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SUMMARY 
In 2004, Ghana started implementing a National Health 
Insurance Scheme (NHIS) to remove cost as a barrier 
to quality healthcare. Providers were initially paid by 
fee – for - service. In May 2008, this changed to paying 
providers by a combination of Ghana - Diagnostic Re-
lated Groupings (G-DRGs) for services and fee – for - 
service for medicines through the claims process.    
Objective: The study evaluated the claims manage-
ment processes for two District MHIS in the Upper 
East Region of Ghana. 
Methods: Retrospective review of secondary claims 
data (2008) and a prospective observation of claims 
management (2009) were undertaken. Qualitative and 
quantitative approaches were used for primary data 
collection using interview guides and checklists. The 
reimbursements rates and value of rejected claims were 
calculated and compared for both districts using the z 
test. The null hypothesis was that no differences exist-
ed in parameters measured. 
Findings: Claims processes in both districts were simi-
lar and predominantly manual. There were administra-
tive capacity, technical, human resource and working 
environment challenges contributing to delays in 
claims submission by providers and vetting and pay-
ment by schemes. Both Schemes rejected less than 1% 
of all claims submitted. Significant differences were 
observed between the Total Reimbursement Rates 
(TRR) and the Total Timely Reimbursement Rates 
(TTRR) for both schemes. For TRR, 89% and 86% 
were recorded for Kassena Nankana and Builsa 
Schemes respectively while for TTRR, 45% and 28% 
were recorded respectively.  
Conclusion: Ghana’s NHIS needs to reform its provid-
er payment and claims submission and processing sys-
tems to ensure simpler and faster processes. Computer-
ization and investment to improve the capacity to ad-
minister for both purchasers and providers will be key 
in any reform.  
 

Keywords: claims management, claims process, 
claims rejection, health insurance 
 
INTRODUCTION 
In 2001, Ghana started the process of developing a 
National Health Insurance Scheme (NHIS) to replace 
out-of-pocket fees at the point of service delivery.1 In 
2003, NHIS Act 650 was passed and became opera-
tional in 2004.2 By June 2009, coverage stood at 55% 
of the population from a total of 145 District Mutual 
Health Insurance Schemes (DMHIS). 3  
 
Joseph Kutzin’s4 framework for country led analysis of 
health care financing arrangements suggests four main 
system functions namely revenue collection, fund pool-
ing, purchasing of services and provision of services.  
Purchasing of services refers to “the transfer of pooled 
resources to service providers on behalf of the popula-
tion for which the funds were pooled”.  The Ghana 
NHIS has a purchaser provider split, with the DMHIS, 
and increasingly, the National Health Insurance Au-
thority (NHIA), being directly responsible for entering 
into purchase agreements with providers and reimburs-
ing them.  Healthcare providers at the district submit 
claims to DMHIS managers (referred to as scheme 
managers).  
 
All provider payment at the start of implementation in 
2004 was by itemized fee for service.  In May 2008, a 
reformed provider payment system of diagnostic relat-
ed groupings for services and fee for service for medi-
cines was introduced to replace itemized fee for service 
at all levels.5   
 
The schemes have an established claims process that 
vet the claims against provider eligibility, compliance 
with the Ghana Diagnostic Related Groupings (G-
DRGs), Standard Treatment Guidelines and Insurance 
Drug List. Scheme managers at the DMHIS approve 
the claims for payment.  
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The process within the schemes is almost entirely 
manual. The purchasing function under the NHI has 
been beset with problems of delay in provider pay-
ments. According to the 2008 health sector review, 
health facilities nationwide were owed a total of GH¢ 
49 Million ($32.6M), most of it in unpaid claims while 
health providers themselves reported a 2-6 month delay 
in having their bills settled.6 In the Upper East Region, 
the study area, the Regional Health Directorate esti-
mated that at the time of this study in 2009, provider 
facilities under its jurisdiction were owed an outstand-
ing balance of GH¢2.8 million ($1.87M) for services 
rendered. The exchange rate was $0.66 to GH¢1.00 
 
