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[bookmark: _Toc181275212]ABSTRACT
In the absence of any form of health insurance, out-of-pocket payment for health care lead to a decreased utilization of health services and catastrophic health expenditures. National Health Insurance has been promised financial model for both informal and formal sectors to reduce these problems in many countries.  In Ghana, the quality of Ghanaian people lives has increasing improved in general due to the implementation of a robust National Health Insurance Scheme (NHIS). However, in Ghana, fraud in health insurance claims has become a significant problem whose rampant growth has deeply affected the healthcare deliveries.  The challenges health insurance schemes faced on claims fraud cannot be overstated. The purpose of the current study was to critically assess verification and re-imbursement of claims, highlighting its contribution to healthcare service delivery in the Upper West Region. The study is grounded on the theory of change and the agency theory. Through a mixed method using a sample size of 132 respondents, it was found that in claim verification and reimbursement men were dominant and a majority of them have formal education and have worked for 3 to 11 years. The results further established that verification of claims processes and tools were strictly adhered by all the health facilities in the Upper West Region. It was also established that claims verification exercise has both positive and negative impact on healthcare service deliveries. The findings established that inadequate resources, training, logistics and financial penalties were the major barriers affecting verification exercises. It was concluded that there is a significant relationship between quality care service delivery and claims verification and reimbursement. It therefore recommended that the NHIA should review staff training, resource its offices and intensify claims verification exercises and sensitize healthcare providers and the insured on healthcare utilization.
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INTRODUCTION

[bookmark: _Toc181275216]1.1 Background of the Study
Universal Health Coverage (UHC) has become a global development priority which has been champion by national governments, United Nations (UN), Organization for Economic Cooperation and Development (OECD) and World Health Organizations (WHO) to improve access and health needs of the world population (Christmals & Aidam, 2021;Palermo,Valli, Gustavo, de Milliano, Adamba, Spadafora & Barrington, 2019).Some developed countries in Europe, North America, and Asia have successfully implemented various health policies towards achieving UHC (Cuardrado, Crispi, Libuy, Marchildon & Cid, 2019). However, many developing countries, particularly African countries, are faced with challenges in achieving this critical goal.
Globally, it is estimated that about 400 million people lack access to at least one basic essential healthcare service (Fenny, Yates & Thompson, 2021). The lack of access to basic healthcare services by citizens may range from their inability to afford out-of-pocket payments (OOPs), their inability to subscribe to National Health Insurance (NHI), or the unavailability of NHI. The WHO reported that, every year, not less than 100 million people across the globe are impoverished as a result of healthcare costs (WHO, 2019). Similarly, the UN (2019) reported that an estimated number of 800 million individuals used about 10% of their income on healthcare via OOPs, which invariably impoverish millions of people each year. 
Globally, several governments have developed and implemented various forms of National Health Insurance schemes (NHIS) in pursuance of accomplishing UHC and quality care service delivery (Tangcharoensathein, Witthayapipopsakul & Panichkriangkrai, 2018). Thailand, Philippines, and Vietnam in the Global South are increasingly establishing Social Health Insurance (SHI) to provide financial protection against quality care for their citizens (Samsulhadi & Chalidyanto, 2020). While countries such as Brazil, Chile and others have adopted and implemented large-scale voluntary insurance mechanisms and private health insurance to ease the burden of the poor in terms of healthcare access (Cuadrado et al., 2019). In Africa, countries such as Uganda, Nigeria, Kenya, Tanzania, and Ghana have had different forms of NHI which are largely community-based that cater for the population health needs (Oberman, Jowett & Kwon, 2018, Carapinha, Ross-degnan, Tamer & Wagner, 2017). It is observed that most countries that developed community-based health insurance usually have a health financing mechanism that offers a special benefit package to the ordinary citizenry (Spaan et al., 2019).
Generally, tax revenues and contributory insurance are the two principal mechanisms that most countries used in financing healthcare systems (Fenny et al., 2021). However, these may vary from country to country as to the way the funds are pooled. They can either be indirectly under the revenue approach or directly under the insurance approach (Fenny et al., 2021; Kutzin & Bismark, 2019). In central and eastern European countries, financing healthcare system is mainly through voluntary insurance and taxes (Tambor, Klich & Domagala, 2021). Several nations in Africa have adopted mixed approach to financing their healthcare systems by combining government tax financing with voluntary health insurance and other direct payments (Lagomarsino, Garabrant & Adyas, 2020; Spaan et al., 2019). In Ghana, for instance, NHIS is able to fund the healthcare sector through its insurance premiums, payroll tax and the NHI levy (Nguyen, Rajkotia & Wang, 2019; Badu, Agyei-Baffour, Acheampong, Opoku & Addai-Donkor, 2018).
Countries that have adopted and implemented NHI usually have a contractual agreement with healthcare facilities. These contractual agreements enable the NHI to properly coordinate and ensure effective and efficient quality delivery of healthcare services to the insured and summit claims for re-imbursement (Dadjo, Omonaiye & Yaya, 2021; ). In Ghana, the credentialing status provided to service providers and healthcare facilities is the sole responsibility of the NHIS. These credentialed health service providers are mandated to provide essential medical services such as outpatients and inpatients, dental care, and eye care services to the insured and generate claims for reimbursement (Adebisi, 2020).
The delivery of quality service among credentialed health facilities have drastically reduced the maternal mortality rate and however, increase the life expectancy rate at birth. Evidence from WHO suggested that maternal mortality and child mortality rates were reduced by 53% and 43%, respectively, due to improved quality healthcare delivery in many countries (WHO, 2018). For instance, Iran has witnessed a drastic reduction in both crude birth and death rates, with estimated rates of 16.8 and 5.3 per 1,000 cases respectively (Mosadeghrad, 2018).
Healthcare facilities and healthcare workers cannot deliver the required services without the necessary funds (Christmals & Aidam, 2021). Generally, health insurance is recognized as a resource for financing healthcare systems as evidence indicated that about 80% of service providers’ sustainability is attributed to claims reimbursement (Puteh and Almaulm, 2017). As a result, service providers are mandated to submit monthly claims for service rendered to insured members for reimbursement. Nsiah-Boateng, Asenso, Dsane-Selby et al., (2017) indicated that any form of misinterpretation or abuse of the process may lead to the unsustainability of NHI, which subsequently affects the general population’s health. It is revealed that fraudulent claims and other abuses contribute significantly to the increasing cost of healthcare service (Mackey, Miyachi, Fung Qian & Short, 2020; Kabote, 2017). In USA for instance, it is estimated that Medicare and Medicaid reimbursed $1.1 trillion on over 145 million of their members annually, of which $95 billion of the reimbursed amount are improper payments of claims mostly associated to fraud and abuses (US Government Accountability Office, 2021; Engstrom, 2017). 
To avert the issue of abuses, medical errors and fraudulent claims, health insurance companies have instituted several strategies such as claims verification and clinical audit to curb the alarming rate of abuses, errors and fraudulent claims. Claims and verification plays a critical role in healthcare systems, ensuring the accuracy, appropriateness, and efficiency of healthcare services provided. The process of auditing medical claims and determining reimbursement amounts is crucial for financial sustainability, quality assurance, and patient outcomes in healthcare delivery. Understanding the impact of claims verification on health service delivery is essential for optimizing healthcare systems and improving patient care.
Medical claims verification involves a systematic review and assessment of healthcare services provided to patients, including diagnoses, treatments, procedures, and associated costs. This process aims to ensure that the claims submitted by healthcare providers accurately reflect the services rendered, adhere to established guidelines and standards, and meet the requirements for reimbursement (Waller et al., 2019). By conducting claims verification, healthcare systems can identify discrepancies, errors, and potential fraud, thus safeguarding the integrity of the reimbursement process. The impact of claims verification / audit and reimbursement extends to various aspects of health service delivery. One significant aspect is financial sustainability. Claims verification/audits help detect inaccuracies, unnecessary procedures, and inappropriate billing practices, ensuring that healthcare providers are reimbursed appropriately for the services they deliver. By promoting transparency and accountability in the reimbursement process, clinical audits contribute to the financial stability of healthcare systems (Majeed et al., 2018).
In addition to financial implications, claims verification/audit and reimbursement mechanisms play a crucial role in quality assurance. Through rigorous review and assessment, claims verification/audits assess the adherence of healthcare providers to evidence-based guidelines, standards of care, and best practices. This ensures that patients receive appropriate and effective treatments, leading to improved health outcomes and patient satisfaction (Braithwaite et al., 2019). Moreover, claims verification provide valuable feedback to healthcare providers, enabling them to identify areas for improvement and enhance the quality of care they deliver.
Claims verification /audit also have implications for resource allocation. By identifying unnecessary or ineffective procedures, verification of claims help optimize the utilization of limited healthcare resources. This ensures that resources are allocated to services and treatments that demonstrate clinical effectiveness and value for money. Effective resource allocation based on claims/verification audit findings enhances the efficiency of healthcare systems and contributes to the sustainability of healthcare delivery (Anderson et al., 2020).
Moreover, the impact of claims verification/audit and reimbursement extends to patient outcomes and satisfaction. By ensuring the appropriateness and quality of healthcare services, claims audits directly influence patient outcomes, such as improved health status, reduced complications, and enhanced overall well-being. Patients benefit from receiving evidence-based, effective treatments and interventions leading to better health outcomes and increased satisfaction with the care they receive (Gupta et al., 2021).
[bookmark: _Toc181275217]1.2 Statement of the Problem
Since the implementation of NHIS, the sustainability of the scheme in terms of claims re-imbursement has been a challenge due to fraud and abuses. These fraudulent activities and abuses not only have a negative impact on the scheme's financial resources, but they also result in inefficiencies in the delivery of healthcare services among credentialed facilities. Though several measures and policies have been designed to curb these abuses and fraudulent activities, these challenges still persist. There is an extensive literature on health insurance schemes and healthcare service delivery, with scholars offering various perspectives on the nature of the schemes and operational or implementation challenges across different countries (Akweongo et al., 2021; Wadi, 2020; Alhassan et al., 2016; Gille, Smith & Mays, 2015). For instance, in a qualitative study, it was revealed that in Saudi Arabia, the average number of fraudulent cases that occur per annum was more than 196, which were mostly from dental and obstetrics-gynecology service units (Wadi, 2020).
Legotlo and Mutezo (2018) revealed that in South Africa, fraudulent activities were conducted by service providers, subscribers of NHI, employees, syndicates, and brokers. The study found that medical/insurance schemes frequently defrauded by service providers through the submission of false claims.   In Nigeria, it was revealed that billing for services that were never rendered, performing unnecessary services, and misrepresenting non-covered treatment as covered, among others, not only contribute to the problem of rising healthcare expenditure but also affect the health of patients (Ikuomola & Ojo, 2020). In Ghana, Kittoe and Asiedu-Addo (2017) revealed that repetition of NHIS membership, drug mismatch, drug overbilling, excess prescription of drugs, and duplication of client records were  some of the fraud and abuse at the facilities.
Globally, several central governments have designed and implemented policies and strategies that are aimed at sustaining NHIS. Several NHISs have diversified their funding sources in order to cope with the growing administrative costs and their obligation to meet the increasing number of claims expenditure payments. In South Korea, as part of measures to combat abuses and fraudulent claims, several anti-fraud agencies such as the Financial Supervisory Service (FSS) were established to respond to insurance fraud (Jung & Kim, 2021). In South Africa, Midlane (2018) observed that implementation of fee-for-value would help reduce claims expenditure because providers would be remunerated based on the outcome of the treatment regardless of the number of times patients had to consult.
Ghana NHIS, like other NHIS, has also implemented a number of mechanisms to improve quality care while reducing claim expenditure. As part of the measures, the NHIS has implemented capitation as a funding mechanism to curb delayed service cost payment. In Ghana, NHIS has also introduced a number of procedures and processes such as the generation of claims check codes (CCC), super bill creation, beneficiary validation, claims adjustment with the aim of curtailing abuses and fraud (Mackeyet al., 2020). According to Akweongo et al. (2021) and Aryeetey et al. (2016), the introduction of electronic claims is regarded as the game changer of service providers' engagement of fraud and abuse.
Despite these strategies and policies, there is a plethora of evidence that suggests that the NHIS in Ghana has been characterized by violation and abuse of the scheme, with processing and verification of claims being a major source through which the scheme has been compromised or abused (Akweongo et al., 2021; Awoonor-Williams et al, 2018; Alhassan et al, 2016; Gille et al, 2015). Though achieving universal healthcare coverage by 2030 is a major priority for Ghana government, the NHIS, as the main instrument for achieving this objective, remains threatened due to unscrupulous processing and verification practices by professionals across the country. The continuous practice of unscrupulous processing and verification of reimbursements within the National Health Insurance Scheme (NHIS) has significant negative consequences for all stakeholders involved. For the government, it leads to financial losses and inefficiencies, undermining trust in public health financing systems (Abiola et al., 2022). For the NHIS, the credibility of the scheme is compromised, leading to misallocation of funds and delays in providing essential services (Onyemachi et al., 2021). Health facilities face operational difficulties, as delayed or denied reimbursements can limit resources, leading to reduced quality of care or service provision (Ibrahim et al., 2022). Subscribers suffer from reduced access to healthcare, as fraudulent claims reduce the overall resources available to genuine beneficiaries, increasing out-of-pocket expenses and limiting healthcare access (Ogunleye & Adebayo, 2023). These consequences collectively undermine the healthcare system’s efficiency and equity, requiring urgent reforms to enhance transparency and accountability. Evidence suggests that key stakeholders (Government, Ministry of Health (MOH), and Ghana Health Service (GHS) in the health sector are all aware of the unethical conduct of professionals in the health sector. With this, the government, through its agencies, has put in place stringent verification processes and procedures for which credentialed facilities have to undergo before they can access the financial resources for the services they render to beneficiaries of the NHIS. These processes are always cumbersome and, as such, often cause delays in the release of funds to credentialed facilities. Researchers have not investigated the extent to which the NHIS verification process has impacted reimbursement and service delivery, despite the fact that it is critical to healthcare service delivery. Accordingly, this study intends to explore claims verification processes and procedures and their impact on claims re-imbursement among credentialed healthcare facilities' service delivery in the Upper West Region (UWR).
[bookmark: _Toc181275218]1.3 Research Questions
To what extent does effective verification and re-imbursement of claims influence healthcare delivery among credentialed health facilities in the Upper West Region?
[bookmark: _Toc181275219]1.3.1 Specific Questions
1. What are the processes, and tools associated with claims and reimbursement verification among credentialed health facilities in the UWR?
2. What are the barriers affecting claims and reimbursement verification in the UWR?
3. Are there effects associated with claims verification and re-imbursement on healthcare delivery among credentialed health facilities in the UWR?
[bookmark: _Toc181275220]1.4 Research Objectives
The main objective of the study is to establish the extent to which effective verification and re-imbursement of claims influence the delivery of healthcare among credentialed health facilities in the UWR.
[bookmark: _Toc181275221]1.4.1 Specific Objectives
1. To assess the process/procedures and tools use for verification and reimbursement of claims among health facilities in the UWR.
2. To establish the effects of claims verification and re-imbursement on healthcare delivery among credentialed health facilities in the UWR.
3. To identify barriers affecting claims verification and reimbursement in the UWR.

