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National Health Insurance schemes are mechanisms through which governments of various countries ensure that
citizens have access to affordable and quality health-care services. In spite of establishment of NHIS in Ghana
in 2003 and Nigeria in 2005, health care delivery had been experiencing several challenges, as majority of
citizens of both countries do not have access to quality health-care services. The study examined the level of
awareness and access to NHIS services by the citizens of both countries. Survey design was adopted. The
population of the study was 4,786,990 enrollees of NHIS in both countries. Sample size of 400 was determined
using Taro Yamane formula. Respondents were selected from and three regions in Ghana (Ashanti, Brong-
Ahafo, and Greater Accra regions) and five states in Nigeria (Lagos, Abuja, Edo, Imo and Ogun States).
Questionnaire was the instrument of data collection and data were analyzed using descriptive and inferential
statistics. The study concluded that the level of awareness and access to NHIS had a significant relationship with
service delivery in both Ghana and Nigeria.
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I. INTRODUCTION

Universal Health Coverage (UHC) is a strategic aspect of the post-2015 Millennium Development
Goals (MDGs), aimed at reducing individual and household health spending that is a major cause of poverty in
many countries. As Margaret Chan, Director-General of the WHO, explained, UHC is the single most powerful
concept that public health has to offer ... a powerful equalizer that abolishes distinctions between the rich and
the poor, the privileged and the marginalized, the young and the old, ethnic groups, and women and men (Chan
2012).

According to WHO (2013), is an idea targeted at ensuring that all people have access to promotive,
preventive, curative and rehabilitative health services of sufficient quality to be effective, while also ensuring
that people do not suffer financial hardship when paying for these services. Since it became a priority
programme of the WHO, it has become a major focus of health reform programmes globally. It is particularly
relevant to health reforms in sub-Saharan Africa where health statistics present an ugly picture, particularly in
terms of economic and physical access as well as equity, two major issues that drive and sustain poverty.

National Health insurance Scheme (NHIS) is a social security mechanism that guarantees the provision
of needed health services to persons on the payment of some amount at regular intervals. It is designed to pay
the costs associated with health care by paying the bills and therefore to protect people against high cost of
health care by making payment in advance of falling ill. The scheme therefore protects people from financial
hardships occasioned by large or unexpected medical bills. It saves money on the short run and protects the poor
from medical conditions that can lead to greater loss of money on the long run (Nigerian Tribune, 24, May,
2010).

It involves pooling of resources from persons of different iliness-risk profiles and the cost of the risk of
iliness among those who are ill and those who are healthy, are shared. It has three main characteristics-
prepayment, resource pooling and cost-burden sharing. Pre-payments under the scheme are fixed either as a
proportion of the pay-roll, or as flat rates contributed by the participants. This means that payment is not
proportional to the risk of illness of individual beneficiaries (Adefolaju, 2014). Many advantages accrue from
participation in social health insurance. According to Nielson (2012), they include broadening the sources of
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health care financing; reducing the dependence and pressure on government budget; increasing the financial
resources and ensuring stable source of revenue for healthcare; ensuring visible flow of funds to the sector;
assisting in establishing patients’ rights as customers; combines risk pooling with actual support by allocating
services according to need and distributing financial burden according to ability to pay; solves equity and
affordability problem in providing and financing health services; and, improves and harnesses private sector
participation in the provision of health services.

Administration is the process of getting things done through the coordination and management of other
people. The ability to deploy labour power in achieving organisational goals determines the success of what is
intended to be attained. Therefore, administration involves every effort deployed at maximizing the human
potentials within an organization towards the actualization of its stated objectives. The importance of
administration to all aspect of human endeavour cannot be questioned given the valuable roles of policy
formulation and implementation which is adjudged the hallmark of organisational success. Though
administrative efficiency or inefficiency constitute the bulwark of actualization of objectives that midwife the
formation, establishment and inauguration of every policy framework within government, private or individual
phase of human establishment (Adamolekun, 2011).

