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Aging in Sub-Saharan Africa causes major challenges for policy
makers in social protection. Our study focuses on Ghana, one of the
few Sub-Saharan African countries that passed a National Policy
on Aging in 2010. Ghana is also one of the first Sub-Saharan
African countries that launched a National Health Insurance
Scheme (NHIS; NHIS Act 650, 2003) with the aim to improve
access to quality health care for all citizens, and as such can be
considered as a means of poverty reduction. Our study assesses
whether premium exemption policy under the NHIS that grants
non-payments of annual health insurance premiums for older
people increases access to health care. We assessed differences
in enrollment coverage among four different age groups (18–49,
50–59, 60–69, and 70+). We found higher enrollment for the 70+
and 60–69 age groups. The likelihood of enrollment was 2.7 and
1.7 times higher for the 70+ and 60–69 age groups, respectively.
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Our results suggest the NHIS exemption policy increases insurance
coverage of the aged and their utilization of health care services.

KEYWORDS aging population, determinants of enrollment,
Ghana, health insurance, health policy

INTRODUCTION

Worldwide socioeconomic developments have resulted in positive and
improved health outcomes: More children survive, fertility falls, and longevity
increases, reinforcing development (World Health Organization [WHO],
2012a). However, of the 42 major countries in Sub-Saharan Africa (SSA),
only four are upper-middle-income economies, and six are middle-lower-
income countries. Also, the impact of the HIV/AIDS epidemic is still visible
in the demographic pyramid of the region. In spite of these facts, many
parts of Africa are steadily aging as life expectancy increases and fertility
is on the decline. It is estimated that by 2050, most countries in Africa will
have doubled their aging populations (Apt, 2000). Debate on health policies
focused on aging people in Africa has intensified, in particular with respect
to their vulnerability to chronic diseases and their limited access to health ser-
vices. As people, women in particular, live longer, they risk chronic poverty,
which increases their need for health care. In Ghana, the difference in life
expectancy between men and women is about 5 years.

Across the world, health insurance is understood as a health policy
that serves to protect households from the direct financial consequences of
health care and therefore as a way of poverty alleviation (Asante & Aikins,
2008; Blanchet, Fink, & Osei-Akoto, 2012; Sulzbach, Garshong, & Owusu-
Banahene, 2005). In a study conducted by the World Health Organization
(WHO) in Ghana, India, and Tanzania on global aging and adult health, they
found 11% of the population in Ghana to be aged 50 years and older in 2005
(Kowal et al., 2010). Five years later, in 2012, this percentage increased to
11.7%. Life expectancy at birth has also increased from an average 59.5 years
in 2008 to 61.4 years in 2012 (Central Intelligence Agency, 2012). In light of
these trends, understanding the heath situation of older people is impor-
tant. Kowal mentions recent studies showing that the effects of healthy
lifestyles on subsequent disability among older people are large, particularly
regular exercise and the absence of smoking. In general, expected health
patterns had a gender dimension—better health for men than for women—
and a socioeconomic dimension—better health for individuals with higher
education and income levels.

Older people are more prone to chronic diseases (the United Nations
use the term “noncommunicable diseases’’) such as heart disease, stroke,
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visual impairment, hearing loss, and dementia, which lead to reduced capac-
ities to earn incomes. Besides that, there is a need for other types of
treatments and geriatrics health staff. It is also evident that uninsured older
people may be particularly at risk for adverse health outcomes. In short,
the shift poses challenges to the country’s health system, which is insuffi-
ciently adapted to the needs of the aged (Aboagye, Agyemang, & Tjerbo,
2013; Aboderin, 2008; Aboderin & Ferreira, 2008; Apt, 1993; Exavery, 2010;
National Population Council, 2007; WHO, 2012b).