The literature on health insurance claims processes 
generally makes little mention of work done in devel-
oping countries. Though rejection rates of claims sub-
mitted by providers on a national scale are not docu-
mented in Ghana, the Korle-Bu Teaching Hospital rec-
orded range of rejected claims of 9-22% in 2008 ac-
cording to the NHIA Claims manager.7 Studies in Gu-
jarat, India by Ranson8 and Sinha et al9 where a direct 
fee for service was operated among Self Employed 
Women’s Association revealed claims rejection rates 
of 11% and 10-14% respectively and in the former, 
mean reimbursement rate of 76.5%,.8,9 A 2002 survey 
by the Health Insurance Association of America 
showed that on average, 14% of claims received were 
denied for payment.10 Using similar methodologies in 
2002 and 2006, the American Health Insurance Plan 
showed varying levels of rejection of claims with no 
record of rejected or denied claims in 2006. Rather, 
14% of claims were “pended” or delayed for reasons 
including submission of duplicate claims, lack of com-
plete information or other information needed to justify 
the claim, invalid codes or coverage issues, including 
no coverage based on date of service, non-covered or 
non-network benefit or service, coordination of bene-
fits, or coverage determination.11 
 
The existence of a time schedule for either submitting 
or reimbursing claims is documented. In Ghana, Legis-
lative Instrument 1809 stipulates a 60 day period to 
providers and 28 day period to Scheme managers to 
submit and reimburse claims respectively. The same 60 
day timeline is stipulated for some providers under the 
United States’ federal system of health insurance for 
those requiring financial assistance- Medicaid- with the 
slight variation of an ill defined timeline for reim-
bursements in Washington State.12 In 2006, America’s 
Health Insurance Plans (AHIP) released a report in 
which it emerged that 98% of "clean" claims were pro-
cessed within 30 days.11 
 
  

To address identified delays, electronic claims pro-
cessing has increasingly been deployed in many coun-
tries. In the US, this has been progressive with elec-
tronic claims submission accounting for 2% of claims 
in 1990, 44% in 2002 and 75% in 2006.13,11 One US 
based company, TMG, with over 30 years experience 
in claims management claims to have a software sys-
tem that “processes more than 40,000 claims a day, 365 
days a year.”14 In Ghana, by December 2009, the 
NHIA planned to roll out a nationwide integrated ICT 
programme with the major objective of providing 
“a robust uniform technology platform for the Dis-
trict Mutual Health Insurance Schemes to operate ef-
fectively, efficiently and economically.”5 
 
There has been no formal documented study focusing 
on the challenges accounting for delays in provider 
payment and claims rejection. Questions arise as to the 
administrative and management challenges related to 
managing claims as part of strategic purchasing within 
the NHIS. A study by Aikins15 examining the challeng-
es confronting some of the Community Health Insur-
ance Schemes in Ghana that preceded and greatly in-
formed the design of the National Health Insurance 
Scheme observed that  “Majority (99%) of the schemes 
have no clearly defined organizational structure, and no 
defined job descriptions and responsibilities for their 
permanent staff. None of the Schemes have an institut-
ed career development structure.”    
 
This paper reports the evaluation of claims manage-
ment processes in two districts in the Upper East Re-
gion of Ghana. Its aims were to describe the claims 
processes of providers and schemes, identify the chal-
lenges, determine the proportion of claims rejected, 
factors associated with rejection and their respective 
financial costs to enable recommendations for a more 
effective and efficient claims management system at a 
time when the NHIA itself is piloting computerised 
claims processing systems and capitation provider 
payment methods.   
 
METHODS 
 
Study sites 
Kassena Nankana: The Kassena Nankana District 
(KND) is in the Upper East Region of Ghana with a 
mostly rural population. It has a population of 163, 164 
occupying a land area of 1, 658 square meters. The 
District has 27 Community Health Compounds, 5 
Health Centres, 3 clinics and 1 Hospital called the War 
Memorial Hospital which serves as a referral point. 
The Kassena Nankana DMHIS started operating on 1st 
November 2005.  
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Coverage, using the number of people listed in the 
scheme register as at the time of the study was 66.4%. 
Out of the total of 52, 214 claims received by the 
DMHS in 2008, 18.6% were from the War Memorial 
Hospital.  
 
Builsa:  Builsa District (BD) is bordered on the North 
by the Kassena Nankana District out of which it was 
carved in 1975. The total population is 82, 269 spread 
over an area of 2, 230 square meters. It has 11 Com-
munity health compounds, 5 health centres, 2 clinics 
and 1 district hospital called Sandema Hospital. The 
Builsa DMHIS started actual operations on 7th Novem-
ber, 2005. Current coverage is 84.7% using same crite-
ria above. Out of the 27, 833 claims received in 2008, 
39.9% were from the Sandema Hospital. 
 