However, the determination of who gets what, when and how basically falls within the purview of
administrative and policy operation especially when structured to meet the overall goal of service delivery
(Lasswell, 2010). Therefore, the provoking thought of the National Health Insurance Scheme (NHIS)
framework falls within the authoritative allocation of the content of the policy that birth the scheme and what
place enhanced administration hold for quality service delivery to the beneficiary and also, the need for policy
and institutional reforms that will propel the speedy realization of the total health service for the citizens. The
nature of administration of any policy to a very large extent determines what and how effective, impactful such
policy will affect and achieve it intended result. This fact has informed the level of successes that have been
achieved across developed countries where people centred policies are formulated and implemented.

The importance of quality and healthy life of the masses was constructively underscored by Soyinka
who averse that “good health is one of the most important basic needs of mankind and is indispensable in social
and economic development of a nation” (Soyinka, 2011).Therefore, in meeting the health need of the people one
important issues is administrative questions which constitute a major challenge in the implementation of
organisations policy. This is because the success or failure of administration to a very large extent determines
the direction of organisational objective which is a functional driver for policy analysis and institutional reforms
which of great consequence in measuring the end product of governmental drives towards impacting the lives of
its citizens.

National Health Insurance Scheme(NHIS) is a framework established by National policy to guarantee
financing of affordable and quality health care services such as adequate drug supply, good services provisions,
adequate financing/ funding, adequate personnel to carry out the services, adequate supply of modern
equipment’s and good administration for the citizens of Ghana and Nigeria. However, despite the lofty
objectives it has been observed that there are still many challenges ranging from inadequate drugs supply, poor
funding/financing, shortage of modern equipment, policies inconsistences, shortage of personnel, poor service
provisions, lack of refresher training for the personnel, Corruption and most fundamentally poor
implementation. Ghana and Nigeria have had varying degrees of success in policy implementation, adoption and
domestication of the NHIS as transferred from Countries such as USA, UK, France, Canada, China where
success had been recorded. In most developing countries (including Nigeria and Ghana) poor state of the
nation’s healthcare system reinforces poverty and squalor to further deteriorate living condition (Nwosu, 2012).
The study therefore, examined the level of awareness of and access to National Health Insurance Scheme in
Nigeria and Ghana.

Over the years, health of humans has been conceptualized in diverse ways. Health of humans does not
merely connote the absence of ailments and disease ,but its sum total which also encompasses the proper
physical, mental and social functioning of humans. Health is also influenced by socio-economic, cultural,
environmental as well as hereditary factors (Wilson: 2012, WHO: 2016, Deliege, 2014). The attainment of
healthy well-being by individuals, and the community at large, is therefore, a social concern because a society
can function properly only when majority of its members are healthy enough to perform the tasks that sustains
human society

Il. LITERATURE REVIEW
National Health Insurance Schemes
The World Health Organization (WHO) argues that a health system is more than a pyramid of publicly-
owned personal healthcare delivery facilities or structures, but also consists of all organizations, people and
actions whose primary intent is to promote, restore or maintain health (WHO 2017). Health system goals
generally include improvement of health and health equity in ways that are responsive, financially sustainable
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and optimally efficient; they must also avoid wastage of resources. However, in order to attain these goals, a
health system must also achieve the intermediate goals of ensuring greater access, effective coverage, quality
and safety of healthcare services for the majority of the people (WHO 2017).

People enjoy different levels of economic, social and physical access to healthcare needs. It is
reasonable, therefore, to establish systems that can allow individual members of a group to access healthcare
when they need it without paying astronomical costs, which they may not be able to afford unless they sacrifice
other needs that may also be pressing. Social health insurance, Kutzin (2016) submits, that NHIS is ‘a way to
pay for health care and to ensure access to services by providing a mechanism for sharing the risk of incurring
medical expenditures among different individuals’.

