources from official state coffers to a few rich and 

powerfull  individuals. Corruption also has a tendency to distort economic factors because 

thosee who benefit from it are rewarded for little or no work done, and the costs of projects 

turnss out to be higher than would normally be the case. 

Too sum up, in the establishment of schemes, public confidence and trust are important in 

orderr for them (schemes) to have a strong social and legitimate foundation. However, this 

legitimacyy of the public service in Africa has come under serious challenge due to 

diminishingg public confidence caused by corruption. 
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Whenn economists and health planners discuss the potential for health insurance in 

Africa,, they commonly ignore or treat these important social issues as piecemeal. For 

example,, in a 1995 World Bank classification by Shaw and Griffin (1995) and later Ensor 

(1997)) to explore the potential of social health insurance in Africa, they used a scoring 

systemm based solely on supply and demand factors as if the social contexts did not matter. 

Yett community schemes cannot be seen purely in terms of supply and demand without due 

regardd to the associated social expectations and social environment of those for whom it is 

planned.. Indeed as Criel (1998:78) has rightly noted, a perspective that ignores the social 

dynamicss is ahistorical and incomplete. Yet again where local attitudes and conditions are 

recognised,, there is a tendency to perceive them as static without adequate attention to 

theirr dynamic aspects (see Chapter Six). 

11 wish to emphasise here however that neither the present world nor the formal 

bureaucraticc state meet the social criteria for the functioning of solidarity. In other words, 

societiess today, even the remotest ones in an old indigenous village where economic 

survivall  was once based on reciprocity and social capital was central to community 

engagementss are no longer so. Society at present does not stand and fall by the social 

relationshipss in the community. Of even greater significance is that in a health insurance 

scheme,, the underlying concept that binds people together is the premiums they pay. The 

transactionn therefore precludes any form of social capital for the individuals involved, 

althoughh it is probable that where greater stocks of social capital exit in a community the 

peoplee may be more willin g to share risks with others and vice versa. In order for the state 

too achieve or enhance voluntary cooperation in the community, there must be other ways 

off  building the sense of voluntary cooperation. What die findings in the foregoing analysis 

suggestt is that trust and credibility are very important. Thus, we return to the question: 

Wouldd people trust the state? 

Peoplee might be more willing to enter into an insurance arrangement if they are 

confidentt they wil l get the best outcome from the transaction. Hypothetically, a high level 

off  trust is necessary to generate people's confidence to cooperate voluntarily. Trust might 

alsoo be necessary for the way people behave in the scheme, such as their tendency towards 

morall  hazard and adverse selection. Under conditions of trust, therefore, people and/or 

informall  social groups are more likely to be co-operative and supportive. A high level of 

trustt is likely to lead to a high level of support, and vice versa. However the corrupt image 
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off  the public service poses problems for confidence and is a critical setback to the ability of 

thee state to scale up informal community insurance schemes to national level schemes. In 

conclusion,, apart from the administrative, institutional, technical and financial limitations, 

aa lack of trust and credibility in the state provides many reasons to not to be too 

enthusiasticc about what the state can achieve through voluntary insurance schemes. The 

urgee or power of solidarity for achieving success rests with the people. 
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Summaryy and Conclusion 

Summingg up 

Thiss study set out to investigate how "the people" for whom health insurance is planned 

vieww a formal or state-based health insurance and how they are likely to participate in such a 

scheme.. The purpose has been to provide insights into how a sustainable insurance system 

cann be implemented in Ghana by taking into account the local traditions of mutual 

insurancee or social security. The focus has therefore been kept on the dynamics of both 

traditionall  social security arrangements in the Ghanaian society and the emerging health 

insurancee schemes since the driving force behind the 'new' insurance schemes are the similar 

principless of equity and solidarity. 

Contraryy to official policy assumption and existing empirical propositions that rural 

householdss will participate in risk sharing insurance schemes because of their cultural 

affinityy and past experience with solidarity associations, this study has as one of its main 

findingss that the overriding motivation of people to participate is based on enlightened 

self-interest.. Again, the common assumption that tends to associate potential positive 
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influencee of social capital in a community with people's desire or willingness to share risk 

andd thereby enhance health insurance is questioned. In practice, the nature and social 

contextt of community wide or district wide health insurance schemes do not provide 

opportunitiess for the accumulation of social capital. Another key finding is that, although 

peoplee perceive the state as more capable of providing the resources for setting up 

insurancee schemes, they literally do not trust the state as a credible fund holder in view of 

perceivedd official corruption, bureaucracy and inadequate monitoring and accounting 

systemss in the public sector. 

Polanyi'ss analysis of the rise and influence of "the socially embedded market" in The 

GreatGreat Transformation provides a useful starting point for my theoretical perspective. His 

threee basic "principles of social organisation" which are the principle of reciprocity 

(solidarityy networks), the principle of (state) authority (command networks) and principle of 

thee market (exchange networks) explains how the needs of society determine economic 

behaviourr in pre- industrial and primitive economies, whereas in modem market 

economiess the needs of the market determine social behaviour. Following Polanyi, the 

morall  economy theory of James Scott and the political or rational economy theory of Popkin 

providee the basic arguments for my conceptual framework. Scott embodies the thoughts of 

Polanyii  and argues that the peasant life is geared towards altruistic motives. In Popkin's 

rationall  economy approach, he opposes Scott. He believed that the actions of the pre 

capitalistt peasant were directed towards individual, self-interested values. Writers after them 

joinedd the debate as proponents and opponents reconciled the two viewpoints. De Swaan's 

theoryy of collective action explains the collectivisation process as a result of self-interested 

behaviourr that arises from the realisation of interdependence and external effects of people 

onn one another's actions. In Chapter One I provided an overview of the community health 

caree financing problems in sub-Saharan Africa by emphasising the point that health 

insurancee there owes its increasing popularity to the problems of health care financing. 

Communityy based health insurance schemes are conceived of as a response to the negative 

sidee effects of user fees on access to health care for the poor and socially disadvantaged. 

Inn order to situate the discussion in its proper historical context, Chapter Two dealt 

withh the historical developments of public health in Ghana and how it was paid for from 

thee pre-colonial period. That history reminded us to not lose our perspective on the social 

andd political forces that have shaped the service and people's attitude towards health care 
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andd its payment. It revealed that the public health services available today developed 

directlyy from, and are to a large extent reflective of, the curative biased character of the 

legacyy bequeathed by colonial Britain. The financing of that service has gone through a 

chequeredd history from nominal fees to fee free health system and back to user fees. That 

chapterr also pointed out that colonial health services were financed mainly through general 

taxation,, with the exception of small fees charged to non-civil servants. Financing the 

servicee became a chronic problem after the immediate post independence government of 

Nkrumahh in the late 1950s introduced the free health care policy. In general though, the 

patternn of public health financing did not change significantly after Nkrumah. The 

problemss of health care financing became compounded after the economic problems of the 

seventiess and the entry of nominal fees into the realm of public health services during the 

time.. The pragmatic introduction of user fees in public health care facilities started in the 

midd 1980's, when full cost recovery for drugs when World Bank and International 

Monetaryy Fund structural adjustment programmes became a major feature of Ghana's 

economicc policy reforms in the health sector. 

Thee background information in Chapter Three pointed out that the three community 

initiativess that constitute the subject matter of this study were all conceived against the 

backdropp of the foregoing contextual problems. They were initiated or planned with the 

intentionn of making health care accessible to poor households, particularly in rural 

communities,, who face chronic payment problems. They thus represent attempts to inject 

andd institutionalise traditional reciprocal solidarity principles into innovative insurance 

schemess in rural communities. They share certain common features. They are all planned 

ass voluntary but household mandatory schemes, they are based on prepayment of 

contributionss to an identifiable fund and they offer a clearly specified benefit package. 

Thee pioneer community health insurance scheme in Ghana, Nkoranza, has never really met 

itss projected membership target since its inception, but it has been able to survive the 

challengess of an innovative community scheme for a decade. The Dangme West district 

scheme,, which is in a very infant stage, offers another experience in community schemes. 

Itt is the first district wide and also public sector scheme that offers both in- and out- patient 

servicess from all public health facilities in one district. Its greatest challenge remains how 

itt will be able to meet its in-patient obligations by relying on hospitals in adjacent districts. 