Our study focuses on Ghana, one of the few SSA countries that received
cabinet approval for a National Policy on Aging in 2010. This policy captures
the social welfare, health, and human rights, among other privileges, of older
people in society. Since 2013, the Global Age Watch Index (GAWI) has been
publishing income and health situations of older people in 96 countries.
Ghana ranks 81 on GAWI and 77 on the specific health status. In general,
African countries have low GAWI values, a reflection of the low priority
given to aging issues on domestic policy agendas in most African countries
(HelpAge International, 2014). Lagomarsino, Garabrant, Adyas, Muga, and
Ottoo (2012) analyzed nine low-income and lower-middle-income countries
in Africa and Asia that have implemented national health insurance reforms
designed to move toward universal health coverage; Ghana was one of those
countries. The authors identified some common patterns, such as use of tax
revenues to subsidize target populations, steps toward broader risk pools,
and emphasis on the purchase of services through demand-side financing
mechanisms. They noted substantial variations in format and direction.

Ghana is also one of the first SSA countries that launched a National
Health Insurance Scheme (NHIS Act 650, 2003), with the aim to improve
access to quality health care for all citizens, including the most vulnera-
ble. By 2011, the cumulative uptake in Ghana’s NHIS was close to 70%
of the population. However, active users of the insurance reached just
33% (National Health Insurance Authority, 2011). Empirical evidence shows
regional differences in enrollment, and enrollment among the poor is low
(Asante & Aikins, 2008; Dixon, Tenkorang, & Luginaah, 2011; Jehu Appiah
et al., 2011; Mills et al., 2012). The premium exemption policy under the
NHIS refers to the categories of persons who do not have to pay the annual
insurance premiums by virtue of their ages, types of care needed, being
indigent, or being Social Security and National Insurance Trust (SSNIT) pen-
sioners or SSNIT contributors. The exemption policy of the NHIS provides
exemptions on premium payment for children younger than 18 years who
are SSNIT contributors, SSNIT pensioners, people aged 70 years and older,
indigents, pregnant women, and Livelihood Empowerment Against Poverty
(LEAP) beneficiaries. Although all of these groups are exempted from pre-
mium payment, only the pregnant women, LEAP beneficiaries, and indigents
are exempted from payment of processing fees as well. The others must
pay a small processing fee before they are enrolled under the NHIS. The
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exemption policy was implemented to encourage vulnerable groups to enroll
and renew; however, retention is a main concern to the NHIS. All over the
world, health insurance exemptions are inherently difficult to design and
implement; few countries have successfully implemented effective exemp-
tion mechanisms (Bennett & Gilson, 2001). The success of such exemption
mechanisms to a very large extent depends on the context-specific issues of
the design and implementation of the entire social health insurance financing
mechanism. Successful exemption policies received high priority from both
politicians and technocrats, had clear guidelines and eligibility criteria, were
effectively communicated to health workers and the general population, and
ensured that non-poor groups did not abuse the policy (Bennett & Gilson,
2001; Ekman, 2004; Fenenga et al., 2014; Gilson et al., 2000; Gilson, Russell,
& Rauyajin et al., 1998; Jui-Fen & Hasiao, 2003; Kutzin, 2001; Sheikh et al.,
2011).

As the fertility transition advances and the population in Ghana ages,
the health sector has to anticipate the changing demand for health care.
The purpose of our study is to explore whether the exemption policy actu-
ally increases enrollment for elders significantly and whether this results in
an increase in their utilization of health care. We hypothesize that the age
groups 60–69 and 70+ have significantly higher enrollment coverage than the
18–49 age group. We further hypothesize that there is a significantly positive
relationship between the insured in age groups 60–69 and 70+ and health
services utilization. Last, we expect to find age group differences in the deter-
minants of enrollment in health insurance, such as gender and membership
of social networks in Ghana.