Kutzin emphasizes the strategic importance of financial protection as well as the ability, willingness
and access to use health services, as prerequisites for social health insurance. He argues that since public policy
objectives in the health sector include improving health status, equity, efficiency, acceptability (to providers and
users) and sustainability, expanded coverage of health insurance may be a means to achieve progress towards
these objectives (Kutzin 2016).

National Health insurance Scheme (NHIS) is a social security mechanism that guarantees the provision
of needed health services to persons on the payment of some amount at regular intervals. It is designed to pay
the costs associated with health care by paying the bills and therefore to protect people against high cost of
health care by making payment in advance of falling ill. The scheme therefore protects people from financial
hardships occasioned by large or unexpected medical bills. It saves money on the short run and protects the poor
from medical conditions that can lead to greater loss of money on the long run (Nigerian Tribune, 24, May,
2010).

It involves pooling of resources from persons of different illness-risk profiles and the cost of the risk of
iliness among those who are ill and those who are healthy, are shared. It has three main characteristics-
prepayment, resource pooling and cost-burden sharing. Pre-payments under the scheme are fixed either as a
proportion of the pay-roll, or as flat rates contributed by the participants. This means that payment is not
proportional to the risk of illness of individual beneficiaries (Adefolaju, 2014).

Many advantages accrue from participation in social health insurance. According to Nielson (2012),
they include “broadening the sources of health care financing; reducing the dependence and pressure on
government budget; increasing the financial resources and ensuring stable source of revenue for healthcare;
ensuring visible flow of funds to the sector; assisting in establishing patients’ rights as customers; combines risk
pooling with actual support by allocating services according to need and distributing financial burden according
to ability to pay; solves equity and affordability problem in providing and financing health services; and,
improves and harnesses private sector participation in the provision of health services”.

Ever since Emperor Otto Von Bismarck of Germany enacted the mandatory legislation on the “sickness
funds” for working Germans in 1883, different models of health insurance have continued to evolve worldwide
albeit with the same general insurance principles. In the developed world, insurance in one form or the other is a
veritable and sustainable tool for financing healthcare (Ndie, 2013).

Health Service Delivery

The core function of the health sector across the world is to make available quality health services to
the patient as at when required. This core responsibility determines to a large extent the wellbeing of the patient
and also shapes its perception about the sector. In any health system, good health services are those that deliver
effective, safe, good-quality personal and non-personal care to those that need it, when needed, with minimum
waste. Services — be they prevention, treatment or rehabilitation — may be delivered in the home, the
community, the workplace or in health facilities (WHO, 2017).

Although there are no universal models for good service delivery, there are some well-established
requirements. Effective provision requires trained staff working with the right medicines and equipment, and
with adequate financing. Success also requires an organizational environment that provides the right incentives
to providers and users. The service delivery building block is concerned with how inputs and services are
organized and managed, to ensure access, quality, safety and continuity of care across health conditions, across
different locations and over time (WHO and Health Matrices Network, 2017).

Sufficient funding and efficacious technology may be necessary conditions for achieving health gains,
but experience in many countries confirms that they are not sufficient. Effective and efficient service delivery is
the point at which the potential of the health system to improve lives meets the opportunity to realize health
gains. Health service—delivery performance means access and use by those in need; adequate quality of care to
produce health benefits; efficient use of scarce resources; and organizations that can learn, adapt, and improve
for the future. All too often, potential benefits are not realized because service delivery underperforms (Berman,
Pallas, Smith, Curry and Bradley; 2011).
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According to World Health Organization (WHO), (2010), Service provision or delivery is an
immediate output of the inputs into the health system, such as the health workforce, procurement and supplies,
and financing. Increased inputs should lead to improved service delivery and enhanced access to services.
Furthermore, WHO, (2010), stated that ensuring availability of health services that meet a minimum quality
standard and securing access to them are key functions of a health system.