Thee NHIS pilot scheme became a stillborn highhanded social engineering programme, but 
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understandingg the path it treaded while the idea lasted fill s a useful information gap on 

whatt is known about community health insurance schemes planned by the state. 

Overall,, the critical challenge for the emerging community health insurance schemes 

iss how to secure culturally appropriate ways of creating or attaining larger risk pools 

beyondd familial and small homogenous groups and transforming them into more 

anonymouss mutual insurance schemes. Understanding the dynamics at work in such a 

processs is what the study set out to investigate. In-depth insight into the traditional social 

securityy arrangements in Ghanaian society in Chapter Four therefore provided the necessary 

socio-culturall  background for situating the discussion. In the Ghanaian traditional support 

system,, the extended family was the basic unit of social organisation. The system revolved 

aroundd it and provided the social and juridical framework for long-term reciprocity. Social 

relations,, defined by kinship served, among other functions, the purpose of determining in 

advancee the rights and duties of members during times of emergencies. These relations 

becamee customary laws governing groups; they decided social norms relating to property, 

inheritance,, ownership of land and collection of family contributions. 

Althoughh it had its limitations, the traditional system was a relatively effective way 

off  assisting the members of society who adjusted their norms to insure their daily survival. 

Theree is, however, a common tendency to idealise the past in relation to the present when it 

iss discussed. More significantly, traditional arrangements are disintegrating as a result of 

thee common processes of social transformations discussed by several authors and 

mentionedd in previous chapters that are also taking place in Ghanaian society. Factors that 

contributee to social disintegration include modernising features of state formation, 

education,, new economic opportunities and aspirations, urbanisation, westernisation, 

globalisationn as well as concomitant changes in attitudes and patterns of consumption as 

welll  as radical changes in work roles and social stratification. For example, education and 

Christianityy have provided people with values that fall outside of the traditional 

organisationn of society, while the new economic order has put money at the centre of 

economicc survival. The processes of state formation also led to the addition of a new 

Westernn style of social security system to the existing one, which was based on the principles 

off  the market and the state. The continued importance of traditional social security is 

explainedd by the fact mat the formal social security arrangement has been limited to the 

formall  sector of the economy, thereby leaving out the largest proportion of the population 
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whoo earn their livelihood in the 'informal' sector. People suffering the greatest insecurity, 

suchh as the aged, the young, women, children and particularly the handicapped are often 

excludedd from this new form of social protection. 

Chapterr Five opened with the primary empirical findings that a range of contextual 

factorss shape lay perceptions of health insurance in Ghana. Key factors among them are 

thee weakening traditional social security mechanisms, past experience with other 

communityy micro-finance schemes, financial and social problems that individuals 

encounterr with the public health system and existing beliefs in the efficacy of alternative 

medicines.. Significantly, both implemented and community people conceptualise and 

sharee the value of community-based health insurance in terms of its social protection 

ability.. The prepayment feature is perceived as immensely helpful in enabling rural 

householdss to gain regular access to health care. Community people also credit insurance 

withh psychological benefits, as once they are insured, they do not have to worry about 

moneyy when they need health care. The scheme's contractual nature (composed of a set of 

formall  rules and regulations) is also regarded as more secure and reliable compared to 

traditionall  support mechanisms. Altogether, the opportunity to share risk through 

solidarityy with others is perceived as a noble alternative to the disintegrating traditional 

system. . 

Theree are however, popular concerns and worries about community schemes. The 

differentt logic of local savings and credit schemes make people sometimes question the 

redistributivee effect of risk sharing in health insurance in which the return of the 

investmentt to an individual is not always guaranteed. Some feel it is 'cheating' when 

'nothingg is offered' for conditions or situations that in their own estimation ought to be 

coveredd or when they do not get anything after a long period of not falling ill . This finding 

suggestss that risk sharing is not always understood or accepted by people in the 

community.. The most far reaching concerns that people have about community schemes 

aree related to poor quality of health care and services, which are manifested in poor staff 

attitudess towards patients, favouritism, cheating and other negative misconduct and 

malpracticee by health staff. 

Inn discussing the relationship between traditional solidarity and mutual health 

insurance,, one question that comes out strongly is whether it is possible to transfer the 

solidarityy as exhibited for example in funerals into mutual insurance. A careful 
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understandingg of the social context and dynamics of the organisation of funerals and how 

theyy differ from mutual insurance reveals that the economic appropriation and social 

accumulationn or affirmation of prestige involved in funerals explains why such a transfer is 

difficult .. An important item of economic appropriation is donations offered during 

funerals.. Moreover, the social setting of funerals and donations provide opportunities for 

collectivee action to strengthen social identities and prestige through generalised reciprocity 

inn the public sphere. On the other hand, the payment of premiums in insurance only 

providess an opportunity for balanced reciprocity where social ties might never be 

experiencedd between the individuals involved. This fundamental social difference between 

funerall  support and insurance schemes is an important finding in light of the widespread 

tendencyy to cite community support during funerals as an example of the solidarity that 

couldd be achieved with health insurance. Another culturally complex difference between 

funeralss and insurance is the emotional aspect of the former. Funerals instantly revive 

solidarityy and mutual assistance, not only among family members, but among the entire 

communityy because the emotional sentiment to assist is influenced by the level of 

precariousness.. This is the context within which I interpret Ghanaian people's differential 

attitudee towards situations such as old age and sickness on the one hand and funerals on the 

otherr hand. 

Chapterr Six took the analysis further and examined the reasons why people join or do 

nott join insurance. Most of what we know about the feasibility of community insurance 

schemess in sub-Saharan Africa comes from economic studies. One of the dominant 

themess in those studies is that community members' willingness to participate and pay into 

ann insurance scheme is based on household or aggregate expenditure surveys or from 

attitudee surveys using contingent valuation analysis. The findings in this study caution 

againstt the reliability of findings or predictions derived through such approaches. 1 

producedd qualitative evidence, especially in Nkoranza, that shows that the pious and 

favourablee statements people make about their willingness to join community schemes that 

doo not yet exist must be taken with a pinch of salt. They are likely to behave otherwise 

whenn the scheme becomes operational. If people know and feel strongly that a certain 

behaviourr or phenomenon is desirable, they are likely to endorse it in the theoretical social 

researchh situation but in practice they might reject it. The views of Maame Akosua, a 44 

year-oldd businesswoman from Dodowa, in the Greater Accra region, during one of my 
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fieldd visits regarding the need to look beyond rhetorical flourishes of people on the field 

wass very incisive: 

11 live and mingle with people in this community so I can confidently attest that I know 

themm very well. When they first hear about something new, they will tell you that it is 

good,, they like it and they will do it. But I can assure you that when the time comes 

forr them to do it, they will behave as if they were not the same people who previously 

saidd they would do it. It does not matter how well you try they will ignore you. That 

iss their attitude and you will see it when the insurance starts. Mark my words. 

Whatt then is the rationale for some people to join insurance schemes while others do not? 

Insteadd of solidarity being the organising principle of policy makers, the key finding of this 

studyy is that the underlying motive for people to join insurance schemes is based on 

enlightenedd self-interest. This finding questions the common health policy assumption in 

Ghanaa that households wil l join community insurance schemes because of past traditions 

off  solidarity. It is quite ironic that while every Ghanaian accepts the fact that traditional 

supportt networks have weakened because ofanibue, (the Akan word which literally means 

'civilisation'),, in the context of the discussions of this study, claim is still made on 

traditionss without recourse to the dynamics of change. It is important to underscore the 

pointt on the basis of the evidence in this study that the effectiveness of solidarity in the 

traditionall  support system was occasioned by social attributes such as the homogeneity, the 

smalll  size of group and networking within that group. These attributes are lacking or at 

bestt are overlooked in the new insurance schemes. 

Onee of the key objectives in the development of community financing schemes is to 

reducee health inequalities and improve financial access to health care for the poor. I 

emphasisedd in Chapter Seven that attempts to focus on the poor began with a problem of 

conceptualisingg 'the poor'. There are at least two levels of poorness: economic and social. 

Inn the first sense, the whole of the rural community considers themselves as poor. In their 

perception,, the socio economic consequences of the rural economy affect them equally; 

incomess are seasonal but they survive. In the second sense, the poor comprise a relatively 

smallerr group of people who are consistently in physical want due to disability, gender or 

sociall  want. These are often referred to as the poorest of the poor, indigents or paupers. 