Study design  
This was a cross-sectional study of DMHIS claims 
management process and its associated costs. It retro-
spectively examined all claims submitted and reim-
bursed for both districts from January to December 
2008 and prospectively observed the claims process in 
operation.  
 
Sampling and data collection  
For the retrospective secondary data analysis of claims, 
all the 40 health facilities in Kassena Nankana and the 
20 in Builsa Districts operating the Scheme constituted 
the study population. From this group, the two District 
Hospitals that have the largest outpatient attendances 
were purposively selected. All claims submitted from 
January – December 2008 from both District Hospitals 
to the schemes were analysed.  
 
Additionally, a desk review of claims data submitted 
by both district hospitals in 2008 was conducted. In-
formation gathered enabled the estimation of the total 
number of claims submitted, the proportion of claims 
rejected and their respective costs. 
 
A total of four in-depth interviews were done in both 
districts involving the two district DMHIS claims man-
agers and the focal persons for health insurance in the 
two hospitals using an interview guide developed to 
address the study’s objectives. Information gathered 
using the in depth interview guide included the back-
ground of the schemes, claims processes and their as-
sociated challenges and the factors associated with the 
rejection of claims.  
 
Observation of the claims process was done using a 
checklist. The same checklist was applied twice at the 
provider and scheme ends for both districts.  
 

The application of the same checklist twice per 
scheme/ provider (in one week and repeated in the 
next), enabled validation of the information gathered 
initially. In other words, the checklist observed clients 
undergoing identity verification and the various service 
points, what forms claims officers used in submitting, 
verifying and reimbursing claims and whether these 
steps were reliably adhered to.  
 
Analysis 
Qualitative analysis: The interviews  and observations 
were coded and analysed according to themes for 
commonalities and contrasts in terms of technical, hu-
man resource working environment and financial fac-
tors. These were then summarized in a tabular form.  
 
Quantitative analysis:  Quantitative data which was 
made up of number of submitted claims, amount reim-
bursed, number of rejected claims etc, were entered 
into a developed Microsoft Excel template and cross 
verified with original data captured. The following 
analyses were undertaken: proportion of rejected 
claims, claims reimbursement rates and cost proportion 
of rejected claims 
 
Proportion or rejected claims: A rejected claim was 
defined as a claim which was not reimbursed, while 
rejected claims cost was defined by any amount with-
held on part or all of a claim arising from whole rejec-
tion or partial deductions on the submitted claims. The 
proportion of individual claims rejected out of the total 
submitted was calculated by dividing the number of 
claims rejected in 2008 by the total number of claims 
submitted in the same year to get the percentage of 
rejected claims for each district scheme.  
 
Claims reimbursement rate: Two indicators of claims 
reimbursement were measured namely the Total reim-
bursement rate (TRR) and the Total timely reimburse-
ment rate (TTRR). The TRR measured the rate at 
which the scheme reimbursed all claims submitted in 
2008.  This was estimated by dividing the total amount 
reimbursed by the total claims submitted.  The TTRR 
measured the rate at which claims submitted on time 
(i.e. within 60 days) are reimbursed on time (i.e. within 
28 days).  This was also calculated by dividing the total 
claims reimbursed on time by the total claims submit-
ted on time. 
 
The frequencies of timely submissions and reimburse-
ments by both schemes and facilities in line with the 
timelines spelt out in the Legislative Instrument. were 
also determined.  Data from the qualitative and quanti-
tative portions of the study were triangulated for com-
plementary effect.  
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Cost proportion of rejected claims: The value of re-
jected claims as a percentage of the total value of 
claims submitted in 2008 was calculated to obtain the 
cost proportion of rejected claims. 
 