[bookmark: _Toc181275222]1.5 Justification of the Research
Developing countries, especially in Sub-Sahara Africa, are at various phases of implementation of voluntary HIS targeted at providing access to quality care for their citizens (Carrin, Doetinchem, Kirigla, Mathauer, & Musango, 2018; Nsiah-Boateng & Jousten, 2018; Nsiah-Boateng, Aikins, Asenso-Boadi et al., 2016). Evidence suggests that the National Health Insurance model of financing healthcare is largely dependent on claims management (Höner, 2015; Wipf & Garand, 2014).Abuse and fraud by healthcare facilities are just some of the bottlenecks faced by health insurance organizations globally. This has led to calls for an investigation into claims management and the sustainability of NHI (Alonazi, 2020; Nsiah-Boateng et al., 2017). These calls have inspired this study to examine the claims management and sustainability of NHI within the context of Ghana’s NHIS. The outcome of this would be beneficial to academics, policy makers, and the implementers of the scheme.
With empirical evidence from the Upper West Region, this study would contribute to the existing literature on NHIS claims verification and reimbursement. It would establish the impact of claims verification on re-imbursement among credentialed health facilities in Ghana and the need for NHIS to intensify its claims verification, which has been absent in academic discussion. In furtherance, this would demonstrate the benefits of NHIA in conducting claims verification and the influence it had on re-imbursement among credentialed health facilities. In addition to literature or existing knowledge, the findings of this current study would uncover the peculiar challenges and barriers curtailing claims verification. The study findings would help professionals and scholars find solutions related to claims verification and re-imbursement.
[bookmark: _Toc181275223]1.6 Scope of the Study
The scope of the study would be considered in two ways: geographical and contextual. The geographical scopel covered credentialed healthcare facilities in Wa Municipal, Nadowli-Kaleo District and Jirapa District in the UWR of Ghana. The credential healthcare facilities to be studied include the Upper West Regional Hospital, the municipal/district hospitals, clinics, and health centres. However, the study intended to exclude CHPS compounds for the reason that many malpractices are common at regional hospitals, polyclinics, clinics, and health centres.
Contextually, the study is focused on the impact of claims verification and re-imbursement on the delivery of healthcare services through the lens of change theory.
[bookmark: _Toc181275224]1.7 Organization of the Study's
This study is divided into sixdistinct chapters, with the first chapter representing the general introduction of the study. The chapter one contained the problem statement, objectives, and research questions. The chapter also outlined the significance and scope of the research.
Chapter Two is the second chapter of the study, and it reviewed relevant literature on the subject to set the stage and identify the gaps for the study. The study framework for analyzing results will also be provided in the chapter.
Chapter three captured the study area and methodology. Under this section, a complete profile of UWR and the health sector within the region is highlighted. Under this chapter, the study design, the type and sources of data, and the sample and sampling techniques are outlined. The chapter also outlined the data collection process and the data analysis techniques. On the other hand, a number of ethical issues are highlighted in this chapter as well.
The fourth chapter provided a comprehensive analysis and presentation of the results from the data gathered. This chapter also provided a discussion of the results in the context of existing literature.
Chapter five captured the discussion of the findings. Chapter six summarized the major findings and their implications for UHC and quality service delivery in developing countries. A conclusion would be drawn as well as recommendations made with regard to the analyzed data.
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[bookmark: _Toc181275227]2.1 Introduction 
This chapter covers the literature review section. It presents the operationalization of key concepts and the conceptual framework that guide the study on the impact of claims verification and reimbursement on healthcare delivery and the barriers affecting verification and reimbursement claims. It also highlights the theoretical review and overview of NHI as well as the NHIS in Ghana.
[bookmark: _Toc181275228]2.2 Operationalization of Key Concepts
There are a number of important concepts that are widely employed by the study, some of which include national health insurance, claims, and credentialing. It is critical that these concepts are well understood to appreciate the situation of the study.
[bookmark: _Toc181275229]2.2.1 National Health Insurance Program
There are varied conceptualizations of health insurance by different scholars under different contexts. According to Kagan and Catalano, (2021), NHI is a contract that requires an insurer to reimburse some or all of an insured healthcare cost in exchange for a premium. This definition underlines the essence of ensuring equitable access to and providing financial risk protection as well as extending health benefits to the populace as critical elements to attaining Universal Health Coverage (UHC). Toth (2016) describes health insurance as a way to provide financial risk related to different individuals’ healthcare expenses by pooling costs over time via prepayment. Health insurance ought to generate extensive resource pooling, preferably integrating the general population into a single risk fund, decoupling health needs from financial contribution. Different institutional designs such as Social Health Insurance (SHI) and NHI are the main pioneers that can help achieve funding for the health needs of the general public (Cuadrado et al.,  2019). National health insurance schemes are meant to provide financial risk protection against injured or sick insured’s’ by establishing schemes to cater for the health needs of their subscribers. 
[bookmark: _Toc181275230]2.2.2 Credentialing
Under National Health Insurance, credentialing denotes the formal process that depends largely on series of guidelines established to ensure NHI subscribers are offered the maximum level of quality care from medical professionals who have endured rigorous scrutiny relating to their medical practice abilities (Bhimji & Sharma, 2018). It is the process of scrutinizing the clinical practice and academic qualification history of a service provider (Sachdeva, Blair, & Lupi, 2016). Credentialing assures the insured that he or she will receive medical treatment from providers whose training, qualifications, and ability to practice medicine are acceptable to the insurer (MacDonald, 2017). The process of credentialing is to ensure that service providers are in a position to offer basic quality of care to insured members in accordance with the NHI and private health insurance benefit packages (Barnett, 2015).
Over the years, the credentialing process has undergone several transformations, with the National Committee for Quality Assurance (NCQA) as an agency for developing standards and guideline on how to credential service providers (Sachdeva, Blair, & Lupi, 2016; MacDonald, 2017). A standard, structured credentialing process ensures quality of patients’ care. According to the NHIA, (2018) credentialing of service providers promotes and improves quality healthcare delivery, encourages healthy competition among healthcare providers as well as grows citizens' confidence in the health system.
A credential is a process that employs a number of established guidelines to ensure that insured patients receive quality care from experienced and skilled medical practitioners (Sachdeva et al., 2016). Credentialing healthcare facilities has enormous benefits for patients and service providers. With credentialing, the standard practice for healthcare facilities is to ensured and maintained quality care (Kleinstreuer, 2019). O’Connor (2021) stated that the safety of patents is maintained as credentialing ensures that medical practices and physicians have the required skills to conduct required medical procedures. According to Matthews and Zwank, (2017) medical errors are less likely to occur when experienced medical staffs are working with patients. Credentialing minimizes service providers' revenue loss.
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Medical claims have been identified as one of the most important sources of data for healthcare facilities and the NHIS. The data often contained the insured's information, procedures, and the cost incurred by service providers in providing medical treatment. As such, a number of scholars have coined the term "claims" in different forms. According to Sowah, Kuuboore, Ofoli, Kwofie, Asiedu, Koumadi, and Apeadu (2019), claims encompass a comprehensive invoice prepared by service providers and sent to a health insurer which outlines specifically what services an insured patient received at the point of healthcare service delivery. A medical claim is a bill that healthcare institutions submit monthly to the insured patient’s insurance provider (Ginting, Ria, Ramli, Syaad & Zulfendri, 2018). To Brainna (2020), medical claims refer to a formal request for payment of medical services that healthcare facilities submit to the patient’s insurance company. Medical claims frequently include specific information about the procedure and diagnosis for any billable insured or patient visit.
2.4.4 Verification
Verification, in its essence, refers to the process of confirming the accuracy, validity, or truthfulness of something. In science and research, verification involves replicating experiments or studies to validate findings and ensure their reliability (Peng, 2020). In the realm of technology and cybersecurity, verification involves confirming the identity of users or the authenticity of data to prevent unauthorized access or manipulation (Roesch, 1999). 
In medical perspective, verification involves reviewing and validating the details of medical claims submitted by healthcare providers to insurance companies or third-party payers for reimbursement. The purpose of medical claim verification is to prevent fraud, errors, and unnecessary expenses while facilitating timely and appropriate reimbursement for medical services rendered (Duffy, 2014).  Medical claim verification entails assessing supporting documentation, such as medical records, invoices, and physician notes, to validate the services provided and the charges billed (American Medical Association, 2021). Medical claims verification involves verifying the eligibility and coverage limits of the patient's insurance plan to determine the extent of reimbursement for the services rendered (Centres for Medicare & Medicaid Services, 2021). This include confirming the patient's deductible, co-payment, and co-insurance obligations, as well as any pre-authorization requirements or exclusions that may impact reimbursement.
[bookmark: _Toc181275232]2.3 Theoretical Foundation
[bookmark: _Toc181275233]2.3.1The Change Theory
The Theory of Change (TOC) was developed by Weiss in 1995. It is a method of enhancing the project design, implementation, and evaluation processes. To Connell (1996), a theory of change denotes how and why an initiative works. Mayne and Johnson (2015) argued that ToC examined the underlying assumptions and logic of a program or policy. White (2018) opined that a theory of change is a unifying framework that seeks to address question of what works, how, where, for whom and at what cost.
The theory is developed based on principles. Thus, the theory ought to be revised consultatively to replicate the understanding of all stakeholders that matters. According to Dhillon and Vaca (2018), the theory should be grounded in, tested with, and revised based on robust evidence at all stages (focus on change, identify what is required for the desire to happen, establish a major risk assumption, and identify partners and actors).The ToC also developed on the principle that, it should support continued improvement and learning from project design to closure (Davis, 2018).
As a benefit, ToC provides a framework for learning both within and between project cycles. It highlights the causes of development challenges in a project cycle by making explicit assumptions about how a proposed strategy is expected to produce outcomes and testing these assumptions against evidence (Harries, Hodgson & Noble, 2014).This theory aid in testing what worked best or not in the past project and also ensured a sound logic for achieving change (van Guijt &Vogel, 2015). Thormton et al. (2017) opined that, ToC correct projects that employed ineffective approach to a project. In ToC, new lessons and learning drawn from monitoring and evaluation help improve assumptions and inform decisions on how an approach should be revised to yield planned results (Vogel, 2012). The theory is increasingly being used as a means for developing partnerships and managing partnership strategies. It explains different opinions and assumptions among project planners, donors, and beneficiaries. To Maru, (2018) it promotes consensus and motivates stakeholders on how their efforts in the planning process have contributed to the project's long-term plan.
Despite its significance, it has its own limitations. Colby and Collins (2013) argued that in most cases, not all the relevant stakeholders are engaged in the decision-making process. Generally, the results from ToC are stated as interventions or actions, not conditions. The results or outcomes from this theory are usually vague and not in chronological order. Stein and Valter (2012), opined that the backward mapping in the theory of change does not always work immediately.
Applying this theory to NHI requires a strong understanding of the different components of NHI and how they relate to generating speedy and ultimately anticipated final outcomes in the form of UHC and the delivery of quality services. Fundamentally, the assumption of NHI is to implement measures to cover all residents, curb abuses, waste, and fraud, improve quality care as well as change the tactics of generating resources. The NHIS pools and allocates resources to health system and services providers by allowing subscribers who can afford premium payments to do so and those in needs of medical treatments are treated for free. Accordingly, this theory will help the NHI identify practical solutions that effectively address the causes of problems that impede service delivery. The essence of applying ToC to NHIS is to achieve a health system that provides better and more efficient health outcomes for subscribers. 
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In literature, agency theory is among the oldest theories in economic and management studies (Wasserman, 2006). Generally, an agency relationship occurs when one or more people (the principals) employ another person (the agent) to carry out a particular task on their behalf, which includes entrusting some authority to make decisions (Sarkar, Wingreen & Cragg, 2017). In the business economy, agency relationships are part of the everyday practices of business, particularly the pure agency relationship between stakeholders and managers (Cerovic, Samarija, Horvat, 2012).