Beyondd these economic meaning of the poor, 'the poor' in the context of community 
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schemess has other relative social dimensions. Most people consider themselves poor and 

unablee to afford the premiums not because the premiums are unaffordable per se but due to 

largee family size and the timing of the collection. Even though these arguments are 

sometimess circumstantial. There are also others who are "poor in mind"; these include all 

thosee who do not join because of highly self-interested reasons such as faith that they will 

nott fall sick or belief in indigenous medicine. 

Overall,, the irony of community voluntary schemes is that the people in greatest 

need,, people like paupers and indigents who struggle for everyday survival, whom the 

schemess seek to assist, are often the ones least likely to benefit from them. This is because 

off  their inability to pay insurance premiums, which would entitle them to use services at a 

laterr period. This attests to the lessons of history that the autonomous provision of care 

alwayss leaves out the poorest substratum. In 19th century Europe, it took the intervention 

off  the state to create a free health care policy, and bring services to the poor in the course 

off  time. From a policy relevance point of view, the issue of insurance for the poor returns 

too exemption policies for the poor. The implementation of exemption policies for the poor 

inn Ghana has however, been fraught with problems that include unclear guidelines, a 

varyingg social definition of the poor, inadequate funding and delays in reimbursement. 

Suchh problems with the poor lead this analysis to the role of the state in insurance 

schemes.. In a developing country such as Ghana, the role of the state in community health 

insurancee is necessary for providing the political, legal and infrastructure back up for its 

implementation.. In the Ghanaian rural context, policy makers and health planners consider 

thee key role of the state as particularly critical in view of the particular social setting which 

makess health insurance difficult to implement. Chapter Eight therefore analyses people's 

receptionn to the state as a bursar or fund owner of insurance schemes. The striking 

findingss showed that people look upon state controlled insurance funds with mixed 

expectations;; most were pessimistic. On one hand people perceive the state as having 

moree resources than any other entity to support insurance schemes. They also thought it 

offeredd opportunities for a wider coverage in the entire country. On the other hand, there is 

greaterr scepticism about the state, which is related to a lack of trust and faith in public 

officialss and politicians concerning "the way things are done in the public sector". This 

negativee public perception comes out of dissatisfaction and disillusionment with the past 

performancee of state enterprises and public corporations. One of the most frequently cited 
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exampless is the formal social security institution in Ghana, SSNIT. Images of state 

institutionss commonly convey notions of dishonesty, misapplication and embezzlement of 

fundss and a total lack of a culture of accountability. In short, people do not consider the 

statee as credible to hold their funds. In their view even on the shop floor of health care, the 

collectionn of illegal fees, bribes and other corrupt activities take place. People therefore 

attributee their scepticism about state initiatives as due to fears that they might not work. 

Thee ill-fated NHIS pilot scheme is a monumental example of those worst fears. In 

essence,, people's attitudes towards public health institutions are ones of protest against 

lethargicc health staff attitude and poor quality of service. 

Interestingly,, implementers sometimes conceive the problem of people's lack of 

confidencee in the state as a phenomenally Ghanaian apathetic attitude towards state owned 

institutionss or initiatives. But significantly, health implementers deride the work culture in 

thee public sector as generally lacking adequate and effective monitoring and systems for 

accountability.. There is some consensus among them that if schemes are run by the state 

theyy could inherit bureaucratic encumbrances, inefficiencies, financial mismanagement and 

corruptionn from the state. Implementers also explain away the problems as being the 

consequencess of poor remuneration and logistics, a lack of good social amenities 

particularlyy in rural areas and the conservative posture of some key policy makers who 

oughtt to effect necessary changes to improve the health service. 

Iss health insurance socially and culturally feasible? 

TheoreticalTheoretical implications of findings 

Itt has not been the purpose of this study to test any grand theory about people's rationale 

forr collective action to solve individual health problems. It is, nevertheless, necessary to 

situatee the findings alongside existing knowledge. How do existing explanations of mutual 

schemess in sub-Saharan Africa and other places in the developing world help us to explain 

thee findings here? 

Analytically,, any attempt to understand what impels individuals towards collective 

actionn and whether family solidarity could translate or be scaled up into a modern mutual 

healthh insurance must of necessity be based on an understanding of the comparative and 
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functionall  dynamics of both the traditional (past and present) and the emerging health 

insurancee systems. 

Too recall some of the issues already discussed in the previous chapters, the 

effectivenesss of reciprocity in the traditional Ghanaian social support system was clearly 

facilitatedd by the homogenous nature of the kinship based system. Members of exchange 

systemss knew each other and functionally interacted with one another. The sense of 

belongingg and trust served as a check on one another and prevented abuses. The obligation 

too share was also supported by existing social sanctions. Thus, those who refused to share 

didd not only stand the risk of not benefiting from similar or alternate provisions 

themselves,, but in the perception of the community risked incurring the displeasure of the 

sociall  group. People were willing to share in order to avoid tainting their reputation 

(dinsee)(dinsee) or bringing disgrace (animguasee) upon themselves and their families. This is 

forcefullyy conveyed by the Akan proverb that the death of a family member is considered 

ass the death of an individual while the disgrace of a member was seen as shame that 

infestedd the whole family. (Wo busua ni wuanawo nwuu bi, na mmom, SE jfzre a na wo 

nsonso wo afore bi). The urge to share and give to other members rather than keeping ones 

resourcess for oneself was a highly valued trait, because the ideal set in that reciprocal 

systemm was that of mutual helpfulness and co-operation for the common good of the group 

off  kinsfolk. 

Clearly,, in the Ghanaian traditional system, the conditions in which people lived and 

workedd would have compelled them to seek cooperation and share what they had with 

others.. Indeed, the economic as well as the inheritance system ensured that family assets 

weree shared among members and remained within the group. Family and community thus 

reliedd on each other and shared with each other in order to satisfy their social and material 

needs.. As a consequence, such a system provided an effective motivation to seek 

cooperationn with others. It is significant to observe however, that on the whole, the 

collectivee arrangements of the traditional Ghanaian social security system have gone in the 

directionn of decreasing efficiency as the involvement of the scope of social networks has 

becomee increasingly weaker. As a result, the internal mechanisms or dynamics of the 

solidarityy networks in the traditional system is not as strong as it used to be. In the area of 

healthh care this weakened process has had more untoward consequences for the poor and 

indigentt in society in their ability to access health care when the need arises. 
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II  have emphasized the historical processes involved in the emergence of the schemes 

analysedd in this study. Like most similar schemes in sub-Saharan Africa, they represent an 

attemptt by the state to secure additional revenue in health care for its citizens. In other 

words,, it is a subtle way by which the state seeks to mobilize revenue it cannot directly 

raisee by taxation. It cannot raise this money through taxation because of the highly 

informall  nature of occupations in the vastly rural economy. In this context, health 

insurancee is one way of what Scott (writing in another context) refers to as the 'state's 

attemptt to make a society legible... in ways that simplified the classic function of taxation' 

(Scottt 1998:2). 

Secondly,, the goal of planners is based on the principle of solidarity. However, 

unlikee the traditional system, which was based on generalised reciprocity, the emerging 

schemess are based on balanced reciprocity. Members voluntarily contribute at a certain 

pointt in time in order to benefit when sick. Sickness is therefore a precondition for benefit. 

Nott all wil l have their turn, but once sick, help is assured. The main finding in this study 

howeverr indicates that for the people for whom insurance is planned, the over-bearing 

motivationn to seek cooperation with others is based on enlightened self-interest. This has 

implicationss not only for the desire of members to participate, but also for how they behave 

withinn the scheme. The idea of a higher self-interested motive therefore implies that 

peoplee only want to pay premiums or are willing to join the insurance scheme if they feel 

thatt it wil l benefit them rather than cause them to share risk with others. This partly 

explainss the high levels of adverse selection and moral hazard, factors that bear on the 

feasibilityy and long term sustainability of such schemes. How do we explain this? 