Test of hypothesis: The null hypothesis was adopted 
that no differences existed between both schemes in 
terms of specific parameters measured. The region to 
which both Districts belonged was conveniently chosen 
and both Districts were selected given their comparable 
experience in the implementation of health insurance. 
The claims data analysed was not sampled as the entire 
population of claims submitted and reimbursed was 
analysed. As a result of using the whole population, 
with normally distributed parameters, we decided to 
use a z test to conduct a  test on the significance of the 
differences observed for Kassena Nankana (KND) and 
Builsa (BD) for the following: proportion of claims 
rejected, cost proportion of claims rejected, timely 
claims submission frequency, timely claims reim-
bursement frequency, total reimbursement rate and 
total timely reimbursement rate. Null Hypothesis Ho: 
Pknd-Pbd =0 i.e. no differences exist. H1: Pknd-Pbd 
does not equal zero. For the Ho to be accepted, the z 
test statistic must fall in the acceptance region of ( -
1.96 to +1.96). Where the Ho was accepted, it implied 
that both districts had similar parameters and where Ho 
was rejected, it implied that real differences existed in 
both populations.  
 
Testing difference between 2 population proportion 
using the z test 

 

Let  

Pknd= Proportion observed in Kassena Nankana 

District (KND) 

Pbd=Proportion observed in Builsa District (BD) 

 
Ho: Pknd-Pbd =0 i.e. no differences exist in the popula-
tion proportions 
H1: Pknd-Pbd does not equal zero i.e. differences exist in 
the observed proportions 
 
If Ho is true, then it is used as a basis to compute a 
pooled estimate for the hypothesized proportion P= 
Xknd + Xbd 
 Nknd + Nbd 
Where 
Xknd & Xbd represent numbers in KND and BD respec-
tively possessing the characteristic of interest 
 

Nknd & Nbd represent the total populations in both dis-
tricts respectively. 
 
The pooled estimate P is used to compute the estimated 
standard error of the estimator as follows; 
 

σ pknd-pbd = √ (P(1-P)/N1 + P(1-P)/N2) 

 
The test statistic under Ho becomes 
 

Z= Pknd-Pbd -0/ σ pknd-pbd which is distinguished as 
approximately standard normal for sufficiently large 
minimum values (N1, N2) 
 
Ho is accepted if calculated Z test statistic falls in the 
acceptance region of -1.96 – (+) 1.96 
 
Limitations of the study 
Reasons for partial and total claims rejection were 
known but not quantified.  Secondly it was not possible 
to separate the cost of partially and fully rejected 
claims because of constraints related to data availabil-
ity and time.  
  
Ethical considerations 
Ethical approval for the study was obtained from the 
Ghana Health Service Ethical Review Committee.   
Permission was also sought from the Regional Direc-
torate of Health Services and the DMHIS managers of 
Kassena-Nankana and Builsa districts prior to data 
collection.  They were assured of data confidentiality, 
data safety and appropriate data usage.   
 
RESULTS  
Claims management processes  
Figure 1 is a flowchart of the claims process from 
when a client enters the health facility to when a claim 
is submitted to the scheme for reimbursement of the 
services rendered. At the facility, a potential client’s 
insurance identity card is verified for validity. If inva-
lid, the client accesses care via a fee- for- service pay-
ment mechanism. Otherwise, he/she accesses care at all 
the relevant service points during which all services 
rendered are documented on a claims form. The com-
pleted claims form is a cost sheet of the DRG, the med-
ication provided and all the diagnostics/ laboratory 
investigations done for the client. Costing is done in 
line with approved tariffs. It is then supposed to be 
submitted to the scheme within 60 days of a client’s 
visit. At the scheme, the claim is vetted against ap-
proved tariffs and adherence to approved standards and 
protocols. The claims manager may then recommend 
an approved claim to the scheme manager for payment, 
usually with a cheque.  
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Otherwise claims may be queried and pencilled in ei-
ther for deduction or total rejection subject to further 
deliberation and the final decision of a joint scheme-
provider claims certification committee. The claims 
management processes for both Kassena Nankana and 
Builsa Districts were similar.  
 

They only differed in the number of officials involved 
in claims processing at the providers end; eight in the 
case of War Memorial Hospital (WMH) in KND and 
six in the case of Sandema Hospital in Builsa District.  
 
 
 

  
Service provider 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 1 Flowchart on NHIS Claims process 
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Also at Sandema Hospital, data entry officials started 
entering client data from the records office, sometimes 
even before the client had finished accessing the ser-
vice. Additionally in Sandema Hospital, based on work 
flow, it was observed that officials entering client data 
into the computer could be reassigned to assist the rev-
enue officers in billing. 
 