An agency problem normally arises when the agent fails to perform/act in the principal best interest, especially when both the agent and the principal tend to maximize their utility with conflicting costs of function. The agency problem does not arise as a result of logistics; however, the risk of agency conflict interest and problems arises a result of different motivations of the principal and the agent (Panda & Leepsa, 2017). The main goal of agency theory is to create an incentive-compatible contract between the agent and the principal.
Several assumptions are held by the agency theory. Both the principal and the agent want to maximize their interests in agency theory, and their interest functions are independent of each other (Preker, Liu, Velenyi & Baris, 2007).In this theory, the principal is usually aware of which actions the agent should take, but the information concerning the actual action taken is available to the agent. The theory is also based on the assumption that the principal always has direct information about the outcome, and that the outcome is perfectly associated with the effort made by the agent (Preker et al., 2007).
Several scholars (Pepper & Gore, 2012; Sanders & Carpenter, 2003; Donalson, 1990; Perrow, 1986) have criticized the agency theory in different forms. According to Perrow (1986), the positivist agency has only focused on the agent side of the principal and agent problem. He opined that agency theory is unconcerned regarding the principal who deceives and exploits the agent. Behavioral theorists criticize agency theory by focusing on the principal and agent conflict, agency cost, and realignment of both parties' interests to alleviate the agency problem (Pepper & Gore, 2012; Sanders & Carpenter, 2003).
Despite the pragmatic and popular nature of agency theory, it still suffers from a number of limitations. Eisenhardt (1989) opined that the agency theory is based on the contractual agreement between two parties (principal and agent) for an unlimited or limited future period where there is uncertainty with regard to the future. Shleifer and Vishny (1997) argued that the theory of agency assumes that agency problems can be eliminated through contract theory, but faces many obstacles like rationality, transaction cost, and fraud. According to Daily et al. (2003), shareholders who invest in a firm are only interested in maximizing their return, and their role in the firm is limited.
Applying this theory to the NHI, the agency problem in healthcare arises from information asymmetry, which is not only manifested through medical practitioner and patient relationships but also includes a series of relationships that exist between the principal and an agent within the health system. The human factor in healthcare and the motives and attitudes of service providers are critical in ensuring the sustainability of the NHI and the provision of quality care to patients. Despite the fact that the healthcare system does not fully apply the neoclassical model of profit maximization, the fact remains that healthcare costs are increasing and challenging the sustainability of the NHI. As a result, it is essential to ensure the cost-effective delivery of health services through a healthcare payment system. A perfect payment system by the NHI to the service providers (agents) determines whether the agent (medical practitioner) has successfully met expectations by providing quality health care to the insured (patient). The payment system should be such that it will motivate the agents (service providers) to limit and make effective use of the limited health resources. According to Preker, Lindner, Chernichivsky & Schellekens (2013), such a payment system increases healthcare efficiency.
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Figure 2.1; Conceptual Framework
This conceptual framework was developed based on the National Health Insurance Authority's monitoring and evaluation framework for credentialed facilities. Healthcare facilities in Ghana are either establish owned, and/or controlled by the government, missionaries (religious bodies), or private individuals, according to the framework. These facilities are given the necessary licenses to provide healthcare services to the general citizenry on either a cash-and-carry basis or through the NHIS. The NHIS was introduced to provide financial risk mitigation against the cost of quality care services in the country.
The NHIA was established to oversee the implementation of the NHIS across the country. The introduction of the NHIS provided a system of categorization of the healthcare facilities in the country into two categories: credentialed facilities and non-credentialed facilities. The NHIA basically deals with the credentialed facilities that are given certification to provide healthcare services to subscribers of the NHIS.
The credentialed facilities are paid based on "claims" submitted on the amount of service provided to subscribers. Claims encompass all the invoices prepared by service providers and sent to health insurers, which outline specifically what services an insured patient received at the point of healthcare service delivery (Sowah et al., 2019). The credentialed healthcare facilities are required to submit their claims every month, no later than the 10th of the ensuing month (Supriadi, 2018).
As shown in Figure 2.1, the NHIA is mandated to conduct an assessment of the claims submitted by the credential facilities to ascertain how much they will reimburse a healthcare facility for medical services rendered to the insured. All submitted claims are required to undergo rigorous verification using processes like submission, service verification, and communication and clarification, supported by tools such as standard treatment guidelines, Medici and tariff manuals, and NHIA credentialing tools. Claims verification ensures the accuracy, legitimacy, and compliance of claims, controlling claim volume, detecting fraud, eliminating unnecessary copayments, and denying invalid claims. This process directly influences the efficiency, quality, and transparency of healthcare service delivery, leading to better resource allocation and higher patient satisfaction. 
From figure 2.1 Change Theory focuses on how improving claims verification processes can drive positive outcomes. For example, better control over claim volumes, fraud detection, and reduction in prolonged hospitalizations or over-billing can result from systemic changes. Tools like the Standard Treatment Guideline and Tariff Manual List help guide this transition. Change Theory also explains how overcoming barriers like insufficient training, poor record-keeping, and budget constraints can lead to better verification processes, reducing claims rejection and delays in reimbursement.
Agency Theory explains the relationship between NHIA (the Principal) and health facilities (the Agents). The theory highlights how misaligned incentives can lead to issues such as fraud, over-billing, and prolonged hospitalizations. Effective tools and processes for verification such as the Service Verification Process, communication channels, and NHIA credentialing help ensure agents act in the Principal’s interest, controlling claim volume and eliminating co-payment. Agency Theory also relates to barriers like poor relationships between NHIA and facilities, which can disrupt the claims verification process.
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The NHI is a non-profit insurance organization with the objective of providing easy access to health care at an affordable cost. NHI, just like any other organization, needs financial assistance to sustain its operations. Generally, the NHI is largely funded through taxes from the formal sector employees, general goods and services, premium payments from the informal sector, dividends from investment, as well as external funding or donations. In South Korea, for instance, the National Health Insurance Corporation is funded through contributions from industrial workers, social and government employees’ income (Lee, 2019).
In Turkey, financing General Health Insurance (GHI) is done through 20% and 16% deduction of government employees and pensioners’ retirement funds respectively (Tirgil, Dickens & Atun, 2019; Bazyar et al., 2021). Similarly, general tax revenues and 100% funding from the general budget served as the main source of funding for GHI. In furtherance, Tirgil et al. (2019) further stated that the contribution from public sector workers as premium to GHI is made up of 12.5% of their gross income, of which the employer and employees contribute 7.5% and 5% respectively. 
Thailand’s universal coverage scheme is financed through general tax revenue of 1.5% compulsory tripartite contribution from employers, employees, and household premium payment of B 500 per year (Tangcharoensathien, 2018). Also in Indonesia, the national health insurance program is financed by the Indonesian public budget and a 5% deduction of public sector employees, pensioners and veterans basic salaries (Plummer & Boyle, 2016).
In Africa, the NHI is financed through general taxation, premium payment, and deduction from salary workers' and pensioners' income. However, in the Sub-Saharan African region, the sustainability of the NHI is based on external actors' donations and funding (Ly, Eozenou, Nandakumar, Pablos-Mendez, Evans, & Adeyi, 2017). For instance, Rwanda’s CBHIS has sustained its health coverage by subsidizing premium payments for the poor through external support in the form of grants, gifts, and donations (Chemouni, 2018). Though funding of these schemes has benefits, it has its own negative consequences as resources/funds allocated for social programs that target specific illness/diseases may alter the real healthcare priorities, resulting in inefficiencies in health deliveries (Barasa, et al.,  2018).
In Ghana, the NHIS is predominantly funded through seven sources of revenue generation. Aboagye (2017) acclaimed that budgetary allocation  from government and general taxation, particularly national insurance levy of 2.5% of the 17.5% VAT on imported and supplied goods and services, and 2.5% of the 17.5% social security contribution from formal workers are the major source funds for NHIS. Similarly, dividends from investment, legislative allocations, returns of investment and voluntary contributions from international communities and nations in the form of grants and gifts constituted sources of funding the NHIS (Andoh-Adjei et al., 2018, Others sources of funding the NHIS include the provision of premium by Ministry of Finance to exempted groups (poor and pregnant women) and the informal sector premium payment (NHIS, 2018).
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In both developed and developing countries, quality health care service delivery has been accessible and affordable due to the effective implementation of NHIS. In South Korea, for instance, the formal sector workers, industrial workers and their dependents, informal sector, and the poor constitute the beneficiaries of the Korea NHI (Bazyar et al., 2021; Kwon, 2019). To improve coverage under the Korea NHI, residents were provided with discount based on their income and geographical location. As a result, 62% of NHI members paid a lower premium as contribution compared to the rich in Seoul (Kim, 2017). In 2006, about 47 million Koreans were covered representing over 96.3% of the total population (Song, 2019). The South Korean NHI provides curative services and biannual health vaccinations and checks-ups to insured member without fees (Breuer, Lucy, De Silva & Lund, 2016).
Similarly, in Turkey, the general membership of Turkey’s General Health Insurance (GHI) is made up of Turkish citizens, foreigners, and refugees residing in Turkey for more than 1 year. The general membership constituted 49.49% of blue-collar workers, whereas 24.43% and 13% constituted the informal sector workers and retired civil servants respectively. The remaining 15% represented the uninsured poor population (Yardim, 2018; Gürsory, 2020; Tirgil Gurol-Urgancil & Atun, 2018). Subscribers of Turkey’s GHI have easy access to primary care, rehabilitation, and preventive services. Other benefit packages under GHI include maternal care and in vitro fertilization treatment, dental and oral care, bone marrow, blood and blood products, vaccination, medical devices, and equipment. The GHI covered in-patient and outpatient services and improved its subscribers (especially the poor) access to affordable care in both private and public facilities (Yardim, 2018; Preker, Lindner, Cherrichovsky & Schellekens, 2013).
In Thailand, under the Universal Coverage Scheme (UCS), the general membership is estimated at 41 million, which constitutes 74% of the entire population. In 2014, the UCS covered about 99% of Thailand’s population (Yildiinm and Yildirimi, 2022; Bazyar et al., 2021). Under this scheme, the eligible population comprises formal sector workers, the poor, informal workers, children under 18 years and pregnant women. In terms of benefit packages, the scheme provides financial risk against inpatient and outpatient services, prevention services, and health promotion services to all its subscribers (Nonthaburi, 2017).
In Indonesia, all civil servants and pensioners of civil servants and military personnel, as well as informal sector workers and the pro-poor, are generally the beneficiaries of Indonesia’s NHI program. It is estimated that by the beginning of 2019, all the citizens of Indonesia will be covered under the Indonesia’s NHI as 203 million people, representing 75.9% of the total population, are subscribers to the NHI program (Agustina et al., 2019). Under the insurance program, members are provided with a comprehensive basic benefit package such as inpatient and outpatient care at all levels of primary healthcare up to tertiary hospital level (Plummer & Boyle, 2016).
In Africa, Tanzania, Ghana, and Kenya have similar social health programs, but their target populations differ from country to country. For instance, the National Health Insurance Fund (NHIF) and Community Health Fund (CHF) are the two forms of health insurance that run concurrently in Tanzania. The Tanzania NHIF offers compulsory coverage for all workers in the formal sector, whereas the CHF targets the informal sector (Mills, Ataguba, Akazili et al., 2015). In Kenya, the National Hospital Insurance Fund (NHIF) was implemented in the early 1960s to provide quality care to Kenyans health care. Fenny et al., (2021) opined that the NHIF offers mandatory health coverage for all employees in the formal sector at a specified rate of their incomes as premiums, as well as voluntary coverage for informal workers at a premium. Notwithstanding, CBHIS and Social Health Insurance Benefits (SHIB) complement the NHIF in Kenya, and their target population is employees of the private sector. Similarly, in Rwanda, it is the CBHIS that provides financial risk protection to its citizens in terms of healthcare accessibility and affordability. The informal, formal, and poor are the subscribers of Rwanda CBHUS. In Sub-Saharan Africa, Rwanda is the only country that has achieved UHC of 80% of the population (Nishide, Fujita, Sato, Nagashima, Takahashi & Hata, 2017).