Berman, Pallas, Smith, Curry and Bradley; (2011), at the level of health service delivery organizations,
relevant dimensions of access include physical, financial, linguistic, and information access; service
availability/allocation; and non-discriminatory service provision (equitable treatment regardless of age, gender,
race, ethnicity, religion, and class). Sample measures of access include geographic distance to a facility,
availability of transport to a facility, hours of operation of a facility, absenteeism of health care workers from a
facility, affordability of services, availability of culturally and linguistically appropriate services.

This involves the basic physical and social amenities as well as services that are needed to ensure
effective health services delivery. According to Agency for Healthcare Research and Quality, (2014), the
components are not necessarily health care aims/attributes in themselves, but are a means to those aims since
they are elements of the health care system that better enable the provision of quality care... health systems
infrastructure are of interest to the extent that they improve effectiveness, safety, timeliness, patient-
centeredness, access, or efficiency.

Also important in the delivery of quality services in the health sector is the availability of good physical
structure, wherever, health services are delivered, must be designed specifically for that purpose with all the
facilities (lighting, adequate space, water supply system, etc.) put in place to achieve the goal of provision of
health care needs of the public in a sustainable manner (Ibama, 2017). According to Health and Care
Infrastructure Research and Innovation Centre, (2011), most healthcare systems, have insufficient knowledge to
optimize interacting variables such as lighting, heating, ventilation, optimal room size, layout, location and
access, infection control and energy efficiency. Furthermore, some facilities are out of date, some are
inappropriate, some are unused or underused.

In furtherance to the above, Ibama, (2017) also notes that:

One cardinal principle of health care delivery system is accessibility of services to the public in need. It
is only when available health care services are utilized by those in need and in the required magnitude that we
can consider such health care system as being effective. Effective health care delivery is not easily achievable in
the midst of poor road network and transportation system which had been known and classified as the cause of
second delay in accessing health care, therefore good road network and transportation system is needed
prominently in making health care services accessible to the public to promote productivity.

Appropriate legislation is needed in promoting effective health services delivery through ensuring that
basic infrastructure and adequate budgetary allocation are provided for health care services as well as role
definition of all cadres of the health team to avoid role conflict as do observed. In Nigeria, the signing into law
of the National Health Bill on 9" December, 2014, intended to providing framework for the regulation,
development, and management of a national health system is a welcome development. The National Health Act
creates a Basic Health Care Provision Fund to ensure Nigerians have access to basic healthcare services as a
strategy to universal health coverage.

However, what is more important is the sincere implementation of the law as enshrined therein to
ensure effective health service delivery. In all of these, what is quite obvious is that, inadequacies in health
system infrastructure may limit access and contribute to poor quality of care and outcomes, particularly among
vulnerable population groups that include racial and ethnic minority groups and people residing in areas with
health professional shortages (Agency for Healthcare Research and Quality, 2014).

I11. THEORETICAL FRAMEWORK
System Theory/Model

Karl Luwid Von Bertalanffy (1901-1972) a biologist. He opines that in social science, general systems
concepts were applicable, most especially theories that had found their way into the field of sociology from a
modern system approach that included the concept of system, of feedback, information and communication
(Bertalanffy, 1969).

Borrowing from the above, David Easton used the system theory to explain issues that involves
political, administrative and public policy discourses. Easton is usually credited with the task of domesticating
the general system approach in the field. He describes political system as the system of interaction in any society
through which binding or authoritative decisions are made and implemented (Ogundiwin, 2015).

He considers the political system as existing within an environment of other systems- physical,
biological, social, psychological, to mention a few, which affects it and are in turn affected by the political
system- through continuous transaction and exchanges. According to Easton, the political system or policy
framework functions by getting inputs from it environment. Inputs are events in the environment which evoke
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response from it. The inputs could be demands that values be allocated in a particular way or they could be
supports, that is, expressions of approval for particular decisions. The inputs from the environment undergo a
conversion process within the political system and come out as outputs. Which are usually authoritative
decisions such as government policies, judicial decisions, acts of parliament, etc., promulgated by the
authorities. Those authoritative outputs usually affect the environment as outcomes and in turn excite some form
of feedback, that is changes in the intensity and volume of demands and support from the environment.