The processes in both districts had an innovative feed-
back mechanism (claim certification committee) where 
all deductions and rejections proposed by the Claims 
Manager were discussed between the Claims Manager 
and the provider’s claims vetting committee. After all 
outstanding issues were resolved, both parties signed a 
Claim Certification form on which all approved claims, 
deductions and rejections were documented. The 
Claims Manager then wrote a memorandum to the 
Scheme Manager recommending the amount to be 
paid. This arrangement was observed to have facilitat-
ed cordial working relations quite different from the 
previous disputes on deducted claims.  
 
Scheme claims management challenges  
In 2008, the Kassena Nankana DMHIS processed 52, 
214 claims whilst the Builsa DMHIS processed 27,833 
claims.  Scheme claims management challenges identi-
fied can be classified as technical, human resource, 
working environment and financial challenges as 
shown in Table 1. 
 
Main technical challenges were inappropriate computer 
software utilization for claims processing due to inher-
ent delays in executing commands and limited ability 
to verify written diagnosis due to non-medical back-
ground of claims officials. 
 
Human resource challenges were reflected in unmet 
staff training needs and severe manpower shortages 
complicated by the rapid annual turnover of national 
service personnel. The staff numbers of both schemes 
were comparable although KND scheme processed 
almost twice as many claims as BD. All outpatient 
claims were processed without verification from fold-
ers unlike inpatient claims where because of the larger 
tariffs involved, saw the claims officer verifying the 
folder of every inpatient claim submitted i.e. matching 
the claims submitted with the actual record of treat-
ment as contained in the in-patient folder.  
 
Working environment challenges were over crowded 
offices, perceived work overload (“over work”), lack of 
a comprehensive conditions of service document and 

stress from increased predisposition to file for financial 
distress with the introduction of the new tariffs.  
 
Financial Challenges began in May 2008, which 
marked a departure from the old tariffs using itemized 
billing with the introduction of the new tariffs using 
DRGs. In both schemes, this resulted in an approxi-
mate fourfold increase in the tariffs paid to the provid-
ers. This posed a challenge, as schemes were not al-
ways adequately resourced to pay providers.   
 
Provider claims management challenges  
Claims management challenges identified in the two 
provider facilities were classified as technical, human 
resource, working environment and financial challeng-
es.   
 
Technical challenges from the provider’s perspective 
resulted in the rejection of unverifiable claims mainly 
as a result of poor filing systems resulting in missing 
folders of treated clients. Claims forms were often in-
completely filled especially portions on ‘claim num-
ber’, ‘procedures done’ and ‘ICD 10, G-DRGs’. There 
were challenges with verifying compliance with Stand-
ard Treatment Guidelines for non medical billing offic-
ers e.g. transcription of doctor’s diagnosis of “Enteri-
tis” as “Enteric Fever” on claims form by accounting 
officers. 
 
Working environment challenges reflected in stress of 
work from delayed reimbursement resulting in delays 
in paying off hospital suppliers and poor information 
flow between the scheme and providers leading some-
times to   conflicts e.g. the process of reimbursement 
was stalled for two months in Builsa because of a dis-
pute between providers and scheme from scheme deci-
sion to pay lower tariff (GH¢89.00, from the initial 
GH¢552.00) for the treatment of severe anaemia in 
children after receiving communication from NHIA, 
which communication was unavailable to the provider.   
The US Dollar ($): Ghana Cedi (GH¢) exchange rate 
was 0.66:1 at the time of the study. 
 
In addition to above, the other provider financial chal-
lenge was chronic income loss from two main condi-
tions: the non-inclusion of quinine syrup on the insur-
ance drug list (for treating severe malaria in children) 
and Sandema Hospital’s policy of supplying quinine 
syrup for free. There was also low and unrealistic drug 
tariffs of some drugs e.g. while an ampoule of Quinine 
injection was reimbursed by the scheme at GH¢0.28; it 
was purchased by the provider from the Regional Med-
ical Stores at GH¢0.68. 
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Table 1 Identified challenges of claims management processing 
Issues Challenges 

Scheme Providers 
Technical - Inappropriate use of ICT 

- Limited capacity at scheme level for 
verification of diagnosis 

- Low understanding of medical ter-
minology 

- Rejection of unverifiable claims 
- Poor compliance of the Standard 

Treatment Guidelines  
- Incomplete filled claims form 

Human re-
sources 

- Severe shortage of qualified person-
nel 

- Unmet training needs 
- Rapid turnover of national service 

personnel 

-  Severe shortage of qualified personnel 
 

Working envi-
ronment 

- Overcrowded offices 
- Dilapidated buildings with cracks 
- Perceived high workload 
- Lack of comprehensive document 

spelling out condition of work 
- Poor filing system results in missing 

folders 

- Poor information flow between the 
scheme and providers 

- Poor filing system results in missing 
folders 

Financial - Change to new tariffs using DRGs 
resulted in differential billing in the 
same year due to changes in tariffs 