In Ghana, majority of the population are able to afford and access health care due to the NHIS (Ashegbie, Azameti, & Wutz, 2016). The NHIS has given immunity to persons above 70, below 18 years and pregnant women from premium payment (Hampshire et al., 2016; Frimpong, Halleringer, Awoonor-William, Aguilar, Phillips & Yeji, 2017). In line with this, Frimpong et al. (2017) indicated that such immunity helps in removing some financial barriers to health care service. In the literature (Agongo, Agana-Nsiire, Nana et al., 2017), it is established that the insured tend to patronage and utilize health care services more than the uninsured. 
Notwithstanding, the scheme succeeded in increasing healthcare accessibility in Ghana, however achieving universal access is not feasible as the scheme requires premium payment before a person can access healthcare. In Ghana, above 50% of the population benefit from the NHIS benefits packages whereas majority of the population are uncovered by 95% of the major diseases in Ghana (Nguyen, et al., 2019; Wang et al., 2017; Boateng, Amoako, Poku, Baabereyir, Gyasi, 2017). 
As a result of financial constraints, several individuals are unable to subscribe to the scheme, and hence are not able to access care. In studies, it has been suggested that for countries to attain UHC, they are required to eliminate financial barriers (Akazili, Ataguba, & Kammiki, 2017; Dalinjong, Wang, Hommer, 2018). A decrease in premiums payment increase access to healthcare and expand coverage to the poor (Mensah, Opong, & Schmidt, 2010).
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Since the enactment of NHIS Act 650 in 2003, the NHIA has given over 5000 certifications to health facilities to provide essential services to all residents in Ghana and submit claims for reimbursement. Under the NHIS, service providers are recognized as healthcare facilities that are credentialed to provide health care services. The service providers include teaching hospitals, Christian Health Associations of Ghana (CHANG), Ghana Health Service (GHS), Ghana Association of Quasi-Government Health Institutions (GAQHI), the Military and Police Hospitals, Community Practice Pharmacists Associations (CPPA), Chemical Sellers, Association, Ghana Registered Midwives Association (ARMA) and Association of Private Medical Laboratories (APML) (Ministry of Health (MoH), 2018).
In Ghana, majority of healthcare facilities are coordinated and managed by the Ghana Health Service, and they include regional and district hospitals, polyclinics, health centres, maternity homes, and Community-based Health Planning Service (CHPS) Compounds. Tamale Teaching Hospital, Akomfo 	Anokye and Korle Bu Teaching Hospital are credentialed teaching hospitals in Ghana. Health facilities under CHANG are also known as mission health facilities, which are managed and coordinated by CHAG and are mostly located in remote areas, just like GHS facilities. Generally, the diagnostic centres, chemical shops, maternity homes, pharmacies, clinics, and hospitals are mostly run by private providers.
In Ghana, public health facilities constituted 49% of the total number of facilities, and as such, it was the GHS and the teaching hospital that made up the public facilities, whereas 23% were private facilities (Wang, Otoo & Dsane-Selby, 2017). Wang et al. (2017) further indicated that CHAG facilities constituted 7% of the total number of facilities in Ghana. Of these facilities, 17% are private maternity homes, whereas the remaining 6% represent other facilities such as chemical shops, pharmacies, and others. In Ghana, the total number of healthcare workers is estimated to be 104,652 in both public and CHAG facilities, with nurses constituting the majority of the workers (Ministry of Health, 2018). Out of this number, 52% are staff of GHS, 13% represent CHAG, and private sector facilities employed 10%. Also, it was estimated that quasi-autonomous hospitals employed 8% of their staff, whilst 6% and 5% were Korle-Bu and Komfo Anokye Teaching Hospital health workers, respectively. The remaining 0.8% comprises the regulatory bodies’ health workers (MoH, 2018).
Accordingly, in Ghana, these healthcare facilities are constructed across the breadth and length of the country for the purpose of providing easy access to health care for subscribers and non-subscribers to NHIS (Wang et al., 2017). Available evidence from the GHS suggests that, as in 2014, the NHIS alone contributed about 80% of all public health facilities' internally generated funds (IGF). It is against this that all healthcare providers are committed in their partnership and collaboration with the NHIS to ensure the sustainability of the NHIS as well as its effectiveness in terms of implementation (HoH, 2018, Wang et al., 2017). 
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Healthcare service delivery and quality of care are integral components of effective and equitable healthcare system worldwide. In the developed countries, healthcare service delivery is characterized by infrastructure, technological innovations and a focus on patient-centreed care. Countries such as the United States (US), Germany and Japan exemplify these characteristics. The development of electronic health records (EHRs) in the US for instance has streamlined healthcare service delivery improving communication among healthcare professionals and contributing to better patient outcome (Alder-Milsteinet al. 2017). 
Conversely, developing countries faced challenges in healthcare service delivery due to resource constraints, inadequate infrastructure, and disparities in accessibility. Indian however, has made significant strides in healthcare service delivery through initiatives like the Ayusman Bharat program which aims to provide financial protection and improve access to quality healthcare to millions of Indians (Nagpal et al., 2019). In Africa, healthcare service delivery varies across countries reflecting the continent’s diversity in resources, healthcare systems and public challenges. South Africa for instance, has made advancement in healthcare service delivery with the implementation of NHI system aiming to provide UHC (Mayosi et al,, 2012). In contrast, challenges persist in countries like Nigeriam where factors such as infrastructure deficits and limited access to healthcare service impact quality of care (Aregbeshola & Khan, 2017).
Ghana government has made significant efforts to enhance healthcare service delivery through various initiatives including CHPS, telemedicine adoption, and the NHIS. The quality of care in Ghana is influenced by several factors, including health infrastructure, workforce capacity and health information systems. Despite progress, challenges such as workforce shortages and the need for ongoing training programs persist in the delivery of quality of care in Ghana (Odoom et al., 2021). The introduction of NHIS in 2003 aimed to enhance healthcare quality by providing financial protection for Ghanaians and promoting healthcare utilization (Aryeety et al., 2016). Hwever, the NHIS has faced challenges including issues of sustainability and the need for continuous improvement (Dalinjong et al., 2017). The government commitment to quality improvement is evident in initiative like Quality Health Partners (QHP) project, which focus on enhancing the quality healthcare through accreditation, performance measurement and continuous improvement process (Asamani et al., 2021). Additional, the Ministry of Health (2018) reported that the implementation of Patient Charter serve as a guide for healthcare providers to deliver patient-centreed and uphold the rights and responsibilities of patients. 
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In Ghana, claims management system under the NHIS mandates service providers to submit monthly claims either through an electronic portal or in a manual or paper form to claims processing centres (CPC) for review and reimbursement. The fulfillment unit/stage is regarded as the first point of manual claims recipient unit where verification for appropriateness of claims is done in terms of numbers and amount stated in the summary sheet (Mahardini & Dachyar, 2020). The fulfillment unit verifies the credential status of health service providers to ensure their eligible to provide the needed or essential services desired by the insured (Bhimji & Sharma, 2018). With regard to errors made on the submitted claims, the fulfillment unit is mandated to either return full batch of claims that are associated with errors for correction and resubmission or recommend same to claims reviewers for further claim assessments (Moneypenny, 2020).
The vetting stage of claims is the second stage of both electronic and manual claims review processing. Nsiah-Boateng et al., (2017) indicated that a thorough check is carried out at this stage on the various sections of the claim form such as clients information, conducted medical procedures, and services rendered as well. They (Nsiah-Boateng, et al., 2017) further articulated that claims reviewers at this stage also review investigations such as imaging and laboratory results, diagnoses, and the number of medicines or drugs dispensed.
On client information on authentication, the bio data, and insurance number of the insured are cross-checked to ensure validity. Insufficient client information can trigger total or partial claims rejection subject on the magnitude of the problem (Stein, Lum, Lee, Rich & Coleman, 2015). In the service provision section on the claim form, review is often done on the type of service rendered, date of first attendance, discharge date, and the outcome of the medical treatment. Verification of medical procedures such as surgical procedures is carried out to ensure the appropriateness of the procedures (Giuntoli, 2021;). The diagnosis section on the claim form is reviewed by checking on the insured patient's age, service type rendered, and provider level of prescription and Ghana Diagnosis Related Grouping (G-DRG) code (Nsiah-Boateng et al., 2017).
Service provider claim is rejected if the diagnosis is not clinically match for the insured patients as a result of factors such as age and gender (Chindhi, Thakur, Sarkar, & Negi, 2015). The investigation section of the claim form is reviewed to determine the diagnosis or laboratory test are performed. Review of the medicines section on the claim form is carried out to authenticate prescribing levels, prescription of unsafe quantities, drug strength and age, and multiple issuances of the same class drugs (Hayati, Bastani, Kabir, Kavosi, and Sobhani,  2020). Other areas on the claim form where checks are conducted include the linkage of diagnosis and medicines, quantities of medicines provided, price code of the medicines, and duplication of medicines. The last section of the claims vetting stage is the client claim summary, where the services provided to the insured patients are summarized. According to Hayati et al., (2020), thorough checks are conducted on the provider client claim summary to ascertain the accuracy of the total amount spend on service and medicine against the G-DRG codes. 
The NHIS has adopted several mechanisms (Fees-for-service, G-DRG and capitation) to improve its reimbursement of claims.  Fee-for-service (FFS) was adopted by the NHIA in 2005 as a reimbursement mechanism to service providers. Subsequently, in 2008, to avert the increasing cost under the FFS payment mechanism, the NHIS adopted the G-DRG (Andoh-Adjei, et al., 2018). As a new method for containing costs, the G-DRG was implemented across the nation and at all levels of care. Inpatients (IPD) and outpatients (OPD) claims are paid through the G-DRG method. The FFS mechanism was used to reimburse for medicines and drugs. Under G-DRG method, diagnoses that are related are grouped and the average care prince is determined. 
Andoh-Adjei et al. (2018) argued that NHIA did not conduct any studies prior to switching from FFS to G-DRG in order to fully comprehend the fundamental causes that affect FFS. Similarly, it was observed that the introduction of G-DRG was not piloted nor subjected to prospective evaluation to ascertain its main objective of cost containment (Agyepong, Aryeetey, Nonvingo, Asenso-Boadidi, Dzikunu, Antwi, Ankrah, Adjei-Acquah, Esena, Aikins, & Arhinful, 2018). As a result, it was discovered that the implementation of G-DRG had rather contributed to cost increase, as the cost of claims was three times higher than what was observed under the FFS. This was evident that from 2005 to 2011, OPD attendance rose from 597, 859 to 25,486,081 respectively, and in monetary terms, OPD claims expenditure surged from 7.6 to 548.7 million (Andoh-Adjei et al., 2018). From 2007 to 2010, the average OPD claims cost rose by nearly 50%, from 6.93 million to 10.11 million (NHIA, 2018).It is acknowledged that OPD cases contribute 70 percent of NHIA claims. Consequently, an increase in health care utilization translates into an increase in claim costs. In a study, Sun, Zhang, Wanger, Ross-degnan, and Hogerzil (2016) observed that the increase in health care utilization may be as a result of the yearly increment of NHIS membership as well as the elimination of financial barriers to accessing health care services.
In contrast, studies have suggested that the increase in healthcare utilization may be partly caused by moral hazards from service providers, which is often related to SHI across the globe (Atuoye, Vercillo, Antabe, Galaa, & Luginaah, 2016). Fenny, Asante, Ebemark, and Hansen (2015) opined that service providers' moral hazards have negative consequences for the sustainability of NHI worldwide. Fenny et al. (2015) identified duplication of claims, over billing of medicines, lack of linkage between diagnosis and treatment, wrong application of tariff, among others are major moral hazards that are associated with submitted claims. According to a report by NHIA (2018), moral hazards on the provider side cost the authorities an amount of 20,103,976 million between 2010 and 2012, which in principle is un-earned claims to providers.
The adaptation of capitation by NHIA as a reimbursement method was anticipated to provide lasting solution to address reimbursement challenges. The program was piloted in the Ashanti region as a payment system for primary outpatient services. Studies have acknowledged the effectiveness of capitation as a payment mechanism since it promotes and encourages efficiency, promotes adherence to policies and guidelines, and drives down the cost of service delivery (Andoh–Adjei et al., 2016). Others are of the view that capitation encourages providers to educate patients on their health needs, as it favors quality of health care (Mills, Bennett, Siriwanarangsun, & Tangcharoensthien, 2017; van Dijk, Verheij, Spreeuwenberg & van den Berg, 2018).
The capitation payment policy though faced with a number of challenges following its introduction. The NHIA is of the belief that with an effective and robust monitoring and evaluation system, the intended objective of this payment policy would contribute to solving the challenge of increasing cost experienced under G-DRG and FFS payment systems. The principal objective for the adoption of capitation payment was aimed to control the utilization abuses as well as contained the cost of claim reimbursement by the NHIA (Person, King, & Richard, 2014). Nonetheless, in 2017, the capitation policy was less effective hence could not be adopted as continue payment mechanism.