Table 2.1 Dawvid Easton’s System Model of Analysis

Environment
Feedback Outcomes
N The .
Demands Political Authoritative
Sys‘em OUTPUTS

Decisions and

INPUTS Acts

k4

Supports

Various constituent units which are fundamental in the determination of the applicability and relevance
of a policy. Policies within the public domain are meant to address the need of the people and the only means
for arriving at the extent to which it has addressed its underlying objectives.

According to Ogundiwin (2015), for a system to be regarded as a system it must have the following
attributes:

A system must have objects the parts, elements, or variables within the system. These may be physical
or abstract or both, depending on the nature of the system. It should be noted that political scientist is more
concerned with an abstract construct to represent what goes on in real world for purposes of analysis. A system
consists of attributes the qualities or properties of the system and its object. A system has internal relationships
among its objects. Systems exist in an environment. A system, then, is a set of things that affect one another
within an environment and form a large pattern that is different from any other parts.(P.172)

The system model explains in concrete terms the level of interaction between the basic machinery of
the state which is centred on policy formulations and implementation and by extension informs policy appraisal,
reforms within institutions and policy frameworks.

Though the model has being criticised for being too abstract and too isolated from concrete reality in its
explanation of interactions between the components of the state but it concisely laid the path in the
determination of the extent impact of policy formulated by government on the satisfaction of the need of masses
which is measured through the feedback mechanism that enables the agents of government to take informed
decisions especially as regards what is to be done to improve the general goods of the people (Ogundiwin,
2015).

The combination of the decision making theory and system theory help establish the imperatives of
improved administrative procedures in confronting the needless lapses bedevilling the operations of NHIS in
Nigeria and Ghana especially as regards the actualization of the overall objectives and goals that necessitated
the establishment of the scheme in the respective countries involved.

Also of material consequence is the relevance of administrative decisions that will cater first amongst
other things for the health of the masses that is contained in the NHIS policy framework and most
consequentially, the operations of all actors and stakeholders within the framework of standard practices that is
required for delivery quality health care services for the masses and also ascertain the workings of the registered
services providers which must operate within acceptable systems for the satisfaction of the beneficiaries.

In this respects the system theory helps explain the imperatives of inputs and outputs from the
(government and Ministry of Health’s), the registered health providers and the feedbacks obtained from the
beneficiaries which is needed to measure the extent of success achieved by the stakeholders working for the
success of the scheme.
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Finally, the services rendered within the scope of the scheme on the masses are by extension measured
through the feedback obtained from the beneficiaries of the scheme. This feedback is used to determine to a
large extent the extent to which the operators have been able to deliver the objectives of the policy and to
determine periodically the need for reforms of policy, personnel or institutions which is the basis of this
research. It is therefore important to underscore the fact that, though with a relative level of success, the scheme
has not been able to deliver on its stated goals which is evident in various research conducted.

Methodology

The study adopted survey research design. By this method, the researcher used both structured
questionnaire and interview guide to obtain data from a sample of population in order to make generalization on
the purpose of the study. The survey research design was used to solicit information from the respondents. The
main independent variable in this research is the administration of National Health Insurance Scheme. The
population of the study was 4,786,990 (see Table 4.1). These are individuals and health facilities registered
under NHIS in Nigeria and Ghana. This study selected five states in Nigeria (Lagos, Abuja, Edo, Imo and Ogun
States) and three regions in Ghana (Ashanti, Brong-Ahafo, and Greater Accra regions) the justification for the
Ghana is that those three regions are one of the largest regions in Ghana. Taro Yamane was used to determine
the sample size of 400. Questionnaire and interview guide were the instruments for data collection. Descriptive
and inferential statistics were employed in the analysis of data.