- Delays in reimbursement 

- Delay reimbursement 
- Low and unrealistic drug tariffs 
- Non-inclusion of some medication on 

the insurance drug list 
 
Mean monthly reimbursement rate (GH¢) 
For Kassena Nankana, the mean monthly reimburse-
ment by the DMHIS to its district hospital prior to May 
2008 was GH¢18,147.79 and the mean monthly reim-
bursement from May to December 2008 was 
GH¢66,236.11. This translated to an average cost of 
claims reimbursement of GH¢4.74 per claim and 
GH¢14.40 per claim pre and post May 2008 respective-
ly. For Builsa, the mean monthly reimbursement by the 
DMHIS to the district hospital prior to May 2008 was  
 
 

 
GH¢11,303.29 and the mean monthly reimbursement 
from May-December 2008 was GH¢42, 850.22.   
 
This also translated to an average cost of claims reim-
bursement of GH¢5.82/claim and GH¢17.08/claim pre 
and post May 2008 respectively. These represented 
fourfold increases respectively (i.e. 3.65 and 3.79). 
Subsequently while Kassena Nankana actually filed for 
distress in the last quarter of 2008, Builsa escaped fi-
nancial distress through savings made in the first two 
quarters prior to the commencement of the new tariff as 
shown in Figure 2. 

 

 
Figure 2: Mean reimbursement monthly rate by districts (GH¢) 
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Table 2 Claims rejection, reimbursement rates and its 
associated costs  

Parameter Districts 
Kassena 
Nankana 

Builsa  

Total claims processed  52, 214 27, 833 
In-patient clients (%) 10.31 13.5 
Claims rejected (%) 0.63 0.60 
Total Annual Cost of Claims 
submitted (GH¢) 

593, 
873.10 

453, 
7120 

Total Annual Claims Reim-
bursement (GH¢) 

530, 
608.90  

388, 
014.90 

Total Cost of Claims Re-
jected (GH¢) 

63, 264.15 65, 
697.13 

Total Cost of claims rejected 
(%) 

10.65 14.48 

 
Claims rejection-reimbursement indicators 
Table 2 shows selected claims rejection and reim-
bursement indices. 10 – 14% of claims are in respect of 

in patients and there is over 85% total reimbursement. 
Significant differences exist between the proportion of 
claims rejected (at < 1%) and their value (12.5%) using 
Z scores to test the significance of the observed differ-
ences between two populations. 
 
Kassena Nankana scheme processed 1.88 times the 
number of claims as Builsa. Although there is no sig-
nificant difference in the proportion of claims rejection 
for both schemes, the differences in the cost proportion 
of deductions are significant at 14% for Builsa and 
10% for Kassena as are the differences in the total re-
imbursement rate at 86% and 89% respectively.  Figure 
3 is a comparison of the mean monthly cost proportion 
of claims rejected for both schemes over time. It shows 
that claims deductions are a monthly occurrence with 
the highest deductions occurring in three consecutive 
months towards the last quarter.  

  

 
 
Figure 3 monthly mean cost proportions of rejected claims  
 
Table 3 Estimated claims reimbursement rates of the districts 

 
Districts 

Reimbursement rates (%) 
Total reimburse-
ment rate (TRR) 

Total timely reimburse-
ment rate (TTRR) 

Timely claims 
submitted 

Timely claims 
reimbursed 

Kassena-Nankana 89.34 47.82 84.21 46 
Builsa 85.52 28.40 100 50 

 
In Kassena Nankana, rejected claims costs were high-
est between April and July 2008 gradually decreasing 
towards the end of the year. Builsa Scheme shows a 
sharp rise in the cost proportion of rejected claims in 
the last quarter of 2008 between August and Novem-
ber. These inversely related trends correspond to acri-
monious periods before the introduction of the joint 
claims certification committee for Kassena Nankana 

and a period of dispute between the Builsa Scheme and 
the Sandema Hospital over which tariffs to apply.  
 