Ass I pointed out in Chapter One, Polanyi's thoughts on economy and society in The 

GreatGreat Transformation (1940) provide the lead that has influenced the debates on 

interpretingg the rationale for collective behaviour. His analysis of reciprocity and 

redistributionn shows that other modes of social exchanges with concurrent motives exist in 

societyy apart from market exchange. He thus provides a tool for identifying and explaining 

traditionall  social protection or security arrangements and the importance of social 

networkss in mutual health insurance schemes. One of Polanyi's key points regarding the 

motivee for exchange in traditional society is that such traditional systems were altruistic in 

thee sense that they ensured a living out of the resources of the group. Some of Polanyi's 
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alliess have emphasised this point. Among these, Scott, writing about risk insurance in a 

Southh East Asian village, notes: 

Itt is above all within the village - in the patterns of social control and reciprocity that 

structuree daily conduct — where the subsistence ethic finds social expression...All 

villagee families will be guaranteed a minimal subsistence niche insofar as the 

resourcess controlled by villagers make this possible (Scott 1976:40). 

Hee insisted that although the desire for subsistence security grew out of the needs of 

individuals,, it was thus socially experienced as a pattern of moral rights and expectations. 

Romanticc as the moral explanations of collective behaviour were, they make sense if 

consideredd against the background that they represented cultural solutions to inherent 

problemss in the objective social conditions of their occurrence. Indeed Scott was careful to 

note,, "where they worked... they were not so much a product of altruism as of necessity" 

(Scottt 1976: 6). Platteau (1991) has made reference to Evans-Pritchard (1940) who wrote 

att about the same time as Polanyi. Of his study of the Nuer, he remarked that, "it is scarcity 

nott sufficiency that makes people generous". Other writers such as Posner (1981) and 

Fafchampss (1992) have also explained that extreme precariousness in life in pre-industrial 

societiess often aroused solidarity. How then does the moral economy approach 

accommodatee self-interested behaviour? Like his forebear Polanyi, Scott concluded that 

twoo major transformations, capitalism and the related development of the modern state 

underr a colonial aegis radically led to processes that served to undermine the pre-existing 

insurancee system. The transformation of land and labour into commodities for sale 

broughtt a profound impact on pre-existing social insurance in pre-capitalist societies. 

Thee fundamental assumption of Popkin (1979), gives much credence to the self-

interestt motives frequently observed in this study. As Popkin points out, the individual is 

foreverr calculating about how to improve his well being or at least maintain his own 

standardd of living, rather than that of the village. In his view, therefore, such an 

assumptionn is more powerful than the 'romantic' notion of 'communal man' who is an 

altruisticc actor or passive subject willing to respect social norms of conduct and moral 

principless of reciprocity employed by Scott and his moral economy followers. Rather, he 

argues,, transfer behaviour may result from repeated interactions of self-interested 

individualss or households who share risk or generosity for the sake of future reciprocity. 
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Itt is significant to point out that later contributions to the debate have tended to see 

thee two approaches not as being in opposition but when taken together permit an adequate 

understandingg of the rationale for collective action. For example, Posner's (1980:4) 

contributionn to the debate, which he wrote from an economic theory perspective, stated in 

thatt much of the 'moral' behaviour in so called pre-capitalist societies including gift-giving 

andd reciprocal exchange were "adaptations to the pervasive uncertainty and high 

informationn costs " that prevail in such a system. Both explanatory approaches are 

thereforee contextually and historically situated. 

Ann attempt to understand the over-bearing presence of self-interest provides insight 

intoo the dilemma of solidarity in insurance. The reason for a bigger group to make the 

schemee more effective through the benefits of economies of scale is also the reason that 

makesmakes self-interest more prominent than the solidarity principle. How does this happen? 

Ann adequate risk pool of health insurance even at the community level must go beyond the 

familyy or proximate individuals in order to become a viable 'mutual insurance company'. 

Thee propensity therefore is that the widening process in a community or district wide 

"mutuall  insurance company" also has the effect of loosening or weakening the bonds of 

thee web of social connectedness as the group widens and becomes more heterogeneous. 

Thee tendency is that people in the heterogeneous group become freer of social group 

pressuree to conform to group norms, as they would do in traditional morally obligated 

associations.. Accordingly, the social solidarity networks that compel conformity do not in 

practicee exist, or function to obligate members merely to share in written legal contracts 

forr the insurance. In effect achieving a higher level of integration in a wider insurance 

arrangementt as de Swaan has noted involves a higher level of dilemmas. On one hand a 

largerr and more heterogeneous membership potentially enhances the risks sharing capacity 

andd costs across the group. On the other hand, the processes of expansion impede mutual 

controll  and diminish common solidarity (De Swaan 1988:7-8). 

II  have also argued that the character of the widening insurance group has 

consequencess for the influence of social capital. The potential for social capital in the 

groupp diminishes because from the point of view of social connectedness, it does not 

enhancee solidarity since it is the premium people pay more than anything else that connects 

them.. Paying the premium through third parties does not provide the opportunity for group 

interactionn nor accumulation of social rewards such as prestige, recognition and patronage. 
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Thee social ties in insurance through premiums collected by a third party in this sense are 

merelyy synonymous with what Putnam (1995) calls 'tertiary associations'. 

Thee overbearing significance of self-interest as a motivation for collective action has 

welll  been expounded by De Swaan in his analysis of the processes of how and why people 

comee together in collectivised arrangements to deal with deficiency and adversity that 

appearedd to affect them separately. Based on a case study of Europe and the United States 

inn the 19th century, he shows how in these societies the collectivisation process extended 

fromm the bourgeois to the working class and then to the entire society. Using the theory of 

thee civilising process of Norbert Elias, he explains that this was achieved as a result of the 

realisationn of the growing interdependence of people and the external effects of their 

actionss upon others. He points out that: 

Thee constraints upon affective and impulsive behaviour were not imposed from 

outside,, but adopted.... They became social constraints to self constraint... as part and 

parcell  of one's person" (De Swaan 1988:248). . 

Aboutt workers' mutual societies in which these processes were highly visibly exemplified, 

hee observes that "the propensity to save epitomises the tendency to subordinate momentary 

affectss to more distant goals, the orientation to more distant future, constant self constraint 

andd the deferral of gratification" (De Swaan 1988: 249-250). He points out that one 

underlyingg development essential to the process is the acceptance of risk aversion, which 

impliess the subordination of momentary affects for the sake of more distant goals. People 

acceptt this by their reliance on their capacity for self-constraint to restrain spending. 

Byy way of analogy, the process described by de Swaan is synonymous to that which 

takess place in the traditional, morally obligated, Ghanaian social security system. People's 

desiree for future cooperation in that system was compelled by social constraints to 

cooperatee in case of future adversity. The obligation to cooperate was achieved through 

thee pressure people exerted on one another, by self restraint based on the recognition of 

theirr interdependence and the external effect of their actions on others. The unwritten code 

off  that system was, in the parlance of a common Ghanaian Akan saying: "Those who offer 

helpp to their neighbours in need also receive help when they need it". (Se wo ye ma obi a, 

nana se asem to wo a, yeye ma wo so.) Social constraints in insurance schemes do not 

possesss the same force of moral obligation. This situation may be attributed to the fact that 
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itt is practically less easy for autonomous public and/or voluntary institutions to exert the 

specificc type of social pressure that members of families or traditional mutual associations 

usedd to encourage one another to refrain from spending in case of future adversity. 

Applyingg the same explanatory model here, the process could be described as one of 

self-constraintt to cooperate. In this respect, the emerging voluntary insurance schemes 

studiedd here and their counterparts in other countries in sub-Saharan Africa introduce 

anotherr theoretical paradigm to the collective process in mutual insurance: In the social 

contextt of contemporary health insurance schemes, participants are under self-restraint 

towardstowards self-constraint. Typically the immediate and most frequent reason for incapacity 

forr self-constraint to restrain spending is lack of adequate resources. In the midst of too 

muchh poverty, people would naturally pay less heed to unforeseen risk aversion because 

underr such circumstances, the necessity to survive here and now becomes more pressing 

andd leaves littl e room to put aside money for a future event. But a more socially poignant 

argumentt based on the evidence adduced in this study is the lack of an effective moral 

bindingg force to impel coercion, or what Atim (1999) describes as the 'social movement 

dynamic'.. In the light of the foregoing, the clear challenge to emerging insurance schemes 

iss to identify conditions under which bonding social forces and self interest can be 

harnessedd to the benefit of schemes. 

