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Abstract: The government of Ghana introduced the National Health Insurance Scheme (NHIS) in 2003 through
an Act of Parliament (Act 650) as a strategy to improve financial access to quality basic health care services.
Although attendance at health facilities has increased since the introduction of the NHIS, there have been media
reports of widespread abuse of the NHIS by scheme operators, service providers and insured persons. The aim
of the study was to assess the insured moral hazard (demand moral hazard) by comparing the utilisation rate of
health facilities by the insured and uninsured in the Bawku Municipality of Ghana. This was a descriptive crosssectional quantitative study involving 270 insured and 120 uninsured clients accessing Outpatient Patient
Department (OPD) services using patient exit interview (survey) structured questionnaire in both private and
public health facilities. A total of 278 both insured and uninsured consumers had used a health facility within
the last 6 months of which 229 (82.4%) were among the insured and 49 (17.6%) were among the uninsured.
Many more uninsured consumers, 71 (59.56%) had not use any health facility within the previous six months
as compared to just 41 (15%) of insured consumers. As many as 139 (60.70%) insured clients had visited three
or more times compared to 5 (10.53%) of the uninsured. In conclusion, the existence of NHIS insured clients’
moral hazard is a significant phenomenon that is occurring in the Municipality. The challenge of consumer
moral hazard on the functioning and long term sustainability of NHIS is therefore critical.
Keywords: Moral hazard, Health Insurance, Bawku Municipality, Insured clients, uninsured clients.
INTRODUCTION
The government of Ghana introduced the National
Health Insurance Scheme (NHIS) in 2003 through
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an Act of Parliament (Act 650) as a strategy to
improve financial access to quality basic health care
services. There are a host of problems hampering
the operations of the National Health Insurance
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Scheme in the bid to assure equitable universal
access to health care for all residents in Ghana to an
acceptable quality package of health services.
Although attendance at health facilities has
increased since the introduction of the NHIS, there
have been media reports of widespread abuse of the
NHIS by scheme operators, service providers and
insured persons.
Recent concerns raised by the National Health
Insurance Authorities indicate that costs of health
care on the insured are soaring due to moral hazards
from clients and health providers. Generally, client
moral hazard behaviour (demand side moral hazard)
amounts to ‘taking advantage of’ insurance mainly
because the individual does not have to make
payment at the time of seeking health care services.
On the other hand, provider moral hazard (supply
side moral hazard or supplier induced demand) is
over supply at the initiative of the health provider
who takes advantage of the near absence of any
financial considerations on the part of the patient if
he/she agrees to buy the excess health care because
cost will be transferred to the health insurance
provider [1].
According to the NHIA, the cost of providing health
care to Ghanaians has increased astronomically in
the last five years, imposing severe strains on the
operations of the authority [2].
In the first place, increasing demand for health care
is considered to be one of the most threatening
problems undermining the positive impact of the
National Health Insurance Scheme on health care
utilization in Ghana. In 2005, a study conducted
under the sponsorship of United States Agency for
international development (USAID) in six districts
of Ghana found that, insured respondents in the
household survey were nearly two times more likely
to seek formal outpatient care than were their
uninsured counterparts [3]. Insured respondents
were also significantly more likely than uninsured
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to seek care within the first two days of illness, and
to bypass informal care and go directly to a formal
health facility [4]. The implication is that the
National Health Insurance Authority is facing huge
challenge in meeting the demand for health care in
the insurance market.
The insured face zero medical cost as and when
they access the country’s health care system except
the meagre premium of GHS 12.00 ($4.44) for an
adult and GHS 4.00 ($1.48) for a child age ≤ 18 year
for a period of one (1) year. This is a critical issue if
the national health insurance scheme in Ghana is to
become universal.
In summary, zero cost at the point of purchasing
medical care with insurance could create incentives
for people to engage in moral hazard.
The aim of this study was to assess insured clients’
moral hazard (demand side moral hazard) of the
Bawku Municipality Mutual Health Insurance
Scheme.
In response to the government of Ghana’s call to
attain the Sustainable Development Goal (SDG) 4
to ensure healthy lives and promote wellbeing for
all at all ages, assessing the insured clients’ moral
hazard is absolutely necessary since it will
investigate moral hazard phenomenon and its
consequences on the health profile of Ghana’s
population in order to adopt prudent measures to
sustain it.
MATERIALS AND METHODS
The study was a descriptive cross-sectional study
and data collection was carried out in April, 2015 in
the Bawku Municipality of the Upper East Region
of Ghana. According to Cooper and Schindler [5],
descriptive study has become popular because of its
versatility across disciplines. They further explained
that descriptive investigations have a broad appeal
to the administrator and policy analyst for planning,
monitoring, and evaluation. Quantitative study
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method in the form of patient exit interview (survey)
was employed to collect data from the insured and
uninsured. Both private and public health facilities
were included in the study.
The study involved NHIS insured and uninsured
subscribers (Age 18 above) of the Bawku scheme
operational area.
The study compared two populations, insured and
uninsured clients, who used the health facilities in
the Bawku Municipality. A combination of
sampling techniques was employed to select the
health facilities and participants. The clinics were
selected using random numbers whilst facilities
with hospital status were purposively sampled. A
systematic sampling method was used to select
insured and uninsured clients visiting the facilities
during the study period. On an average, 15
participants were recruited a day, using a
recruitment interval of 5 patients, starting with the
arrival of the first patient. All clients attending the
out-patient clinic was eligible for the study except
those who will require emergency care.
Sample size for the study was determined by using
Raosoft software sample size calculator with
acceptable margin of error of 5%, confidence level
of 90%, target population size of 51,216 age 18
years and above for the NHIS active members [6].
A higher confidence level like 95% was not used
because; the sample size will be too large
considering the time span of the research and the
resources. This calculation produced a sample size
of the Insured active members to be 270. The
uninsured respondents were 120 and this is
considered adequate by Israel and IWSD [7,8].
The main data for the study was gathered from
primary and secondary sources. The primary data
was obtained from the responses and views
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collected from the study participants (insured and
non-insured) from different health facility in the
municipality. The secondary data was obtained
from annual reports of the National Health
Insurance Scheme office and the selected health
facilities as well Out Patients Department records.
The research instrument that was used for this
survey was structured questionnaires. The
questionnaires were divided into two main sections:
background information and the actual survey.
Questions that required a ‘YES’ or ‘NO’ response
was followed up with further questions to reflect
research questions and objectives of the study.
Statistical Package for Social Sciences (SPSS)
version 16.0 software was used for processing the
data.
Permission for the approval of the study was sorted
from the Health Insurance scheme office and health
facilities that were selected for the study and verbal
/written consent from all participants.
RESULTS AND DISCUSSIONS
Socio-Demographic Characteristics of the
Respondents: The survey covered four subdistricts (Mognori, Urban West, North Natinga and
South Natinga) of the Municipality with both rural
and urban characteristics. The total number of
respondents was 270 NHIS card holders and 120
non-insured clients.
Age Distribution of the insured and uninsured:
Age was found to be the main difference in
demographic characteristics of the insured and
uninsured respondents. More (38.33%) uninsured
respondents were in younger age groups (20-39
years) whiles more insured consumers were in the
older age group (40 years and above) see Table 1.
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Table 1: Age distribution of NHIS insured and uninsured respondents
NHIS CARD HOLDER