The sustainability of the NHIS is always in doubt because of the non-payment of claims to service providers for the services rendered to the insured. Accordingly, this default in payments had negative consequences for the NHIS. In a study, Kruk, Gage, Arsenault et al., (2018) opined that default in claims payment for at least four (4) months to service providers’ amounts to 42.5 million between 2011 and 2014. To Andoh-Adjei, (2018) delay in claims payment was as a result of funds mismanagement, manual claims processing and poor funding. These delays negative affect the service providers operation since 80% of their financing come from claims reimbursement. Without the needed fund, these service providers are unable to conduct basic services because of lack of logistics such as drugs, detergents and others.
[bookmark: _Toc181275241]2.10 The Effects of Claim Verification and Payment on Healthcare Delivery
Generally, countries in some parts of the world, especially low-income countries, have adopted significant development policy frameworks to sustain the healthcare sector (Sowah, et al., 2019). Countries such as Ghana and Nigeria have made tremendous efforts in their health sectors aimed at providing quality health care to their citizenry (Wang et al., 2017). In line with this, these countries have implemented the NHI to ensure the continued delivery of quality healthcare services. To ensure the sustainability of quality healthcare, the NHI instituted clinical auditors as well as monitoring and evaluation units to periodically investigate and review medical claims (Wang et al., 2017). In most cases, this investigation or review is done on submitted or yet to be submitted claims for reimbursement to ascertain the authenticity and genuineness of suspicious claims documentation (Abdallah, et al., 2016). The benefits of conducting verification of claims and reimbursement include controlling claim ratio, identifying fraud, waste, and errors, controlling prolonged hospitalization, and finding the authenticity of claims submitted.
[bookmark: _Toc181275242]2.10.1 Fraud Detection
Healthcare fraud is a global issue impeding quality healthcare delivery and the long-term viability of NHI (Gee & Button, 2015; Ogunbanjo, van Bogaert, 2014).In line with this, as governments and citizens struggle to maintain and expand medical coverage, there has been increased focus on the provision and cost of healthcare service delivery in recent years (Goel, 2020).It is revealed that fraudulent claims and other abuses of health services contribute significantly to the increasing cost of healthcare services (Kabote, 2017; Mackey et al., 2018). Ogunbajo and van Borgaert (2014) defined healthcare fraud as a white collar crime that service providers engaged to maximize profit by filling dishonest claims.  
According to Morris (2019), fraudulent billing constitutes 3% to 10% of the total spending of the NHI, contributing to high cost of healthcare, inefficiency, and waste. Fraudulent billing of claims directly affects the quality and cost of healthcare as it reflects more expensive services and high premium payments (Wolfson, Smith & Prosper, 2018). Nonetheless, fraudulent billing has the potential to expose patients to unnecessary and high-risk interventions, such as surgery or being prescribed a medication that is not medically necessary (Centres for Medicare and Medicaid Services 2019). Healthcare fraud involves three parties: the service provider, the insured (patient), and staff of the NHI (Joudaki, Rashidian & Minaei-Bidgoli, 2015).
There has been extensive literature on the types of fraud claims perpetrated by health providers. For instance, Legotlo and Mutezo (2018) conducted a study on understanding the types of fraud in medical claims schemes and it was revealed that false claims, irregular codes billings, excessive billing for services and products, the provision of unnecessary medical services, and others were the common types of healthcare fraud deliberate perpetrated by service providers. Similarly, Flynn (2016) revealed that several service providers are engaged in providing unnecessary medical services, billing for more expensive procedures and services that are not rendered for the purpose of obtaining insurance payment or reimbursement. In a study, Höner (2015) acclaimed that phantom billing, up-coding, double billing, unbundling, and many others are common types of fraud that service providers in the US engaged in. As a result of these persistent practices of healthcare fraud, the general healthcare services and the sustainability of NHI are affected.
In America and Italy, the provision of an effective and affordable healthcare system that is devoid of fraud is a major challenge (Brecht, Sangiovanni & Raspanti, 2021). However, the healthcare systems in these countries differ in many aspects, though both suffer from health-related fraud, abuses, and waste. In the United States, for example, it is estimated that Medicare and Medicaid reimbursed $1.1 trillion on behalf of over 145 million members each year, with $95 billion of that amount representing improper payments of claims related to fraud (US Government Accountability Office, 2019; Engstrom, 2017).Fraud, abuses, and waste are frowned upon, and as such, the governments of these countries are poised to reduce these problems. For instance, in 2020 alone, more than $2.2 billion was recovered by the federal government of America from healthcare fraud and false claims (U.S. Department of Justice, 2020). Also in Italy, the National Anti-Corruption Authority has focused on implementing active monitoring, reporting, and preventing corruption as well as issuing plans of anti-corruption. In Saudi Arabia, it is estimated that 15% of all submitted claims for reimbursement are classified as fraudulent claims (Alonazi, 2020). Similar in South Korea, Jung and Kim (2021) argued that in 2020 alone, 98826 staff defrauded the Korea NHIS amounting to a sum of KRW 898,592 million. Jung and Kim (2021) further indicated that there has been an increase of 2.0% in healthcare-related fraud from 2018 to 2021.
Even though Africa is faced with strong financial challenges to improve and maintain healthcare service delivery and achieve its UHC goal, the region's healthcare system is characterized by fraud and corruption. For instance, in South Africa, it is revealed that the country's NHI loses over ZAR13 billion to the public and private health sector due to fraudulent claim billing (Baterman, 2015; Council for Medical Schemes, 2016). Also in Ghana, according to the NHIA (2018) report, an estimated amount of GH 22,871,755.36 was detected as unearned claims that had been paid to service providers. However, the NHIA was able to retrieve 37.7% of the amount.
In identifying or investigating fraud claims, various scholars have developed systems to detect fraudulent activities. Kirlidog and Asuk (2012) argued that in large insurance claims datasets, data mining tools are required for detecting fraudulent activities and calculating the probability of each activity being fraudulent by analyzing past insurance claims. Fashoto, Owolabi, Sadiku, and Gbadeyan (2013) developed the Knee-point-K means to detect service providers' fraudulent claims. Similarly, the hybrid framework was proposed as an effective method of detecting fraudulent claims because of its ability to apply mining data techniques (Bagul, Bojewar & Sanghavi, 2016). They acknowledged that a hybrid approach limits the benefits of supervised and semi-supervised learning methods for detecting fraudulent claims.
[bookmark: _Toc181275243]2.10.2 Claim Ratio Control
Generally, health insurance provides financial risk protection against basic healthcare services for illness or injury. As a result, identifying means and mechanisms to limit/reduce expenditure in healthcare delivery is essential for NHI as medical service demand continue increasing despite resource constrain to reimburse (WHO, 2019). The increasing cost of medical treatment has urged people to subscribe to health insurance. In recent times, it has become almost an obligation for every citizen to spend on the best possible health insurance plan to protect and safeguard their investments. The majority of the citizenry subscribe to NHI in order for them to handle high medical bills in case they fall victim to an unexpected medical emergency.
There are multiple factors that lead people to buy ideal health insurance and they include sum insured, medical history, network health facilities, among others. However, the most significant of all the actors is the claim ratio. “Claim ratio or medical loss ratio (MLR) is the ratio of total losses incurred in medical claims plus adjusted cost divided by the total premium earned” (Harvey, 2018). Across the globe and even within diverse health insurance systems in the same country, the claims ratio or medical loss ratio is calculated differently. Usually, high claims ratios can occur either through low premiums or high medical costs and expenses (Simon-Tuva, Horev & Kaplan, 2015). This measure is understood differently by policy regulators, insurers, and purchasers of healthcare. According to Robinson (1997), the interpretation of MLR is not necessary as a measure of social contribution and clinical quality.
[bookmark: _Toc181275244]2.10.3 Identifying Errors and Preventing Claims Denials
For the past decades, there has been a global concern to reduce the documentation burden of service providers. The healthcare industry has been witnessing an increasing rise in the number of denied coding-related claims (Kim, Kim, Chang & Kim, 2022). The loss of revenue in health facilities as a result of claim denials mostly cause by coding errors (Drabiak & Wolfson, 2020). For instance, in the US, an estimate of $20 billion of service provider revenue is lost each year due to denied claims, which often emanate from errors (Bwanga, 2021). Errors committed in claims processing delayed reimbursements and also incurred costs when they have been reworking on. Bauder and Khoshgoftaar, (2018) argued that despite the colossal amount of revenue and productivity loss by healthcare providers, duplicated claims on average, cost them $118 per any rework of such claim. Literature has indicated that 63% of all claims denied due to medical coding are recoverable. However, the overwhelming burden on healthcare providers is the cost involved in processing claims, reimbursement of claims, and reconciliation (Terry, 2021). In line with this, approximately 65% of all denied claims are not reworked due to the cost involved (Gavidia, 2021).
In 2016, denied claims due to medical coding errors constituted 9%, and this percentage is expected to increase to 11% in the third quarter of 2020 (LaPointe, 2021). Reiner (2021) attributed the causes of medical coding errors that result in claim denials to differences associated with diagnosis and procedure, under coding and over coding. In procedure and diagnosis disparities, this error occurs when the service procedure fails to substantiate the diagnosis codes in the claim process. Under coding and over coding errors occurs when a medical service is rendered but not a medical necessity by the NHI. Studies have demonstrated that inadequate coding, as well as lower proficiency, contributes to over-coding and under-coding (Graham, 2020).
The implementation of ICD-10 by the UN is to ensure code consistency and accuracy with documented service rendered. Though a number of claims denials can be recovered with ease, others require an intensive investigation to identify the causes. As a result, claims verification allows service providers to identify routine errors as well as the root cause of claims denials caused by an incorrect sequence of procedures and missing charges.
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Even though the benefits of accomplishing successful claim verification and audit are enormous, such success has its own difficulties and consequences. There are divergent views with regard to claims verification. It is not surprising that there are several perceived constraints to its implementation. There exist a number of barriers constraining the process and implementation of claims verification, and they include resource constraints, lack of an overall plan for clinical auditing, insufficient or lack of expertise to design and analyze audit projects, organizational impediments, lack of relationships between groups and group members, and many others. 
[bookmark: _Toc181275246]2.11.1 Scarcity of Resources
Several studies have indicated that the lack of enthusiastic staff, time, insufficient financial and practical resources are the most common problems clinicians and monitoring and evaluation officers encounter (Khoja, Kazim & Ali, 2019). In Scotland, the lack of time to conduct a routine investigation into service providers’ activities is a major concern to clinical auditors (Godden, Hilton & Pollock, 2011). Consequently, this may result in a conflict between the immediate demands of patients’ treatment (Walshe, Cortvriend & Mahon, 2015).
Generally, there are a woefully inadequate number of clinical auditors as well as monitoring evaluation officers to successfully conduct claims verification and auditing (Dehnavieh, Ebrahimipour, Jafari, Zadeh, Dianat, Hekmat, & Mehrolhassani, 2013). Several NHIs as result resort to using unskilled clinicians and M&E officers to conduct claim verification. Nonetheless, many of these NHIs lack information specialists as well as high-quality information systems to assist clinicians and M&E in carrying out their responsibilities (Esposito & Dal Canton, 2014). Suryaprabha, (2020) articulated that the inadequate financial resource impede claims verification exercise as  clinical auditors and monitoring and evaluation officers are unable to cover all provider sites verification defeat the purpose of combating health fraud and abuses. In contrast, the availability of large sums of audit funds sometimes triggers misappropriation of funds, leading to the acquisition of complex machinery or software that staff lacks the knowledge to operate (Grover, Xu, & Jhingran, 2016).
[bookmark: _Toc181275247]2.11.2 Lack of Expertise in Project Analysis and Design
In many parts of the world, especially developing countries lack expertise in clinical audit and claims verification methods. The lack of expertise posed a challenge in conducting effective claims audits. Several studies have outlined these challenges as poor design, lack of training and education in clinical audit and verification methods (Alemayehu, Mitchell & Nikles, 2018). To Joseph et al., (2016) these barriers are associated to standard setting, haphazard and unsubstantiated data collection, unavailability/inadequate access to skilled and proactive supportive staffs, and a shortage of good audit tools.
Robinson (1997) and Jonston et al., (2000) argued that areas such as proposal writing, objective specification and maintenance, designing instruments, data analysis, and report writing in clinical audit and claims verification requires professionals to manage them. Interviews with quality assurance staff, experienced auditors, published audit work, and audit networks are considered the sources of guidance specified in conducting a clinical audit on healthcare facility claims and financial management (Bwanga & Bwalya, 2021). These difficulties, notwithstanding, may be compounded by professionals and support staff who have not received the requisite training in clinical audit methods or staff who are too few in number to provide the needed support required of them (Rawlins and  Hine, 2020).