IV. RESULTS AND DISCUSSION
Table 5.2: Awareness of and Access to NHIS Services in Ghana and Nigeria

S/N Country | SA A D SD ) Mean | SD
Statements F(%) | F(%) | F(%) | F(%) F(%)
1 National Health Insurance | Nigeria | 89 58 10 3 9 4.27 1.03
Scheme (NHIS) is well | (N=169) | (52.7) | (34.3) | (5.9) | (1.8) (5.3)
known by beneficiaries Ghana 91 92 13 3 10 4.20 .97
(N=209) | (43.9) | (44.0) | (6.2) | (1.4) (4.8)
2 I am aware of the operations | Nigeria | 47 81 30 8 3 395 | .90
and services provided by the | (N=169) | (27.8) | (47.9) | (17.8) | (4.7) (1.8)
NHIS Ghana 57 101 36 10 5 393 | .92
(N=209) | (27.3) | (48.3) | (17.2) | (4.8) (2.4)
3 I am a registered member of | Nigeria | 57 62 35 7 8 3.90 | .07
National Health Insurance | (N=169) | (33.7) | (36.7) | (20.7) | (4.1) (4.7)
Scheme (NHIS) Ghana 70 76 43 8 12 3.88 | 1.10
(N=209) | (33.5) | (36.4) | (20.6) | (3.8) (5.7)
4 My level of awareness and | Nigeria | 19 81 38 26 5 349 | .98
access to the services of the | (N=169) | (11.2) | (47.9) | (22.5) | (15.4) (2.3)
scheme has been | Ghana 42 60 60 34 13 340 | 1.16
satisfactory. (N=209) | (20.1) | (28.7) | (28.7) | (16.3) (6.2)
5 The scheme has good | Nigeria | 23 50 47 35 14 3.20 1.16
working  relations  with | (N=169) | (13.6) | (29.6) | (27.8) | (20.7) (8.3)
media houses and they | Ghana 34 89 61 10 15 3.56 1.05
inform you about the | (N=209) | (16.3) | (42.6) | (29.2) | (4.8) (7.2)
operations of the scheme in
your state and country
6 Beneficiaries are satisfied | Nigeria | 31 55 52 21 (12.4) | 17 345 | 111
with the services rendered | (N=169) | (18.3) | (32.5) | (30.8) (5.9)
by the scheme. Ghana 40 63 50 35 21 3.32 1.24
(N=209) | (19.1) | (30.1) | (23.9) | (16.7) (10)
Mean and SD 369 | .63

Source: Field Survey, 2018.
(N=378) Cut-off point=3.5

As indicated in Table 5.2, the weighted mean for the awareness and access to NHIS services was 3.69
with a standard deviation of 0.62. The results indicate that on average, the level of awareness of and access to
NHIS services was high. On the average most of the respondents agreed that National Health Insurance Scheme
(NHIS) is well known to beneficiaries in Nigeria (X=4.27, SD=1.03) and Ghana (X=4.20, SD=0.97). They were
also aware of the operations and services provided by the NHIS in Nigeria (X=3.95, SD=.90) and Ghana
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(X=3.93, SD=.92). The result revealed that, on the average majority are registered members of National Health
Insurance Scheme (NHIS) in Nigeria (X=3.90, SD=.07) and (Ghana X=3.94, SD=.911) and in both Nigeria
X=3.49, SD=.98) and Ghana (X=3.40, SD=.911) the respondents level of awareness and access to the services
of the scheme has not been satisfactory as the average value indicated that they mostly disagreed. While the
average value of Nigeria (X=3.20, SD=1.16) revealed that most of the respondents in Nigeria are of the opinion
that the scheme has not informed them about the operations of the scheme in their state and country, however,
in Ghana (X=3.56, SD= 1.05) many reported that the scheme has good working relations with media houses and
they inform them about the operations of the scheme in their state. Most of the beneficiaries in both countries,
Nigeria ((X=3.45, SD=1.11) and Ghana (X=3.32, SD=1.24), were reported not to be satisfied with the services
rendered by the scheme. This is indicates that majority of individuals in both countries were highly aware of and
had access to National Health Insurance Scheme in their respective, country, especially in Ghana.