NON-CARD HOLDERS

AGES

FREQUENCY

PERCENTAGE

FREQUENCY

PERCENTAGE

20 - 29

34

12.59

46

38.33

30 - 39

56

20.74

38

31.67

40 - 49

63

23.33

15

12.50

50 - 59

77

28.52

13

10.83

60 and above

40

14.82

8

6.67

TOTAL

270

100.00

120

100.00

Source: Field Survey, 2015

This finding agrees with a previously published
study that found more uninsured consumers to be
younger than insured consumers in the pattern of
emergency room usage [9]. A major reason why
older persons are insured as found in this study
could be that, children under eighteen (18) years are
covered when their parents are enrolled with NHIS
[10]. This view agrees with findings of a study in
Ogun State Nigeria, which indicated that rural
households were more willing to pay for national
health insurance if they know the scheme would
cover the entire household members [11]. A more
recent study in Ghana also demonstrated that
insured households had more positive views on the
benefits of the NHIS than uninsured households
[12].
A total of 278 consumers had used a health facility
within the last 6 months, 229 (85%) were insured
and 49 (40.44%) were uninsured (see Table 2). The
findings of the survey indicate that, more uninsured
clients, 71 (59.56%) did not use any health facility
within the previous six months as compared to just
41 (15%) of the insured clients. The findings also
revealed that, the insured clients visited health
facilities many more times in the previous six
months, as many as 139 (60.70%) had visited three
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or more times whilst only 5 (10.53%) uninsured had
visited.
Specifically, 65 (28.43%) insured consumers had
visited a health facility four or more times in six
months and none of the uninsured visited four or
more times. The majority of the 49 uninsured
consumers, who had visited a health facility, had
done so only once 36 (73.68%). The results also
indicate that, out of 229 insured consumers who
ever attended a health facility, about 150 (65.69%)
visited a health facility in the previous 1-3 months.
Unlike the insured, as many as 39 (78.94%)
uninsured consumers had not visited any facility in
the previous 4-6 months.
This study finding suggest that, many insured
consumers used outpatients’ services more often
and at shorter time intervals than uninsured
consumers. Burges and colleagues in their study
explained that, the frequent utilisation of health care
services could be induced by the availability and
choice of other facilities apart from the insurance
status of the client [12]. This study determined the
use of health facilities within the municipality in the
previous six months by clients, and still found that
insured consumers used health services more than
the uninsured. There is clear evidence from this
study to suggest that, consumer moral hazard exist.
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Academica Editores:

Acta Velit

Vol: 2 Issue: 4,

The frequent visits by insured clients, poses a
serious threat to the ability of the Municipal NHIS
to cope with the financial implications of the
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multiple visits and the capacity to cater for the
increased numbers optimally.

Table 2: Outpatient clinic attendance by insured and uninsured consumers in the last six months prior to
study.
Characteristics of health care utilization Insurance Status

Total

Insured

Uninsured

229 (85%)

49 (40.44%)

278(72.46%)

41 (15%)

71 (59.56%)

112
(27.54%)

270 (100%)

120 (100%)

390 (100)

Once

36 (15.69%)

36 (73.68%)

69 (24.79%)

Twice

54 (23.53%)

8 (15.79%)

62 (22.31%)

Three times

74 (32.35%)

5 (10.53%)

80 (28.93%)

Four times and more

65 (28.43%)

0 (0.00%)

67 (23.97%)

Total

229 (100%)

49 (100%)

278 (100)

Visited any health facility
Visited
Never visited
Total
Number of visits

Minimum time interval between current and last visits
Less than one month

63 (27.45%)

5 (10.53%)

71 (25.62%)

One to three (1-3) months

150 (65.69%)

5 (10.53%)

159
(57.03%)

Four to six (4-6) months

16 (6.86%)

39 (78.94%)

51 (18.18%)

Total

229 (100%)

49 (100%)

278 (100%)

Source: Field Survey, 2015.

Risk and uncertainty associated with contracting an
illness and the individual not knowing timing of
health consumption or expenditure induces the
individual who is risk averse to seek faced a
galloping moral hazard, a trend with huge
challenges to the health system [14].
Furthermore, studies in other middle income
countries (e.g. Jordan where over 60% of the
population are insured), indicate increased
Mar-May 2016

frequency of health services utilization by the
insured population [15]. The phenomenon of
consumer moral hazard is not only limited to low
and middle income countries, this is also seen in
high-income and developed countries as well. A
multi-country assessment in the developed world
indicated that moral hazard has led to rising health
care expenditures and had steered progress of
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medicine and medical technology in the wrong
direction [16].
Findings from this study suggest that consumer
moral hazard for NHIS at district/municipal level
may be real in Ghana. Assistance from national
level to sustain district level insurance schemes to
function adequately may not be sufficient enough to
cope in the long run if this trend of consumer moral
hazard persist [2]. Some national health systems are
using innovative ways of limiting or combating the
phenomenon. For instance, the Thailand health
insurance scheme is minimizing moral hazard
through incentives given to discourage multiple
usages of services. Specifically insured consumer’s
subscription are renewed free of charge if individual
did not use their health insurance card in the
previous year. Also the insured may choose to pay
user fee at the time when health service is sought
with a 10% discount for minor illness and retain the
insurance card for use should a major illness occur
[14].
CONCLUSION
The existence of NHIS subscribers’ abuse of
accessing healthcare (consumer moral) is a
significant phenomenon that is occurring in the
Municipality. The challenge of consumer moral
hazard on the functioning and long term
sustainability of NHIS is critical. The scheme needs
to adopt strategies that will reduce consumer moral
hazards as practiced in Taiwan, where patients make
a co-payment (a system where the insured pays a
specific amount of his/her cost of treatment)
especially for surgeries that are expensive e.g.
orthopaedic surgeries for health care services they
consume.
ACRONYMS: BMHIS: Bawku Municipal Health
Insurance Scheme; OPD: Outpatient Patient
Department; NHIA: National Health Insurance
Authority; NHIS: National Health Insurance
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Scheme; SPSS: Statistical Package for Social
Sciences; SDG: Sustainable Development Goal;
USAID: United States Agency for International
Development; WHO: World Health Organisation.
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