Inn summary, Polanyi's theory about the three forms of integration, reciprocity, 

redistributionn and market, provides a tool to situate the analysis in an appropriate historical 

frameworkk to reveal the dynamics of the past and present in the social security 

arrangementss in Ghanaian society. By emphasising that reciprocity and redistribution are 

institutionalisedd with the help of a social organisation disciplined by general principles of 

behaviour,, the theory also enables us to highlight the centrality of culture and society in 

humann concerns. It also endeavours to pay attention to them when looking at social 

securityy or health insurance arrangements. His emphasis on cooperation and reciprocity as 

aa function of custom, law, magic and religion gives us a sense of the tendency to 

romanticisee traditional social security arrangements. His attention to the effects of the 

emergencee of the market on the ability of traditional arrangements to remain functional 

helpss us to explain increasing self-interested behaviour in mutual insurance. 

Whenn we consider the range of insecure situations in Ghanaian society, such as 

funeralss and sickness, we see that people cling to the moral economy or engage themselves 
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inn rational attitudes according to the context and general situation in which they find 

themselves.. Scott and Popkin and those following them also reinforce the tools that permit 

ann adequate consideration of how people order their social needs in the practical situation. 

Byy emphasising self-interest as the sole motive for collective behaviour, de Swaan's theory 

off  collective action provided a tool for interpreting the dynamics of increasing self-interest 

inn mutual insurance with a social face. An important utility of the theory for our analysis is 

thatt it helps us to understand the dilemmas of voluntary insurance provisions. The fact 

remainss that autonomous provisions do not necessarily provide a complete answer to the 

problemss with health care access of the entire society, and especially not to the rural poor. 

Thee theory also enlightens us about why intra family solidarity does not transform into 

intraa family solidarity in a society like Ghana. What then are the policy implications from 

thee foregoing discussion? 

Policyy implications of findings 

SocialSocial context of insurance: 

Traditionall  social support mechanisms might have been efficient and were the only means 

byy which Ghanaian society met its social security needs in the past. Indeed for a vast 

proportionn of the population it remains the only source of social security. In implementing 

anyy new schemes it is expedient and necessary to take cognisance of the operating 

principless by which they work in order to learn from them. However, any attempt to apply 

thee principles in the formal context must take into account the dynamics of the context in 

whichh they worked. In this respect, it is important to remember that traditional social 

protectionn arrangements functioned better as small groups and communities. The good 

counsell  of a former Deputy minister of health, Dr. Adibo, is worthy of recollection here: 

Let'ss start small and expand. By our nature we are good at looking after small things. 

Ourr towns are small, buildings are small and we look after small things better than big 

ones. . 

Anotherr contextual issue related to the above is that population growth, market penetration 

andd state formation are factors that limit the functioning of traditional social security. This 

hass come about as a result of the opening of new and varied avenues for social and 

economicc mobility and the growth of the market that tends to encourage the overt 
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expressionn of individualistic propensities and aspirations. This further dissolves 

cooperativee ties and disentangles individuals' interest from those of the social group. The 

penetrationn of market values has also had the effect of loosening the web of traditional 

sociall  ties so people are at liberty to conform to the pressure of the group to which they 

weree previously closely bonded. 

PopularPopular participation 

Inn setting up community health insurance schemes, I believe there is no challenge more 

importantt than the building up of trust and confidence of people in it. A lot of this depends 

onn the extent to which people believe that the implementers or officials involved are honest 

andd trustworthy. One way to build confidence is through effective community 

participation. . 

Onee of the preconditions to bear in mind in the design is that contexts differ. The 

attitudess even within one district towards insurance in village A might run opposite to 

thosee of community B because of deep seated beliefs about the efficacy of indigenous 

healingg and practices. The diverse and transitional nature of Ghanaian society therefore 

makesmakes multiple approaches to the provision of health insurance essential for achieving a 

near-universall  or at least wider coverage of the population. In order to increase the 

potentiall  for the success schemes, and particularly those in the rural informal settings, there 

iss a need to pay heed to the particular social setting with due regard to what is feasible in 

eachh specific locality. In light of this, the design ought to take into account not only the 

sociall  characteristics of the locality but also the expectation and fears of various 

stakeholders.. Stakeholders who need to be brought into the picture from the beginning 

includee traditional authorities, the churches, various trades and professional associations as 

welll  as the health staff. It is important to remember that health insurance is not socially 

neutral.. The interests of the private not for profit sector as stakeholders must also be of 

primeprime concern, particularly against the background of the important role they play in health 

caree in rural communities. It is also prudent to ensure that the input of ministries of other 

sectorss such as local government, employment and manpower development and youth is 

broughtt to bear on any plans for optimum benefits. Most of all, community structures such 

ass traditional and local authorities and church leaders as well as bodies and associations 

includingg teachers and other 'professional' groups ought to be involved. It is important to 



240 0 

appreciatee and make explicit what the respective expectations and fears of all shades of 

opinionn and representations in the community are and take these into consideration. 

Solidarity,Solidarity, risk sharing and self-interest 

Thee dominant self-interest motive in peoples' decisions to join health insurance suggests 

thatt the concept of risk sharing and its financial implications need to be well addressed. 

Thee discussion indicates that people are not sufficiently aware that there is an element of 

selff  interest in participating in insurance for a period of time even if one does not get sick. 

Theree is therefore the need to begin the dissemination of information that wil l make people 

appreciate,, understand and accept the collective meaning of risk sharing. When people 

thinkk of insurance in terms of its short-term benefits they will stay away because they 

mightt consider themselves as low risk or low priority relative to other household demands. 

Insurancee should be better explained by planners in terms of its merits given the needs and 

circumstancess of the present, instead of the pious statements about solidarity and the past. 

Practically,, what the dominant self interest motive in people's attitude towards 

insurancee schemes means is that it is very essential not to underestimate the expectations of 

peoplee for whom the scheme is planned in the design and implementation. Other 

researcherss have noted the importance of paying attention to acceptable quality of care to 

motivatee people to participate in community health financing schemes such as availability 

off  prescribed drugs and medical supplies, friendly and expedient staff and the provision of 

expectedd laboratory investigations1. I wish to add here that because the concept of risk 

sharingg is not well-understood or accepted, community participation by local leaders in the 

decisionn making of the scheme from its very outset could motivate community interest. 

Regularr consultations and dialogue with them must take place in order to be able to take 

intoo account their point of view of the various stages of implementation. This would 

assuree that important policy and operational decisions are based on a compromise 

acceptablee to the community and the operations are transparent to them. In the rural 

contextt this is of critical importance inasmuch as it may increase people's preparedness to 

patronisee the schemes, ensure more openness and build trust and confidence. 

11 See in particular  Arhin , D.C. 1995: 87. 
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TheThe poor and insurance 

Itt is common knowledge that in mutual insurance schemes the poor are better off if 

everyonee contributes to the fund. In reality however, the poor stand the greater 

disadvantagee of not benefiting, in view of their inability to pay the premiums. The critical 

policyy issue in insurance remains: how to extend the provision to the poor and needy? The 

effectivenesss of the schemes in protecting the poor must therefore factor into them the 

effectivenesss of exemption mechanisms. In Ghana there is already an exemption policy for 

certainn categories of patients. One way of securing and strengthening the policy is through 

channellingg funds meant to subsidise indigents directly to insurance schemes to strengthen 

theirr financial base and their fund management. This begins to address the issue of the 

implementationn of exemption policies in a manner that will benefit the poor. There is need 

too integrate the existing exemption policies into insurance but before then there is a need to 

studyy exemption practices in the past in order to design effective means of factoring them 

intoo insurance schemes to provide support for the poor. 

TheThe role of the state 

Thee main purpose of insurance in Ghana, is to improve access to otherwise deprived and 

vulnerablee populations. Politicians also know that one way to court public goodwill is by 

influencingg initiatives aimed at improving health infrastructure and access by the people. 

Highh profile political clout is therefore usually part of the rules of the game in ongoing 

effortss to implement community schemes. Two unintended negative consequences are 

likelyy to emanate from this. Political propaganda about insurance tends to send wrong 

signalss to people about their own responsibility in insurance with respect to payment of 

premium.. Some people live in the false expectation that health insurance, particularly in 

thee present context, which is targeted at removing an existing ineffective payment system, 

iss perceived as a 'free lunch'. Secondly, politicised messages about health insurance tend 

too send different signals to people across the political divide. People who do not support 

ann existing government in power that is championing insurance might stay away from it. I 

emphasisee that it is important for governments to be aware of this in order to maintain a 

reasonablee distance about what statements and promises they make about health insurance 

too the people. 
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MonitoringMonitoring systems 

Thee need for comprehensive monitoring systems from thee onset cannot be overemphasised. 