 
 
 
 
 



 
 
December 2012    Volume 46, Number 4    GHANA MEDICAL JOURNAL 

 
 
 

197 

Claims submission and reimbursement frequencies  
Providers in both districts have better records of time-
liness of claims submission (84 – 100%) compared to 
the schemes (46 – 50%). The gaps between the total 
reimbursement rate (86 – 89%) and the total timely 
reimbursement rates are also significant statistically 
(28 -48%) as shown in Table 3 
 
In Kassena Nankana, 84% of claims submissions were 
timely while 46% of reimbursements were timely. Al-
ternatively, for 2008, all claims from the Sandema Dis-
trict Hospital were submitted on time while 50% of 
those claims were reimbursed on time. Kassena Nan-
kana has both a higher total reimbursement rate (89%) 
and total timely reimbursement rates (48%). Sandema 
Hospital in the Builsa District has a perfect record of 
timely claims submission (100%) compared to War 
Memorial Hospital’s 84%. It was observed however 
that claims submission is followed by a provider appli-
cation for 50-100% advance payment of the claims 
submitted. Any deductions due the Scheme after the 
vetting were then effected in subsequent claims 
 
Factors associated with claims rejection  
As far as rejection of claims is concerned, there is need 
to differentiate between total rejection of a whole claim 
as opposed to partial rejection of claims submitted. A 
claim is said to have been rejected totally if none of the 
amount claimed is reimbursed. Two main reasons giv-
en by the Scheme Managers for total rejection of 
claims are no evidence of service being rendered and 
client ineligibility through expiration of NHIS card or 
the submission of an insurance number which is un-
known to the scheme by provider.  
 
The reasons for partial rejections or deductions are 
drugs not on insurance drug list, overcharging of drugs, 
overcharging for particular diagnosis, quoting wrong 
diagnosis e.g. bill for severe malaria while G-DRG 
quoted is for simple malaria and arithmetical errors.  
Similar factors are associated with both Schemes for 
the rejection of claims.  
 
Test of significance of claims process indicators  
Table 4 subjects a number of claims indicators to a test 
of significance using the z test. Calculated z scores that 
fell within the range of -1.96 and +1.96 led to ac-
ceptance of the null hypothesis that no differences ex-
isted between the indicators. Scores outside this range 
implied significant differences. Three indicators 
showed significant differences between the two dis-
tricts; cost proportion of claims rejected, total reim-
bursement rate and total timely reimbursement rate, all 
previously reported.  
 
 

Table 4 Z-test of claims parameters of the districts 

 
 
DISCUSSION  
This study has identified several factors that challenge 
and constrain claims management under the Ghana 
NHIS and explain some of the observed problems.  
They hold lessons for other Low and Middle Income 
Countries (LMIC). Firstly, the largely manual nature of 
claims processing limited the speed of claims pro-
cessing in both districts. And over 50% of claims could 
not be reimbursed within the stipulated 28 days.  This 
contrasts with the AHIP report in which over 98% of 
claims were processed within 30 days because of com-
puterization.   Using the named computer software with 
a processing capacity of over 40, 000 claims in one day 
both district schemes could have processed all the 
claims received from all facilities in the district in ap-
proximately two days.14 

 
Secondly, worker motivation and the inadequate num-
bers as well as skills of claims management staff in 
relation to the work to be performed were major chal-
lenges. Work done by Aikins15 among the pilot CBHI 
that preceded the NHIS noted the absence of “defined 
organizational structure, job descriptions and an insti-
tuted career development structure.”  While the current 
study revealed better organizational structures and job 
descriptions for scheme management staff, as com-
pared to the situation in 2003, there remained lack of 
clarity on a career development plan and the terms and 
conditions of their service.  This will not serve as a 
motivator for staff.  
 
 
 

Parameter Kassena 
Nankana 

Builsa  Z scores 
(-/+1.96) 

Inference  

Proportion of 
claims rejected 

0.63 0.60 0.52 Insignifi-
cant 

Cost propor-
tion of claims 
rejected 

0.11 0.14 -59.08 Significant 

Timely claims 
Submission 
frequency 

0.84 1.00 -1.85 Insignifi-
cant 

Timely claims 
reimbursement 
frequency 

0.46 0.50 -0.30 Insignifi-
cant 

Total reim-
bursement rate 

0.89 0.86 59.07 Significant 

Total timely 
reimbursement 
rate 

0.45 0.28 191.20 Significant 
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Claims management staff numbers in the two schemes 
investigated had remained unchanged despite heavy 
and increasing workloads with limited capacity of 
schemes to employ additional staff. The poor working 
environments with overcrowded offices appeared to 
compound the problem. The challenge Claims officers 
faced in verifying compliance with STG in treatment 
was a good illustration of the non-alignment between 
skills and job requirements.   
 