DATA AND METHODS

This study uses primary data from the “Towards a Client-Oriented Health
Insurance Scheme in Ghana” Project (COHEiSION project). Both qualitative
and quantitative methodologies were employed in the data collections in
2011 and 2012. The qualitative method preceded the quantitative method.
For the qualitative method, individual in-depth interviews and focus group
discussions were conducted among 22 health care providers, 16 NHIS staff,
and 223 clients at the national, regional, district, and community levels of
the health insurance and health care delivery system to identify the barriers
to enrollment in the NHIS in the Western and the Greater Accra Regions
in Ghana. The qualitative findings were used to obtain an emic perspec-
tive (a native point of view) of people’s opinions. This allowed a better
understanding of their behavior and decision making in the local con-
text. In addition, qualitative data informed and grounded the questions in
the household survey questionnaire and helped with the interpretation of
the quantitative findings. For the quantitative method, data were collected
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from 1,920 randomly selected households living within a 10-km radius
of 64 selected primary health care facilities in the two project regions.
Respondents were sampled through a multistage sampling strategy where
the 64 clusters of primary health care facilities were first selected on the basis
of their ownership (public/private), location (rural/urban), and NHIS accred-
itation quality scores. Subsequently, 30 households were randomly sampled
from within a radius of 10 km around each selected primary health care
facility. In total, data on 7,097 individuals dwelling in the sampled house-
holds involving their sociodemographics, social capital and social schemas,
employment status, health status and health care utilization behavior, NHIS
enrollment status, perceived quality of health care services, perceived quality
of NHIS services, consumption expenditure patterns, and dwelling character-
istics were collected. This paper provides analysis of 4,214 individuals aged
18 years and older from the household survey.

Empirical Estimation

To study the differences in enrollment and some demographic characteris-
tics of interest of the four age groups in our sample of 4,214 individuals
of 18 years and older, we performed bivariate cross-tabulation between
sociodemographic characteristics and enrollment status for individuals in the
18–49, 50–59, 60–69, and 70+ age group subsamples. To test our hypothesis,
we employed multivariate logistic regression analysis on the pooled sample.
Current enrollments in any health insurance scheme were used as dependent
variables of interest for the multivariate regression estimation. (Besides the
NHIS, Ghana has few smaller private health insurance schemes, counting for
0.1 % of the health insured population in the country.) This was measured
with a dichotomous variable equal to 1 if the individual is currently enrolled
in any type of health insurance at the time of interview, 0 if otherwise. The
four age groups, 18–49, 50–59, 60–69, and 70+, were our main indepen-
dent variables, with the 18–49 as the reference group. We controlled for sex,
marital status, health status, membership of network, health care utilization,
and wealth quintiles in the estimation. All statistical analyses were performed
using STATA version 12.0.

RESULTS AND DISCUSSION

The main objective of Ghana’s NHIS exemption policy is to increase access
to insurance and provide free health care for people older than age 70 and
for SSNIT pensioners older than age 60. This article presents and discusses
scientific evidence that this policy has a significantly positive effect on insur-
ance enrollment and utilization of health care by older people. However,
despite the identified increase in enrollment and utilization, many eligible
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older people in these age groups remain uninsured. Some recommendations
for health policy are therefore provided.

Demographic Characteristics and Current Health Insurance
Enrollment

Table 1 presents the demographic characteristics of respondents in the
four age groups. There were more women in all age groups. Most of the
respondents in the 70+ age group (51.3%) were widow(er)s. The 70+
age group utilizes health services more than all the other age groups.
Approximately 48% and 9% utilized health services between 1–5 and
6–10 times, respectively, in the 6 months prior to the survey.

There was very little difference in the proportion of respondents in the
five wealth quintiles for all the four age groups. While the majority of the 70+
(62.8%) age group was currently enrolled in health insurance, only 32.4% of
the 18–49 age group had insurance enrollment. Of those enrolled, more than
90% of the 70+ age group were exempted from premium payment, and an
even higher proportion of 97% got their enrollment through the 70 years and
older exemption category.