The contract terms for staff posed a challenge in their contribution to the clinical auditing process since the majority of them are employed on short-term contracts which most organizations fail to renew because of funding issues (Johnston et al., 2000). In a study, Spencer (1992) revealed that the lack of professionals and knowledge in teaching clinical auditors does not encourage people to pursue clinical auditing. Bariṧić and Tuṧek (2016) conducted a study on information services using 382 supportive staff audits. The study found that 71% of the supportive staff had acquired basic audit training, whereas 29% of them had not received any form of formal training on audit activities. Majority of those who received training argued that the training was inadequate as it lasted for three days. In furtherance, Aamir, Farrooq & Ittonen (2011) argued that in most cases, these supportive staff felt devalued by medical professionals because of their inexperience, hence forcing them into delegated roles. According to Kush, (2017), successful clinical audit activities are conducted by leaders who carefully thought about the kinds of skills needed for the service, acknowledged audit staff roles, provided training when needed, and treated subordinates as important members of the team.
[bookmark: _Toc181275248]2.11.3 There is no overall plan for clinical auditing.
A number of audit programs lack an overall plan, and this is not an exception in clinical auditing of claims and financial management of healthcare facilities. In many instances, the audit project undertaken lacks a common vision, goal, and purpose for the auditing exercise (Limb Fowler, Gundogan, Koshy, and Agha, 2017). The success of an clinical audit depends largely on the audit leader, whose responsibility is to ensure the exercise is carried out as expected (Arvidsson, Dahlin & Anell, 2021). In a literature, it has been revealed that a fully funded project can fail because of poor interpersonal relationship (Dohan & Tan, 2016). A project, on the other hand can fail to meet its intended purpose if participants underestimate the project fund and the time required to complete the project (Rawlins & Hine, 2020).This implies that funding is essential for any project, but there are other important things that are required for the accomplishment of a clinical audit exercise (Johnston et al., 2000).
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The success of clinical auditing can be impeded by ineffective group dynamics or dysfunctional group membership (Paino, Thani & Idris, 2012). Poor relationship between and among employees may result in lack of staff commitment to work, conflict among employees, and a lack of ownership (Prabangkara & Fitriany, 2021). With poor interpersonal relationship, staff with important information will be reluctant to inform colleagues because of confidentiality issues whereas other may be reluctant to change their practice. All of these have consequences for the success of claim verification. A study conducted by Ray-Barrual, Ullman, Rickard, and Cooke (2017) indicated that the claim verification process can be impeded by group membership fluctuating, tasks not clearly defined to members, lack of knowledge of individuals’ roles, mistrust among professionals due to different professional backgrounds, and language barriers. In the views of Alqudah et al., (2022) and Huang, Chervoneva, and Babinsky (2020), finding appropriate and convenient places for holding meetings regarding claims verification activities is problematic due to logistical constraints, though members' work is not frequently interrupted by phones as a result of their dedication and discipline towards work.
[bookmark: _Toc181275250]2.11.5 Organizational Barriers
The lack of a supportive working relationship among healthcare providers’ managers and M&E may trigger organizational barriers to claims verification and claims findings' implementation (Musah, Gapketor & Anoakye, 2018). Several studies have revealed a number of disparities that exist between management and clinical auditors (Karran, Ranaboldo, Karran, 2015). These disparities often result from accountability and authority issues between the two parties (Boterenbrood, 2017). Consequently, inertia and confusion often occur between clinicians regarding who should take charge of making changes, a feeling that grows when substantial changes in negotiation are involved within the broader healthcare facility (Kerrison, Packwood, and Buxton, 1993; Smith, Russell & Frew, 1992).
Several studies have been conducted on healthcare management and clinicians, and there have been divided views regarding the conduct of clinical investigations. Though others have given credence to clinical investigation, many have had different opinions regarding its negative consequences (Smith et al., 1992). In that study (Johnston et al., 2000), it was revealed that 51% of clinicians were of the view that medical auditing would interfere with their clinical workload, whereas 41% were of the view that in conducting medical investigation, much resource would be spent that could have been used on patient care. However, 8% of the respondents indicated that clinical auditing would influence them to provide the needed medical practices (Jonston et al., 2000). Similar studies were conducted on managers, clinicians, and audit leaders. In these studies, it was revealed that though service providers and healthcare purchasers shared the same views on clinical audit importance, different opinions were expressed on the relevance and level of healthcare purchasers’ involvement (Furia, Poscia, Azzolini, Basso, Collamati, De Belvis, Ricciardi, & Volpe, 2014). In terms of sharing clinical audit/investigation outcomes information, different perspectives were expressed on how clinical audit should be integrated and structured into the NHI process. Imprecise directives from purchasing authorities and managers' refusal to implement changes on ground cost all serve as potential impediments to changes in the audit clinical audit process (Furia et al., 2014).
[bookmark: _Toc181275251]2.11 Summary of the Chapter
The National Health Insurance Authority (NHIA) plays a pivotal role in Ghana's healthcare landscape, overseeing the National Health Insurance Scheme (NHIS). Through the NHIS, healthcare facilities are categorized into credentialed and non-credentialed, with reimbursement based on services provided to NHIS subscribers. Theoretical frameworks like the Theory of Change (TOC) and Agency Theory guide project design and address incentives between principals and agents within the NHIS structure. Despite challenges such as financial constraints and fraudulent billing, the NHIS significantly increases healthcare accessibility, particularly benefiting vulnerable groups like children, the elderly and pregnant women. Ghana's healthcare system comprises both public and private facilities, coordinated by entities like the Ghana Health Service (GHS) and Christian Health Associations of Ghana (CHAG), catering to diverse healthcare needs with various professionals. Government initiatives like the Quality Health Partners (QHP) project and Patient Charter aim to enhance healthcare quality and promote patient-centreed care. Effective claims verification is crucial for controlling costs and ensuring quality healthcare delivery within the NHIS framework. However, obstacles like resource scarcity and organizational barriers persist, hindering the verification process. Addressing these challenges is vital for sustaining the NHIS and further improving healthcare delivery across Ghana, aligning with the scheme's goals of universal health coverage and enhanced accessibility.
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[bookmark: _Toc181275253]RESEARCH METHODOLOGY
[bookmark: _Toc181275254]3.1 Introduction
This chapter outlined the methodology adopted in carrying out the entire study. The chapter presents the study area, and also provides a thorough overview of the various methods, procedures, and instruments used in the study. This part of the study, like the other chapters, is organized into various subsections with each section detailing a separate heading. The chapter presented the research design, population and sample technique, instruments, as well as their strengths. The chapter also described the procedure employed in gathering data and how it was analyzed.
[bookmark: _Toc181275255]3.2 The Study Area
[bookmark: _Toc181275256]3.2.1 Size and Location
The study was carried out in Ghana’s Upper West Region. The region is among the 16 regions and situated in the north-western part of Ghana. The region covers 18,478 km2 (GSS, 2021). This accounts around 12.7% of Ghana’s total land area, with a population of 901,502 people. The region is boarded by the Republic of Burkina Faso in the north, the Upper East Region in the East, the Savanna Region in the south and Cote d’Ivoire in the west. The region has 11 administrative districts, namely Wa Municipality, Lawra, Municipa, Nandom Municipality, Sissala East, Nadowli-Kaleo District, Daffima, Bussia, Issa District, Jirapa District, Lambussia District, Wa West and Wa East Districts. Wa is the municipal as well as the regional capital and the largest town in the Upper West Region.
[bookmark: _Toc181275257]3.2.2 Health Care Sector
The Upper West Regional Health Directorate is in charge of the region’s healthcare delivery. The region’s health system includes 296 healthcare facilities that provide various kinds of health services to the citizenry (NHIA, 2021). These facilities include government facilities, CHAG, and private hospitals and clinics.
The major diseases that affect the residents of the Upper West include malaria, hypertension, diabetes, respiratory infection, and sexually transmitted diseases, amongst others (Owus, Kushitor, Ofosu, Kushitor, Awoonor-Williams (2020). The healthcare facilities have the mandate of combating such diseases associated with the region. However, there are some illnesses that require advanced specialist care beyond what the region can provide, such patients are referred to higher-level facilities outside the region. The health system in the region is challenged with a lack of human resources, inadequate infrastructure, a lack of equipment and consumables (Dalaba, Welaga & Matsubara, 2017). There are also challenges with funding, which increase the burden of the health care system in the UWR.
In the UWR, there are nine administrative offices of national health insurance schemes, namely Wa Municipal, Nandom Municipal, Lawra Municipal, Sissala East Municipal, Nadowli-kaleo District, Sissala West District, Wa West District, Wa East and Jirapa District. However, the Nadowli-Kaleo and Jirapa Districts manage two administrative capitals, namely, Daffiama Busia Issa District and Lambusia District, respectively. In terms of the population covered by NHIS by sex, the region insured 753,723 persons representing (83.8%) of the region population (GSS, 2021). This implied that Upper West Regional has attained UHC.
[bookmark: _Toc181275258]3.3 Research Methodology
[bookmark: _Toc181275259]3.3.1 Research Philosophy
Scientific research embraces a theoretical approach guided by a philosophical standpoint, shaping its methodology. It starts with the ontology of knowledge, asserting that the reality exists in the social world and can be uncovered. The ontology addresses what knowledge exists in the social sphere. The subsequent epistemology of knowledge posits that knowledge in the social world can be revealed through a set of rules, addressing how to unravel this knowledge. 
Researchers can choose from diverse research paradigms, selecting the most suitable or combination based on their investigative objectives. Mackenzie and Knipe (2006) discuss four main paradigms; positivist/post-positivist, interpretivist/constructivist, transformative and pragmatic. Although each paradigm is associated with specific methods and tools, their applications often overlap. Positivism, the earliest scientific paradigm, underscores the scientific exploration of the social world to identify patterns for generalization and prediction. In contrast, the interpretivist, constructivist paradigm centres on comprehending the social world through human experiences and the meaning attached to actions. The transformative paradigm, stemming from the desire for equity and change in research, amalgamates elements from both positivist and interpretivist paradigms. The pragmatic paradigm, not tethered to a singular philosophical standpoint, prioritizes the research problem and the most effective approaches to address it, often incorporating a blend of methodologies and data analysis techniques. Hence this study adopts the pragmatic paradigm as it allow for the integration of diverse methodologies and data analysis techniques, providing a versatile framework that aligns with the dynamic nature of the study problem.
[bookmark: _Toc181275260]3.3.2 Research Design
This study analyzes the impact of verification of claims and reimbursement on healthcare service delivery facilities in the Upper West Region. To accomplish this, the study employed a mixed method approach. This method involves the integration of both qualitative and quantitative methodologies. Neuman (2014) opined that the weakness of one technique is generally complemented by the strength of the other technique. Creswell (2013) indicated that the mixed method helps studies to achieve an objective in a more comprehensive way than a single method used.
The advantage of quantitative analysis is that, the researcher has no influence in the finding of the research. Neuman (2014) viewed quantitative analysis as an analysis that ensures some degree of objectivity in research data analysis. In contrast, Creswell (2013) posited that, in research, figures and numbers obtained via statistical analysis are always credible or trustworthy since they do not always reflect the genuine situation on the ground.
The study considered qualitative techniques for gathering and analyzing qualitative data. According to Creswell (2013), qualitative data gathered from the field are processed/ analyzed using qualitative data analysis approach like content analysis, narration, and quotation (Creswell, 2013). The qualitative research method embodies and aligns with the rigor of scientific principles, allowing for the examination of hypotheses, credibility, frugality, and elimination of threats to validity (Kazdin, 2017; 2018). The qualitative data gathered during interview were transcribed and classified into narration, quotations and evaluated. 
Creswell convergent parallel/concurrent design was employed in this investigation. The advantage of this research design is that it allows the study to gather and evaluate both qualitative and quantitative data simultaneously. Creswell and Clark (2011) opined that with convergent parallel design, the findings from the analysis could be easily compared, interpreted, and presented concurrently. The Convergent Parallel Design (CPD) is illustrated in Figure 3.1.
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[bookmark: _Toc155270008]Figure 3.1: Convergent Parallel Design