The first research question sought to examine thelevel of awareness of and access to National Health
Insurance Scheme in Nigeria and Ghana. An analysis of descriptive statistics was utilized to assess mean score
of 3.69 with a standard deviation of 0.62 which indicated that the level of awareness of and access to NHIS
services was high. This is not surprising considering the fact a whole lot has been put in place in the last few
years. According to WHO (2015), Ghana is one of the few countries in sub-Saharan Africa spending a relatively
high percentage of its Gross Domestic Product (GDP) on health. In a similar study by Okaro, Ohangwu and
Njoku (2010) where all the radiographers in South Eastern Nigeria were sampled, the result indicated that there
was a high level of awareness of the existence of NHIS in Nigeria among the Radiographers. Although,
respondents indicated high level of awareness and access, the problems of access to healthcare services has
proved a daunting challenge to the people on the one hand and by extension the government which has question
its ability to meet the various needs to the masses. This challenge is associated with how and what people feel
about the operations of policies meant to aid implementation of NHIS.

Hypothesis One: There is significant relationship between awareness of and access to NHIS and
implementation in Nigeria and Ghana. This was tested using Pearson Product Moment Correlation
Analysis the result is displayed on Table 4.8.

Table 4.8: Pearson Product Moment Correlation Analysis of awareness of and access to NHIS and
implementation in Nigeria and Ghana

\Variables N |Mean S.D R Sig. Remark
Awareness and Access to[378 Significant
NHIS 3.6909 .62931 302% 000

Implementation of NHIS ~ [378  [3.7011 .83677

Source: Field Survey, 2018.
*Correlation is significant at 0.01 level (2-tailed)

As shown in Table 5.8, there is a significant positive relationship between awareness of and access to
NHIS and implementation in Nigeria and Ghana. Thus, the higher the level of awareness of and access to NHIS,
the higher the implementation of NHIS (r =.302, p < .05). Therefore the hypothesis that there is no significant
relationship between awareness of and access to NHIS and implementation in Nigeria and Ghana is rejected.

Hypothesis one examined the relationship between awareness of and access to NHIS and
implementation in Nigeria and Ghana. This was tested using Pearson Product Moment Correlation Analysis.
The result showed that there is a significant positive relationship between awareness of and access to NHIS and
implementation in Nigeria and Ghana. Thus, the higher the level of awareness of and access to NHIS, the higher
the implementation of NHIS. In a study by Alderman, (2011) and Lavy and Germain (1994), the utilisation of
healthcare was found to be sensitive to quality of care such that households limit their demand when services are
of poor quality and others bypass low quality health facilities in search of high quality ones (Klemick, Leonard,
&Masatu,, 2010). The interpretation that implementation dependens on the level of awareness and access to
NHIS influences the extent of enrolment. Thus, in earlier work done by Onuewkusi and Okpala (2013) to access
workers awareness of NHIS among Nigerian Healthcare professionals, it was reported that one year after the
launching of the NHIS, Nigeria Health care professionals who are major stakeholders in the programme have
grossly inadequate knowledge of the rudimentary principle of the operation of a social health insurance scheme,
making implementation challenging.

DOI: 10.9790/0837-2404105769 www.iosrjournals.org 63 |Page



Awareness of and Access to National Health Insurance Scheme in Nigeria and Ghana

V. CONCLUSION AND RECOMMENDATIONS
This study provided empirical evidence on administration of NHIS in Nigeria and Ghana and its

implication for implementation and institutional reforms. It was revealed that awareness of and access to NHIS
was significantly related to NHIS implementation and NHIS policy and legislation is related to operation and
service delivery of the scheme.

National Health Insurance Scheme (NHIS) should be made accessible in Nigeria to all citizens instead

of the present situation where it is only for the federal civil servants that are covered by the scheme.The
National government of the two countries need to increase the level of finding of the health sector to entrance
the delivery of services covered by NHIS to include major surgical operations. The governments of both
countries should work on review of the legislation establishing the NHIS to make it more effective.
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