The bivariate analysis of some demographic characteristics and current
health insurance status of respondents in the four age groups are presented
in Appendix 1. There was no statistically significant difference between the
insurance status of men and women in the 70+ age group, but that of the
18–49 age group was statistically significant at the 5% level (p = .00).
We found more men (67.1%) were enrolled in the 70+ age group than
women, compared to more women (43.5%) in the 18–48 age group. The
gender differences in enrollment are significant in the 18–49 age group but
not in older age groups. This might be explained by the reproductive age
of women and the exemption from payment of premiums and registration
fees by pregnant women in this group. Several studies have shown increases
in enrollment among women as a result of the introduction of premium
and registration fee exemption policy for pregnant women (Aryeetey et al.,
2013; Witter, Garshong, & Ridde, 2013). Similarly, the effect of social cap-
ital, which, according to various researchers (Donfouet & Mahieu, 2012;
Zhang, Wang, Wang, & Hsiao, 2006), is positively associated with utilization
of health care services and use of the community-based insurance scheme,
shows a significant positive association with enrollment in the 18–49 age
group. However, the positive association gets less strong after 50 years. This
could be explained by older people becoming less mobile with age and
less engaging in group and network activities. This reduced the effect of
social capital in the community on older people’s decision to enroll in the
scheme. A further exploration and understanding of the types and densities
of the networks for older people in this context could help to determine
how certain social relations can overcome existing enrollment barriers.
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TABLE 1 Characteristics of Respondents in Four Age Groups

18–49 Age
Group

50–59 Age
Group

60–69 Age
Group

70+ Age
Group

Variable N = 3,281 N = 451 N = 283 N = 199

Sex
Male 42.9% 46.1% 49.8% 42..3%
Female 57.1% 53.9% 50.2% 57.3%

Marital status
Never married 42.8% 4.3% 4.6% 3.5%
Married 42.5% 70.7% 58.9% 33.2%
Divorced/separated 6.3% 12.2% 10.6% 9.6%
Widow(er) 1.6% 10.4% 25.2% 51.3%
Living together 6.9% 2.2% 0.7% 2.5%

Wealth quintile
Poorest 15.6% 17.5% 15.3% 16.2%
Poor 17.9% 16.2% 16.4% 15.7%
Average 19.1% 20.0% 21.2% 22.2%
Rich 22.6% 21.6% 25.2% 23.2%
Richest 24.9% 24.7% 21.9% 22.7%

Health status
Poor health 2.1% 4.3% 11.4% 15.7%
Average health 6.3% 12.3% 16.4% 30.9%
Good health 91.6% 83.4% 72.2% 53.3%

Health care utilization
Utilization 0 71.9% 65.6% 56.5% 42.7%
Utilization 1–5 26.6% 31.9% 40.6% 47.7%
Utilization 6–10 0.9% 2.0% 1.8% 9.1%
Utilization > 10 0.3% 0.4% 1.1% 0.5%

Health insurance
enrollment
Currently insured 38.60% 44.80% 51.90% 62.80%
Currently not insured 51.40% 55.20% 48.10% 37.20%
Previously insured 30.90% 34.50% 40.40% 51.40%
Never insured 69.10% 65.50% 59.60% 48.60%

Premium Exemption
Exempted 22.7% 19.8% 75.5% 90.4%
Not exempted 77.3% 80.2% 24.5% 9.6%

Reason for exemption
Aged 70+ 0.0% 0.0% 0.0% 97.4%
Younger than 18 13.5% 0.0% 0.0% 0.0%
Pregnant woman 28.9% 0.0% 0.0% 0.0%
SSNIT contributor 57.1% 97.5% 100.0% 2.6%
Indigent 0.7% 2.5% 0.0% 0.0%

Note. Source: COHEiSION Project baseline survey of total N = 4,214 individuals aged 18 years and older.

In contrast, while we found the difference in insurance status between
the different marital status categories of the 70+ age group to be statistically
significant at the 10% level (p = .096), that of the 18–49 age group was not
significant. Approximately 90% of the divorced/separated were enrolled in
the 70+ age group, compared to only 33% in the 18–49 age group. We also
found the difference between the insurance status and the various categories
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of health services utilization rates to be statistically significant at the 1% level
for the 18–49 age group (p = .00), but not for the 70+ age group.