Monitoringg should be targeted not only at the technical aspects such as coverage and 

financiall  data; social impact should also be tracked. Indeed, carefully designed schemes 

mayy even have a greater potential in improving not only access to health care but also 

qualityy of care and ultimately the efficiency of the health service. Issues such as kinds of 

peoplee for whom access has improved and to what extent the quality of care issues such as 

stafff  attitude and clinical interactions have improved in the perception of consumers are all 

importantt for the sustainability of any scheme and therefore need to be monitored. 

Measuringg social impact is better done through observations of routine clinical and 

pharmacyy encounters than rigid quantitative procedures. 

Concludingg remarks 

Communityy health insurance is seen as the answer to the problems of health care exclusion 

sufferedd by the vast numbers of poor in rural Ghana. From people's perspective this view 

iss often based on two main assumptions. In the first place, it is believed that the 

prepaymentt principle of risk sharing wil l make it easier for poor families to pool funds 

togetherr during favourable times when they are more capable and more likely to afford the 

requiredd premium. Secondly, the principles of solidarity and risk sharing are considered 

familiarr and in tune with time tested traditional support mechanisms of Ghanaians. But 

wil ll  people really participate and give health insurance the same attention and loyalty as 

theyy use to do in family support arrangements on the basis of the foregoing assumptions? 

Thee exploration of the issue in this study has unearthed a number of challenges about such 

officiall  optimism. 

Thee idea of community insurance schemes appears quite popular and its potential 

tendss to be over-romanticised. In my view, these high expectations and romanticisation is 

thee result of the fact that when policy makers discuss health insurance, they tend to look 

onlyy at the benefit of the underlying solidarity principle while ignoring its dynamic aspects. 

Thosee dynamic aspects that I have focused on in this study reveal that the dilemma of the 

collectivee process is highly present in community financing schemes in the Ghanaian rural 
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context,, just as they were in 19 century Western European and American attempts to 

providee health care for all. It should be obvious that irrespective of the cultural 

antecedentss of rural households to solidarity, their links in insurance become weaker as the 

groupp becomes more and more heterogeneous. This actually limits the romanticised 

benefitss of solidarity in community insurance schemes, a fact that policy makers are 

overlooking. . 

Withoutt suggesting that the contexts are similar, the social dynamic lessons of history 

inn the genesis of social health insurance in Western Europe and the United States again 

indicatee that voluntary solidarity took on other features when it involved people who did 

nott have common social ties such as kinship or convictions. When that happens, solidarity 

iss 'reduced* to solidarity of interests because as far as the members are concerned, the 

motivee for sharing risks in a group whose members have no common ties in the 

conventionall  sense is driven by enlightened self-interest. This view is consistent with 

thosee of Dunning et al. (1992). Writing about choices in health care in the Netherlands, 

theyy believed that that 'solidarity of interests lies at the bottom of most voluntary insurance 

schemes'.. It explains the dominant self-interest rationale of people in the present Ghanaian 

context,, which in the decade old Nkoranza scheme is typified by the high degree of 

adversee selection, moral hazard and the generally low subscription rates. 

Too conclude, issues of contextual importance need to be taken into account in the 

socio-culturall  feasibility of schemes. The findings in this study have shown that no matter 

howw culturally sensitive schemes are perceived, people tend to be ambivalent towards the 

statee as a fund holder because it is not seen to be accountable to society at large. Again 

insurancee still does not provide a remedy for the poor who cannot afford any premiums 

thatt are charged. Certainly the magnitude of the problem of poverty actually suggests that 

onlyy an integrated approach that also improves rural incomes would be the most adequate 

solutionn to the problem of social exclusion in health care. But in the light of the foregoing, 

aa response to what is socially and culturally feasibility could be that effective initiatives are 

likelyy to be those in which the state plays only a facilitating role. An appropriate response 

wouldd also have to consider that the greater part of the operational matters should be 

fosteredd through support and mediation with preferred organizations and stakeholders from 

withinn communities. The message should also emphasise that it is in the self-interest of 

peoplee to join insurance schemes even if they do not see the immediate benefit because the 
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long-termm benefit would accrue to someone they know. In summary, by focussing on 

microo level practices, this study has given some insight into issues of socio-cultural 

dynamicss and feasibility of community health insurance in Ghana as a contribution to the 

intellectuall  search that is needed to deal with the problems of health care financing in sub-

Saharann Africa. 
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Appendixx 2: Tables of selected survey results. 

Tablee Al . What people think is the main idea behind health insurance 

Mainn idea 

Providee access to poor 
Providee health security 
Improvee health care in 
thee district 
Replacee cash and carry 
Too make profit 
Can'tt tell 
Others s 
Total l 

Nkoranza a 
Subscriber r 
s s 
45.4 4 
3.7 7 
5.4 4 

0.4 4 
--
0.4 4 
0.6 6 
55.9 9 

Non--
Subscribers s 
34.2 2 
4.3 3 
3.1 1 

0.2 2 
0.8 8 
0.8 8 
0.6 6 
44.1 1 

Dodowa a 
Subscribers s 

18.8 8 
6.4 4 
2.1 1 

1.0 0 
--
--
--
283 3 

Non--
Subscribers s 
41.0 0 
19.3 3 
6.1 1 

3.7 7 
--
1.2 2 
0.4 4 
71.7 7 

SOCIOO DEMOGRAPHIC BACKGROUND CHARACTERISTICS OF RESPONDENTS IN SURVEY 

Tabless A2 to A7 provide a summary 
Tablee A2. Respondents involved i 

Typee of respondent 

Communityy member 
Healthh staff 
Totall  within district 
Overalll  district total 

off  the socio demographic background ( 
nn the study 

:haracteristicss of survey respondents. . 

Distric t t 
Nkoranza a 
Male e 
2377 (47.7) 
88 (1.6%) 
2455 (49,3%) 

Female e 
2311 (49,4%) 
211 (4,2%) 
2522 (50,7%) 

5022 (49.2%) 

Dodowa a 
Male e 
122 (2.3%) 
2066 (39.8%) 
218(42.1%) ) 

Female e 
366 (6.9%) 
264(51.0%) ) 
3000 (57.9%) 

5188 (50.8%) 
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Tablee A3. Age 

Agee variable 

Mean n 
Median n 
Variance e 
Std.. Dev. 
Minimum m 
Maximum m 

off  respondents 
Nkoranza a 

Subscribers s 

44.935 5 
42 2 
267.142 2 
16.344 4 
18 8 
100 0 

Non--
Subscribers s 
40.813 3 
39 9 
223.992 2 
14.996 6 
18 8 
90 0 

Both h 

43.084 4 
40 0 
251.495 5 
15.859 9 
18 8 
100 0 

Subscribers s 

40.662 2 
39.5 5 
224.905 5 
14.997 7 
18 8 
99 9 

Dodowa a 
Non--
Subscribers s 
37.147 7 
35 5 
178.011 1 
13.342 2 
18 8 
84 4 

Both h 

38.151 1 
36 6 
193.529 9 
13.911 1 
18 8 
99 9 

Tablee A4. Education 
Levell  of education 

Noo formal education 
Primary y 
Middle e 
Secondary y 
University y 
Polytechnic/Other r 
tertiary y 
Other r 
Total l 

Nkoranza a 
Subscribers s 
19.4 4 
6.6 6 
21.4 4 
3.0 0 

3.6 6 

1.0 0 
55.0 0 

Non-Subscribers s 
18.2 2 
5.2 2 
17.0 0 
2.4 4 
0.2 2 
1.4 4 

0.6 6 
45.0 0 

Dodowa a 
Subscribers s 
7.1 1 
2.3 3 
10.0 0 
4.6 6 
0.2 2 
3.9 9 

0.4 4 
28.6 6 

Non-Subscribers s 
20.1 1 
11.2 2 
25.5 5 
7.3 3 
0.8 8 
6.2 2 

0.4 4 
71.4 4 

Tablee A5. Occupation 
Typee of occupation 

Farming/Fishing g 
Trading/Services s 
Artisans s 
Teaching/Clerical l 
Nurse/Healthh staff 
Labourer r 
Unemployed d 
Student/Other r 
Total l 