Thirdly the financing of the district schemes does not 
appear to have kept pace with the rate of cost escala-
tion leading to an increased predisposition of both 
Schemes to file for financial distress.  While the 
amounts reimbursed had seen an upward trend under 
DRGs, the premiums had remained static. This phe-
nomenon probably also influenced the problem of de-
layed provider reimbursement.  
 
Claims rejection 
The cost proportion of claims rejected in both districts 
at 10-14% proved to be a far more significant consider-
ation for providers and scheme managers than the pro-
portion of individual claims rejected at less than 1%. 
The latter had however formed the focus of previous 
work done in America and India where individual 
claims rejection rates of 14% and 11% respectively had 
been found. Individual claims rejection did not there-
fore constitute a significant problem as was found in 
both countries above. Unlike the proportion of claims 
rejected however, differences in the cost proportion 
were significant and resulted in the rejection of the null 
hypothesis. This significant difference was explained 
by periods of disputes between scheme and providers 
over which tariffs to apply leading to heavy deductions.  
Issues of administrative and technical capacity can 
however be addressed to further reduce both the cost 
and number of claims rejected as a reflection of greater 
efficiency in claims management.  
 
Claims Reimbursement 
The study revealed significant gaps between the total 
reimbursement rates (85-89%) and the total timely re-
imbursement rates (28-45%) for both schemes thus 
confirming our hypothesis. This represents a significant 
finding given the conclusions of Agyepong and Na-
gai16, of negative reactions and modifications in policy 
arrangements by frontline providers when the financial 
viability of their facilities were threatened by reim-
bursement uncertainty and delays.  Though this study 
did not set out to document this phenomenon, a few 
such coping mechanisms were observed and could be 
studied further. Further, it provides cause to question 
the feasibility of the timelines proposed in the Legisla-
tive Instrument given the overly manual nature of the 
claims process. 

 The mean reimbursement rate of 87% recorded for 
both schemes is higher compared to the 76.2% record-
ed by Ranson.8 Ranson further distinguishes between 
fully and partially reimbursed claims in his study, re-
cording 53% for the latter. To the extent that every 
claim reimbursed in this study does not distinguish 
between full and partial reimbursements, the reim-
bursement rates of 87% recorded could be said to be 
the best comparison to Ranson’s figure of 76.2%.8 The 
differences in total timely reimbursement rates must be 
also be examined within the context of its inverse rela-
tionship with the amounts in claims submitted on time.  
 
Thirdly, the data given by the Schemes in respect of 
reimbursements may also not be reflective of the reali-
ty of their inability to reimburse on time. The reality 
may be masked by local arrangements of advance re-
imbursements found in both Schemes and mentioned 
earlier. In other words, advance reimbursements gave 
the impression of prompt reimbursement when in fact 
had the required vetting preceded claims reimburse-
ment; some additional time will probably have been 
required. These arrangements notwithstanding, both 
schemes recorded low timely reimbursement rates.  
  
CONCLUSION 
The claims processes are thus elaborate, labour inten-
sive and similar for both districts in terms of design 
and challenges.  Also the cost proportion of claims 
rejected is a bigger challenge than the proportion of 
individual claims rejected with facilities posting a bet-
ter record on timely submission of claims compared to 
the timeliness of claims reimbursement.    Finally, both 
schemes recorded significant gaps between total claims 
reimbursement rates and total timely claims reim-
bursement rates which have unexamined implications 
for quality of care.  
 
Attention to the capacity to administer as an essential 
part of strategic purchasing appears to be a neglected 
part of the current interest in national health insurance 
as an alternative to out of pocket payment. The Ghana 
National Health Insurance Scheme needs to reform its 
provider payment system to ensure simpler claims 
submission and processing systems, computerization 
and investment to improve and support the capacity to 
administer for both purchasers and providers. 
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Nankana and Builsa District Mutual Health Insurance 
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