Reasons for Not Enrolling in Health Insurance Scheme

We found evidence that suggests that the level of awareness about the
exemption policy in the 70+ age group is not optimal, as shown in Table 2.
A minimal percentage (approximately 3%) of the uninsured in the 70+ age
group indicated they had never heard of the NHIS, while 8.60% indicated
they could afford the premium. An even higher proportion (45.3%) of the
60–69 age group indicated they could afford the premium. We found that
the proportion of uninsured who indicated that they have no confidence in
the scheme increases with age, with the 70+ age group having the highest
proportion of 45.7%. Figure 1 presents enrollment and utilization per age cat-
egory. According to Fenenga, Alhassan-Kaba, and colleagues (forthcoming,
low confidence is partly based on disparities in explanatory models between
health care clients and health care providers. Their sociocultural beliefs
and notions on illness, the need for care, the quality of health care, and
health insurance services differ, easily leading to miscommunication, misun-
derstanding, and low trust. In particular in the older age groups, traditional
cultural beliefs can be stronger and disparities between their explanatory
models and those of professionals more pronounced. Further study into low
confidence levels among this age group can help to explain and resolve low
uptake.

TABLE 2 Reasons for Never Enrolling in Any Health Insurance Scheme

18–49 Age
Group

50–59 Age
Group

60–69 Age
Group

70+ Age
Group

Never
Enrolled

Never
Enrolled

Never
Enrolled

Never
Enrolled

Variable (N = 1,344) (N = 154) (N = 75) (N = 35)

Cannot afford premium 37.30% 38.30% 45.30% 8.60%
Never heard of the NHIS 0.70% 0.00% 0.00% 2.90%
Covered by employer 3.20% 1.90% 2.70% 8.60%
Mostly healthy, do not

need the NHIS
23.70% 22.70% 17.30% 14.30%

No scheme in my area 0.70% 0.70% 0.00% 0.00%
No confidence in the

scheme
20.10% 20.80% 30.70% 45.70%

Registration point too far 2.80% 1.30% 1.30% 0.00%
Have private health

insurance
0.20% 0.00% 0.00% 0.00%

Other reasons 11.40% 14.30% 2.70% 20.00%

Source: COHEiSION Project baseline survey of Total N = 4,214 individuals aged 18 years and older.
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FIGURE 1 Enrollment status by age group. The four columns on the left show enrollment
per age category (enrolled, not enrolled, previous, and never). The four columns on the right
show health care utlization per age category (0 times, 1 to 5 times, 1 to 10 times, and 11 to
15 times).

Barriers such as “never heard about the NHIS” or “cannot afford pre-
mium” could be explained as inadequate information on the exemption
policy or the NHIS in general to these groups of people. Indeed, the per-
centage of respondents who indicated “lack of confidence in the scheme” as
a reason for not enrolling increases with age and accounts for over 45% in
the 70+ group. This might be the result of a combination of factors related
to the services of the NHIS as well as the services of health care providers.
The so called vertical social capital or trust relations between people in the
community and formal institutions, such as the health care provider and
health insurer, diminishes when people’s perceptions to benefiting from the
scheme reduces. Previous experience of poor quality, health staffs favoring
uninsured, or inconsistencies in provided benefit packages were found to
reduce people’s interest and trust in services (Fenenga, Nketiah-Amponsah,
et al., forthcoming). Also, other studies have pointed to these and a variety of
other barriers to enrollment (Aryeetey et al., 2013; Jehu-Appiah et al., 2011).

Effect of Gender Differences

We also looked at the differences between the enrollment of older men and
women. In a study by Dixon et al. (2014) that focused on gender inequal-
ities within Ghana’s NHIS, they found that women with unreliable incomes
who reported being food-insecure and living with young children were more
likely to drop out of insurance. In contrast, men were more likely to drop out
for being unsatisfied with services provided. Since older people in general
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and women in particular make more use of health services, one would pre-
dict that the enrollment would be significantly higher. However, we see the
contrary. In the two oldest age groups, we found that men are more enrolled
than women. In the 70+ group, 67.1% of the men and 59.7% of the women
are insured. This can be attributed to the level of education. More highly
educated people are more likely to enroll. This is a stronger feature than
the fact that women use health care more often. There is a strong correla-
tion between longevity and education (Rogot & National Institutes of Health,
1988). Therefore, this finding is interesting with respect to the situation of
older people. It could suggest that the relatively low level of education of
older people (Table 1) leads to a lower level of enrollment, than when the
older Ghanaians of today were better educated. It also may suggest that in
the future, with the rising levels of education, more people will enroll. A sec-
ond explanation might be related to financial constraints such as paying an
entrance fee or transportation costs.