Nkoranza a 
Subscribers s 
35.0 0 
6.4 4 
3.4 4 
4.6 6 
3.2 2 
0 0 
2.2 2 
0.2 2 
55.0 0 

Non-Subscribers s 
31.4 4 
5.6 6 
2.2 2 
2.6 6 
1.0 0 
0.2 2 
1.4 4 
0.6 6 
45.0 0 

Dodowa a 
Subscribers s 
6.0 0 
8.3 3 
3.5 5 
3.1 1 
4.6 6 
0.4 4 
1.7 7 
1.0 0 
28.6 6 

Non-Subscribers s 
18.5 5 
19.7 7 
12.5 5 
6.9 9 
4.4 4 
1.4 4 
6.6 6 
1.4 4 
71.4 4 



256 6 

Tablee A6. Marital Status 
Status Status 

Mairied d 
Single e 
Widowed d 
Divorced d 
Separated d 
Total l 

Nkoranza a 
Subscribers s 
43.6 6 
7.0 0 
3.0 0 
1.4 4 
. . 
55.0 0 

Non-Subscribers s 
31.5 5 
9.6 6 
2.0 0 
1.4 4 
0.4 4 
45.0 0 

Dodowa a 
Subscribers s 
19.3 3 
4.4 4 
1.7 7 
0.4 4 
2.5 5 
28.4 4 

Non-Subscribers s 
48.7 7 
14.1 1 
1.9 9 
1.2 2 
5.6 6 
71.6 6 

Tablee A7. Ethnic background 
Ethnicity Ethnicity 

Akan n 
Ewe e 
Gaa Adangbe 
Northerner r 
Guans/Buem m 
Nonn Ghanaian 
Total l 

Nkoranza a 
Subscribers s 
45.5 5 
0.4 4 
. . 
9.0 0 
0.2 2 
_ _ 
55.1 1 

Non-Subscribers s 
34.7 7 
0.2 2 
--
10.0 0 
0.2 2 
--
44.1 1 

Dodowa a 
Subscribers s 
1.9 9 
2.1 1 
23.2 2 
0.6 6 
0.6 6 
--
28.4 4 

Non-Subscribers s 
4.1 1 
7.2 2 
58.6 6 
1.2 2 
0.4 4 
0.2 2 
71.6 6 
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Appendixx 3: Field protocols 

ResearchResearch on social and cultural feasibility of rural health insurance in Ghana 

FirstFirst  Exploratory Study 

SemiSemi Structured Interview 

Districtt Town Serial No 

SectionSection A: Socio Demographic Characteristics 

l.Sexx 2.Age 3.Education 

4.. No of Children 5.Marital status 

6.. Occupation 7. App Monthly Income 

SectionSection B: Knowledge on Traditional forms of support 

8.. Did the family has a way of providing support for its members during insecure situations 

thatt you know of? [A] Yes [B]No 

9.. Which are some of the insecure situations that the family provided support for? 

10.. Did the family provide support for some health problems? [A] Yes [B] No 

11.. Can you give me two examples of illness, one recent one past when help was provided? 

A)01dd B)New 

12.. Who in the family was/is responsible 

13.. What happened in thee case of the given examples? 

14.. Who helped and who did not help? 
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15.. Why did they help or not help? 

16.. What is your opinion about this? 

17.. From what you know was the old system effective? 

18.. Was the family more committed to funerals than illness as it is today? 

19.. Why? 

SectionSection C: Information about people's perception about of a State/collective insurance system 

20.. Do you know about the Nkoranzaman community-financing scheme? [A] Yes [B] No 

21.. Are you are member [A] Yes [B] No 

22.. Why or why not? 

23.. How are premiums collected? 

24.. In what form? 

25.. How much premium do you contribute per year? 

26.. Who collects the premium? 

27.. What are some of the rules and regulations or what is the policy of the scheme? 

SectionSection D: People's perception, value and limitations of the scheme 

29.. What do you think or see as the difference between the old or traditional support system 

andd the insurance scheme? 

30.. What are some of the advantages of the traditional system compared the insurance system 

iff  any? 

31.. What are some of its disadvantages compared to the traditional system? 



32.. What do you think about the insurance system generally? 

33.. Do you consider it an effective health care payment system? [A] Yes [B] No 

34.. Why or why not? 

35.. Is there a feeling of solidarity in the insurance system? [A] Yes [B] No 

36.. Do you see any possibilities of misuse or cheating? [A] Yes [B] No 

37.. Do you know or have you heard of any examples or experiences of some using others 

cards? ? 

38.. Some members will perhaps seek treatment or medication more frequently than others 

will .. What do you feel about this? 

SectionSection E: How people expect the new system to affect the well being of the weakest members 

ofof the community? 

39.. Who within the family decides who should subscribe? 

40.. Why do some families join why others do not? «.... 

41.. How does the decision taking affect the ability of the disadvantaged groups i.e. women 

childrenn and the poor to receive health? 
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IN-DEPTHH INTERVIEW S FOR COMMUNIT Y / OPINION LEADERS 

Recordd general information about socio-demographic characteristics of respondents. 

Objectivee 1: To gain knowledge on traditional forms of support. 

QuestionsXQuestionsX : Which insecure situations in the past did the family provide support? 

Probes: Probes: 

Askk for specific examples of what problems the family provided support in the past 

andd recent times. 

Howw is this support provided? 

Whoo is /was responsible? 

Wass the traditional system effective in providing the health care needs of people? 

Iss it still effective in providing the needs of people in recent times? 

Objectivee 2: To collect information on community leaders' perception of a collective/state 

insurancee system: 

Question:Question: Can you tell me something about the existing or proposed insurance system? 

Probes: Probes: 

Findd out what they know about the history and their own involvement or what they 

knoww about the involvement of the community in setting it up? 

Whatt do they think about those who become subscribers? 

Whatt do they think about those would not subscribe? 

Objectivee 3: To pain an understanding about perception of the difference between the 

traditionall  and the new security system. 

Question: Question: 

Whatt do they think is the difference between the old support system and the new 

collectivee insurance system? 
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Probes Probes 

Whatt are the benefits and limitations of each? 

Somee members will seek treatment or medication more frequently than others. What 

doo they think or how do they feel about this? 

Objectivee 4: To gain information on how community leaders conceive the way health 

insurancee could or does affect the well being of the weakest members of the community. 

Question:Question: Why do or would some people join the scheme why others would not? 

Probes Probes 

Howw can the scheme influence the health of the poor. 

Howw can the scheme affect the health of the vulnerable women, the elderly, children 

andd those who cannot afford to pay for health care but are more likely to get ill ? 
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FOCUSS GROUP DISCUSSION FOR COMMUNITY MEMBERS 

Collectt general information on socio-demographic characteristics of focus group members i.e. 

age,, gender, occupation, religion, etc. 

ObjectiveObjective 1: To gain knowledge on traditional forms of support. 

Questions: Questions: 

a)) Which insecure situations in the past did the family provide support? 

b)) Focus on health problems? 

Whatt happens in the case of health problems? 

Probes: Probes: 

Askk for specific examples of what problems the family provided support in the past 

andd recent times. 

Howw is this support provided? 

Whoo is /was responsible? 

Wass the traditional system effective in providing the health care needs of people? 

Iss it still effective in providing the needs of people in recent times? 

ObjectiveObjective 2: To collect information on people's perception about a formal/state social 

insuranceinsurance system: 

Question:Question: Can you tell me something about the existing or proposed insurance scheme? 

Probe Probe 

Cann you tell me something about how it would work? 

Aree they or would they be members? 

Whyy or why not? 

Whoo takes the decision to join in the family? 

Whatt do you think about those who become subscribers?/ What do you think about 

thosee would not subscribe? 

ObjectiveObjective 3: To gain an understanding about people's perception of the difference between the 

traditionaltraditional and the new security system. 
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Question:Question: What do they think is the differencee between the old support system and the new 

collectivee insurance system? 

Probes Probes 

Whatt are the benefits and limitations of each? 

Iff  a member does not receive treatment but someone else does, then the first is helping 

too pay for the second. What do they think about this solidarity arrangement? 

Aree there any possibilities about others misusing/cheating such as some using the 

schemee more frequently than others. What do they think or how do they feel about 

this? ? 