[bookmark: _Toc181275261]3.4 Samples and Sampling Techniques
The study considered probability and non-probability sampling approaches in selecting and contacting its respondents. The study employed the probability sampling technique to eliminate bias in respondents’ selection process. With probability sampling technique, the stratified sampling technique was adopted to select healthcare facilities staff such as the prescribers, pharmacists, laboratory technicians, claims officers, and administrators as well as the staff of NHIA, namely the M&E officers in the Regional office and the claim officers of Wa Municipal, Nadowli-Kaleo, and Jirapa Districts offices of NHIA. The stratified sampling techniques encompass the stratification of the target population into different components.
The rationale behind employing stratified sampling is to ensure that each subgroup or stratum is adequately represented in the sample. This approach acknowledges the heterogeneity within the overall population and recognizes that different strata may exhibit unique characteristics or perspectives related to the impact of claim verification and reimbursement processes on healthcare service delivery. By stratifying the sample, the study aims to capture a comprehensive view of the diverse roles within healthcare institutions and NHIA offices, thereby increasing the validity and generalizability of the findings to the broader population in the Upper West Region.
The study also employed the non-probability sampling technique as strategic approach to address the study’s specific challenges. This method was employed with a predefined plan to select targeted groups of respondents with in the various healthcare institutions in the three districts of the Upper West Region. Purposive sampling was considered to select healthcare facilities' prescribers, pharmacists, laboratory technicians, claims officers, and administrators. With the non-probability sampling technique, the study adopted an convenience sampling technique to contact various NHIS staff that conduct claims and reimbursement verification in these healthcare institutions, thus the M & E officers in the regional office and the claims officers in three districts in the Upper West Region.
[bookmark: _Toc181275262]3.5 Population of the Study
Healthcare facilities in Wa Municipality, Nadoli-Kaleo District and Jirapa District in the Upper West, are the target facilities. In line with this, the study population included healthcare institution staff, particularly prescribers, pharmacists, laboratory technicians, claims officers, and administrators. Additional staff of NHIA, particularly the M&E and claims officers also make up the study population. According to the NHIA (2020), there are 296 credentialed healthcare institutions in the Upper West Region. However, Wa Municipality, Nadowli-Kaleo, and Jirapa Districts have a total number of 125 credentialed healthcare institutions (NHIA, 2020). Consequently, these healthcare institutions/facilities are clustered based on Ghana Health Service categorization and they include: Regional Hospitals, Polyclinics, Clinics, Health Centres, and CHPS Compound. However, the study intends to exclude CHPS compounds for the reason that many malpractices are common at regional hospitals, polyclinics, clinics, and health centres.
[bookmark: _Toc181275263]3.6 Determination of Sample Size
The study population comprises staff of healthcare institutions in the selected healthcare institutions in the Wa Municipality, Nadowli-Kaleo, and Jirapa Distictss, namely the Regional Hospital, District Hospitals, Polyclinics, clinics, and Health Centre. The total number of healthcare facilities in the three study areas is one hundred and twenty-five (125). As a result of resource constraint, the study intends to study thirty (30) healthcare facilities representing 37% out of the 125 facilities. Table 3.1 depicted the breakdown of the sampled healthcare facilities. 
[bookmark: _Toc131262042][bookmark: _Toc155268680]Table 3.1; Sampled Healthcare Facilities
	Name of Municipality/Districts
	Types of Healthcare Institutions
	No. of Institutions
	Total of Healthcare Institutions