Effect of Exemption Policy on Health Insurance Enrollment

The results of the logistic regression analysis of the effect of the pre-
mium exemption policy on health insurance enrollment of older people are
presented in Table 3.

We found the odds of enrolling in health insurance to be significantly
higher in the older age groups (60–69 and 70+ years) than the two younger
age groups. The 70+ and 60–69 age groups were 2.7 and 1.7 times, respec-
tively, more likely to enroll than the 18–49 age group. The difference in
enrollment between the 60–69 age group and the 70+ age group reveal the
effect of the policy for SSNIT pensioners, who are exempted from the age
of 60, and the larger group exempted at 70+. Thus, non-SSNIT pensioners
aged 60 and older still have to pay premiums until age 70 years when they
qualify for the 70+ premium exemption.

We also found that women and never-married individuals were 1.4 and
1.3 times more likely to enroll than men and married couples, respectively.
Appendix 1 shows that the majority of women (74.3%) have no formal
education compared to 25.7% of the men. This could also be a possible
explanation to the low level of enrollment among women in the 70+ age
group. Individuals with poor health status were significantly more likely
(OR = 1.0) to enroll in health insurance than those in good health (OR = 0.6).

We further found that people who do not belong to community groups
or networks were 0.7 times less likely to enroll than those who do belong to
groups or networks. Individuals who utilize health services more frequently
had a significantly higher likelihood of enrollment. We found those who
utilized health services 6–10 and 1–5 times in the 6 months prior to the survey
were 2.1 and 1.7 times, respectively, more likely to enroll in health insurance
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TABLE 3 Effect of Exemption Policy on Health Insurance Enrollment

Category
Odds Ratio (95%

Confidence Interval)
Standard

Error

Age (18–49 years)
50–59 Years 1.18 0.13
60–69 Years 1.68∗∗∗ 0.24
70+ Years 2.72∗∗∗ 0.51

Sex (male)
Female 1.41∗∗∗ 0.09

Marital status (married)
Never married 1.23∗∗ 0.09
Divorced/separated 0.93 0.13
Widow(-er) 0.82 0.14
Living together 1.11 0.17

Health status (poor health)
Average health 0.59∗ 0.13
Good health 0.60∗∗ 0.11

Group/association (member)
Not member 0.71∗∗∗ 0.05

Health care utilization (no utilization)
Utilization 1–5 1.70∗∗∗ 0.13
Utilization 6–10 2.10∗∗ 0.66
Utilization 11–15 0.68 0.39

Wealth quintile (poorest)
Poor 1.36∗∗ 0.15
Average 1.48∗∗∗ 0.16
Rich 1.41∗∗ 0.15
Richest 1.90∗∗∗ 0.20
Constant 0.59∗ 0.13

Note. Source: COHEiSION Project baseline survey of N = 3,951 individuals aged 18 years and older.
Reference categories in parentheses.
∗p < .05; ∗∗p < .01; ∗∗∗p < .001. Pseudo R2 = 0.046, Pearson chi-square = .000, Log Pseudo likelihood
Ratio = −2554.85.

than those who did not utilize health services within that time period. Again,
as shown in Appendix 2, 66.7% and 100% of the insured in the 60–69 and
70+ age groups, respectively, utilized health services more than 10 times in
the 6 months prior to the survey. This suggests that the exemption policy has
a positive effect on the utilization of health care services by older people.
Wealthy individuals were significantly more likely to enroll than the poor.
Those in the richest quintile were 1.7 times more likely to enroll than those
in the poorest quintile.