ObjectiveObjective 4: To gain information on how people expect the new system to affect the well being 

ofof the weakest members of the community. 

Questions:Questions: Why do some people join the scheme why others would not? 

Probes s 

Doo they think the general health of those who do join will be different from those who 

doo not? In what way(s)? 

Howw can the scheme (either positively or negatively) affect the health or the ability to 

receivee care of women, the elderly, children and those who cannot afford to pay for 

healthh care but are more likely to get ill ? 

Inn what ways is this possible or not possible? 
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IN-DEPTHH INTERVIEWS FOR HEALTH OFFICIALS 

Collectt data on informant's function and position? 

Objective:Objective: To collect information on the perception of health officials on formal or State health 

insuranceinsurance scheme: 

Questions: Questions: 

Howw did the idea of a collective system/ insurance scheme come about? 

Whoo initiated/is initiating it and why? 

Howw was the decision taken and who and who were involved? 

Whoo and who qualify /will qualify to be members of the scheme? 

Whatt services does/will the scheme offer? 

Whatt does it hope to achieve? 

Whoo are involved/will be involved in the management? 

Howw is the scheme/ will the scheme be managed financially? 

Objective:Objective: To gain an understanding about health officials 'perception of the difference between the 

traditionaltraditional and the new security system. 

Questions: Questions: 

Withinn the family, there were/are mechanisms for mutual aid at certain times. Can you tell me 

somethingg about this? 

Inn what ways wil l the new scheme be/is the present scheme different from those traditional 

mechanisms? ? 

Whatt are the advantages and disadvantages of the two systems? 

Whatt if any do you see as some of the benefits and difficulties in the operation of the scheme? 

Objective:Objective: To gain information on how health officials expect(ed) the new system to affect the well 

beingbeing of the weakest members of the community. 

Questions: Questions: 

Somee families do not or cannot afford the scheme. What do you feel about this? 

Whatt plans/ arrangements are there /could be put in place for ensuring that those who cannot 

payy especially disadvantaged groups such as women, children and the elderly also receive 

health? ? 
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OBSERVATION N 

Observee and document cases of how insurance works in health facilities in the 

communities s 

Observee the scheme in action at various points. 

Mentionn some of the health care process at the facility. 

Observee specific cases of how the scheme affect the poor/ disadvantaged groups i.e. 

women,, children and poor in the community and conversing with them. 

Visitt households which experience some kind of problem involving the new scheme 

(insurance). . 
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Sociall  and Cultura l feasibility of rural health insurance in Ghana 

Surveyy questionnaire for  Community and Health Staff 

Districtt Subdistrict Village Serial No 

SectionSection A: Socio Demographic Characteristics 

1.. Type of respondent [1] Health Staff [2] Community member 

2.. Sex [l]Mal e [2] Female 

3.. Age 

4.. Education [l]N o formal education [2]Primary [3]Middle/JSS 

[4]Secondaryy [5]University [6]Polytechnic/Other 

tertiaryy education [7] Other (Specify) 

5.. Occupation [l]Farmer/Fisherman [2]Trader [3]Artisan 

[4]Teacher/Clericall  Staff [5]Nurse/Other health staff [6]Labourer 

[7]Unemployedd [8]Other (Specify) 

6.. Marital status [l]Married [2]Single [3]Widowed [4]Divorced 

[5]]  Separated [6]Other (Specify) 

7.. No.of Children, if any?.... 

8.. Ethnicity? [l]Akan [2]Ewe [3]Ga-Adanme [4]Northner 

[5]Nonn Ghanaian [6]Other (Specify) 

QuestionsQuestions 8a and 8b are for Dangme West district 

8a.8a. Have you heard about the Dangme Hewami Nami Kpee? 

8b.8b. If YES how did you hear about it? [1]  Community drama [2]Radio 

[3]PA[3]PA System [4]Posters/Handbills [5]  Church Service 

[6]Friends/Relatives[6]Friends/Relatives [7]Other (Specify) 

9.Status:: Are you a [l]Subscriber (go to question 10) [2]Non-subscriber (go to question 

12) ) 
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Sectionn B: Health insurance 

Solidarity,Solidarity, self-interest and social insurance 

10.11 joined the health insurance scheme mainly because... 

11.11 think others or some did not join mainly because 

(Go(Go to question 14) 

12.11 did not join the health insurance scheme mainly because 

13.11 think others or some joined mainly because 

RoleRole of the state 

14.. In my opinion, the health insurance scheme can be most effectively organised by: 

[A]]  The state [B] District [C] NGO [D] Church [E] Village [F] Other (Specify) 
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15.. My reason for the above is that. 

16.. The present insurance system in Nkoranza/ Dangme West district is: 

[A]]  Very Good [B] Good [C] Fair [D] Poor 

17.. My reason for the above is that 

General General 

18.11 think the main idea of health insurance is that? 

19.11 believe the insurance scheme has made/ can make health care better 

[A]]  YES 

[B]NO O 

20.. My reason for the above is that? 

21.. Any other comment/suggestion about the scheme or health service in the district? 



269 9 

TwiTwi version of survey questionnaire 

SectionSection A: Socio Demographic Characteristics 

1.. Nea oyiyi nsem yi ano ye [A]apomuden odwumayefoo [B] Oman ni 

2.. Oye barima anaa obaa 

3.Mfeeawadii  4Sukuuko 5. Adwuma titirew a oye 

6.. Aware 7.Mmadodoo? 8. Kuroaofi 

9.. Gyinabea wo insurance [A] Oye insurance (go to question 10) [B] Onnye insurance (go to 

questionn 12) 

Sectionn B: Health insurance 

Solidarity,Solidarity, self-interest and social insurance 
10.. Edean potee nti na eraaa wo yee insurance? 

11.. Na w'adwen mu no wosusu se aden nti na ebinom nnye insurance? 

12.. Edean potee nti na wo anye insurance? 

13.. Na w'adwen mu no wosusu se aden nti na ebinom yee insurance? 

14.. W'adwen mu no tumi ben na se ehwe insurance no so a ebema atumi agyina yie? 

AA Aban B Amansini C Kuo a enye aban dea D Asore E Nkuraa 

FF Afoforo (Kyere) 

15.. Aden nti na wosusu saa? 

16.. Sen na wo hunu Nkoranza insurance no? 

AA Eye pa ara B Eye C Eye kakra D Enye 

17.. Aden nti na woreka saa? 

18.. Wogye di se insurance no botae pa ara ne sen? 

19.. Wogya di se Nkoranza insurance no aboa ama apomuden atu mpon anaa? 

AA Aane B Dabi 

20.. Aden nti na woreka saa? 

Biribii  wo ho bio a wope se wode ka nea yaka yi ho anaa? 

MedaMeda wo ase. 
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DangmeDangme version of survey questionnaire 

Socioo Demographic characteristics 

1.. Moni j eo sanji ne na j i [ 1 ] Dokita nutsulo [2] Man nyo 

2.. Nu lo yo ? 

3.. Afi enye o ye 

4.. Ngbe ote sukuu ke ya ta ? 

5.. Mini nutsumi o tsu o ? 

6.. O ye gblaanshi loo? 

7.. Bii enye o yo ? 

8.. Mini nyo ji bo? 

HEWAM11 NAM! KPEE 

8a.. Onu Dangme Hewami Nami Kpee e he loo ? 

8b.. Ke ee, te o fe tee ni o nu he ? 

9.. O ye kpee e mi loo ? 

10.. Meni potee he wo ne o bote kpee e mi ? 

11.. Meni potee he wo ne o juen ni meko me botee kpee e mi ? 

12.. Meni potee he wo ni o botee kpee e mi ? 

13.. Meni potee he wo o jue ni meko me bote kpee e mi ? 

14.. Na mei o jue ne ame baa nye afee neke kpee ne o jogban ? 

15.. Meni he wo o juen nakan ? 

16.. Te o naa Dangme Hewami nami Kpee ne tee ? 

17.. Meni he wo o juen nakan ? 

18.. Ye o jue mo na, meni potee he wo ni a fee Hewaminami kpee ne ? 

19.. O heo o yeo ake Dangme Hewaminami kpe ne ba hane hela tsamoo he sane 

aheenn loo ? 

20.. Meni he wo o juen nakan ? 

21. . Oyee sane ko ni obaa sumo ni o wie loo ? 
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