Study Limitations

The NHIS exemption policy includes a number of groups benefitting from
reduced cost or nonpayment of insurance premiums. Whereas these groups
are well defined, some groups apparently overlap. One can be formally
employed and pregnant, rightfully benefitting exemption in both categories.
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POLICY IMPLICATIONS

We started the research with the theoretical assumption that premium exemp-
tion would lead to almost full enrollment and therefore almost maximum
access to health care. In general, our results suggest that the NHIS exemp-
tion policy actually does increase insurance coverage for and the utilization
of health care services by the aged. However, by focusing on the reasons
older people do not enroll in NHIS, we concluded that there are serious
barriers. Therefore, in terms of policy implications, we see these options for
policy improvements:

1. Some older people still consider participating in the scheme too costly.
This might be due to the registration processing fees, which are deter-
mined by the District Scheme offices of the NHIS and vary across the
155 districts in the country. This fee must be paid by all age groups.

2. The relatively low level of education of older people (Table 1) leads to a
lower level of enrollment.

3. The largest proportion (45%) of older people in the 70+ age group men-
tioned that they “have no confidence in the scheme” as the main reason
for not enrolling. This could be a result of a combination of factors related
to the services of the NHIS as well as the health care services of clinics.
Other studies have indicated these as barriers to enrollment (Aryeetey
et al., 2013; Jehu-Appiah et al., 2011).

To ensure the success of the exemption policy, there is the need for a
closer look at barriers to enrollment as presented in Table 3. One differenti-
ation to anticipate is that of premium and registration fees. The latter might
still constitute a financial barrier for those older people not in the indigent
group. We recommend as the next policy step that these exempted groups
should also be exempted from payment of registration fees.

Furthermore, we recommend more emphasis be laid on informing the
target group with effective communication geared toward older people,
women in particular, and their levels of education and understanding.

Barriers such as “never heard about the NHIS” or “cannot afford pre-
mium” could be a result of inadequate information on the exemption policy
or the NHIS. However, it could also be a result of a combination of factors
related to the services of the NHIS as well as the health care services of
clinics. Therefore, further investigation is necessary to contextualize these
findings to determine policies to address the specific health care needs of
the rapidly aging Ghanaian population.
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CONCLUSIONS

Our main research question was the following: Does a health insurance pre-
mium exemption policy for older people increase access to health care? By
assessing differences and determinants of enrollment in the NHIS in Ghana
among different age groups, we found a significant increase in the like-
lihood of enrollment. Compared to the younger age groups, this likelihood
was 2.7 and 1.7 times higher for the 70+ and 60–69 age groups, respectively.
Also the utilization of health care showed positive and significant increase
with age.

Reasons for not enrolling could be explained as inadequate information
on the exemption policy or the NHIS in general. The requirement for other
exempted categories apart from the 70+ age group and indigents to pay
registration fees will need further policy intervention. Our findings were
quite similar to those mentioned in the research of Parmar et al. (2014),
who found that with respect to enrollment of older people in social health
protection programs in West Africa, social exclusion plays a significant part.

In general, we conclude that the health insurance premium exemption
policy for older people is an important contribution to better health care for
all. However, from the results of our research, further investigation is neces-
sary to differentiate the effects of the different exemption categories under
the NHIS. Further research is also required to determine the appropriate poli-
cies to address the specific health care needs of the rapidly aging Ghanaian
population.
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APPENDIX 1 Educational Level and Sex of 70+ Age Group

Sex

Educational Level Female No. (%) Male No. (%) Total No. (%)

Basic 28 (42.4%) 38 (57.6%) 66 (100%)
Secondary 4 (66.7%) 2 (33.3%) 6 (100%)
Tertiary 7 (28.0%) 18 (72.0%) 25 (100%)
Post-tertiary 0 (0.0%) 1 (100%) 1 (100%)
None 75 (74.3%) 26 (25.7%) 101 (100%)
Total 114 (57.3%) 85 (42.7%) 199 (100%)

Note. Source: COHEiSION Project baseline survey of N = 199 individuals aged 70 years and older.
No. = Number of respondents.
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