	Wa Municipal
	Regional Hospitals
	1
	


11

	
	Municipal Hospital
	1
	

	
	Clinic
	1
	

	
	Health Centre
	8
	

	Nadowli-Kaleo 
	District Hospital
	1
	

14

	
	Polyclinics
	2
	

	
	Clinics
	1
	

	
	Health centres
	10
	

	Jirapa 
	District Hospital
	1
	

5

	
	Polyclinics
	1
	

	
	Health centres
	3
	

	Grand Total
	
	
	30


Source; NHIA (2022)







[bookmark: _Toc131262043][bookmark: _Toc155268681]Table 3.2:  Distribution of Sample size
	Name of Municipality/Districts
	Type of  Healthcare Facilities
	Total Respondents

	 Wa Municipal
	Regional Hospital
	87

	
	Municipal Hospital
	

	
	Clinic
	

	
	Health Centres
	

	Nadowli-Kaleo 
	District Hospital
	77

	
	Polyclinics
	

	
	Clinics
	

	
	Health Centres
	

	Jirapa
	District Hospital
	37

	
	Polyclinic
	

	
	Health centres
	

	
NHIA Offices
	
Regional & Districts
	8

	Grand Total
	
	209


Source; GHS (2022)
[bookmark: _Toc26576276]In Wa Municipality, Nadowl-Kaleo and Jirapa Districts, it has been estimated that about 209 staff from both healthcare institutions and NHIA are engage in the verification of claims and reimbursement in the selected facilities. This gives a sample frame of 209 as a target group for the study. Subsequently, the study applied the Yamane Taro (1976) scientific method/formula advocated by Miller and Brewer (2003) for determining the sample size. A sample size of 137 was arrived at using Taro’s (1967) formula for the determination of the sample size. The formula is stated as follows: n=N/ [1+N] where ‘N’ is the sample frame and ‘e’ is the threshold of significance. As a result, N = 209 staff of healthcare institutions and NHIA, at a 5% significance level. Also, 26 participants were interviewed to gather the qualitative data.
[bookmark: _Toc181275264]3.7 Research Instruments 
[bookmark: _Toc26576277][bookmark: _Toc181275265]3.7.1 Questionnaire
The study employed a structured questionnaire as primary data collection instrument, chosen for its efficiency and ability to gather standardized responses from a diverse group of respondents within the healthcare sector.  The questionnaire is a widely recognized tool in health research due to its practicality and effectiveness in collecting large volumes of data in a relatively short time (Creswell & Creswell, 2017). The use of a questionnaire in this study is grounded in its capacity to efficiently gather standardized, diverse, and cost-effective data from healthcare professionals and NHIA staff, facilitating a comprehensive analysis of the impact of claim verification and reimbursement processes on healthcare service delivery (Dillman, Smyth & Christian, 2014).  
The open-ended and close-ended questions in the study questionnaires were separated into parts and each questionnaire was divided into sections. Close-ended questions were employed to elicit precise responses concerning specific operations of claims and reimbursement verification. The open-ended questions offered the opportunity for respondents (healthcare facility staff, and M&E official of NHIA) to express themselves while also providing broader responses to specific questions. There are benefits and disadvantages in adopting open-ended questions (Price et al., 2015). In the view of Price et al. (2015), open-ended questions are devoid of biases since they do not afford respondents the anticipation what the researcher may be seeking or searching for. Also, open ended questions are viewed to be more legitimate and dependable than close ended questions. Though open-ended questions give much credence to the study, however, it has also been characterized by a number of challenges. Another major issue with open ended question is the high rate of non-responses. In many instances, respondents’ attempted to skip a number of questions that contained open-ended questions to avoid spending much time on the questionnaire (Price et al., 2015). As a result the study employed limited number of open-ended questions.
The demographic information of the respondents, such as age, level of education, marital status and job designation are captured in the first section of the questionnaire. The second part covered questions on the process of verification and reimbursement of claims among credentialed health facilities in the Upper West Region. The third section captured the impacts of claims verification and re-imbursement on healthcare delivery among credentialed health facilities in the Upper West Region. The fourth section of the questionnaire captured the perceived barriers affecting claims verification and reimbursement in the Upper West Region.
[bookmark: _Toc26576278][bookmark: _Toc181275266]3.7.2 Interviews
The study employed interview as a valuable research instrument to complement the quantitative data gathered through questionnaire. The use of interview offers a qualitative depth that is crucial for gaining nuanced insights into the perspective and experiences of healthcare professional and NHIA staff regarding claim verification and reimbursement process or exercise. According to Creswell and creswell (2017) interviews are particularly effective in exploring complex issues, allowing for more in-depth understanding of participants’ viewpoints and motivation.
Structured and semi-structured interviews were conducted to ensure consistency in questions posed to each participant while allowing for flexibility to explore individual responses, in more detail (Gibbs, 2018). This approach enhances the reliability of qualitative data collected, ensuring that all participants are asked about the same core topic while providing the opportunity for spontaneous elaboration. Rubbin and Rubbin, (2011) establish that interviews facilitates dynamic and interactive engagement with participants, enabling the researcher to clarify responses, probe deeper into specific areas, and capture the richness of personal experiences. This qualitative dimension is essential for uncovering the context-specific factors that may influence the impact of claims processes on healthcare service delivery in the Upper West Region.
[bookmark: _Toc26576281][bookmark: _Toc181275267]3.8 Instrument Validation 
Reliability refers to the consistency of study results over time and the accuracy in representing the entire population being studied (Prince et al., 2015). Reliability analysis aims to determine the degree to which a measurement procedure yields the same results when repeated under identical conditions as observed by Prince et al., (2015). The instrument's reliability was assessed using Cronbach’s Alpha Coefficient and it was calculated using SPSS. A reliability of at least 0.70 at a 0.05 significance level was considered acceptable. Cronbach’s Alpha was employed to assess the internal reliability of the questionnaire utilized in this study. The values range from 0 to 1.0, with 1.0 representing perfect reliability. This coefficient is widely used to verify the reliability of constructs. Consequently, Cronbach’s Alpha was used to test the reliability of the proposed constructs. The reliability results are depicted in Table 3.3.

Table 3.3: Reliability Statistics
	Construct
	Cronbach α Coefficient
	No. of Items

	NHIS verification process

	0.736
	13

	NHIS claims Verification of Claims Tools
	0.739
	6

	Frequency of NHIS Verification and Re-imbursement of claims
	0.755
	4

	Impact of Verification and Re-imbursement of claims on healthcare service delivery
	0.965
	20


Source: Field Work (2023)
The results revealed that the questionnaire used in this study had a high level of reliability, since all the constructs depicted in Table 3.3 had coefficients value above the suggested value of 0.7.
[bookmark: _Toc26576283]Validity is the degree to which a research instrument measures or does what it was supposed to accomplish. The Kaiser-Meyer-Olkin (KMO) and Bartlett’s Test of Sphericity were used to assess the validity of the questionnaire. The KMO evaluates the adequacy of the survey responses, with Kaiser (1974) suggesting a minimum acceptable value of 0.5 for satisfactory factor analysis. Bartlett’s Test of Sphericity examines the strength of the relationships among variables. The validity results are showed in Table 3.4.



Table 3.4: Validity Results
	Kaiser-Meyer-Olkin Measure of Sampling Adequacy.
	.812

	Bartlett's Test of Sphericity
	Approx. Chi-Square
	3351.299

	
	Df
	325

	
	Sig.
	.000


Source: Field work (2023)
Table 4.3 shows that the KMO minimal condition was achieved (KMO = 0.812) and statistical significance was achieved for Barlett’s Test of Sphericity (P-value = 0.001). The KMO value of 0.812 is considered high, suggesting that the variables in the dataset are highly suitable for analysis. A KMO value above 0.8 is generally considered excellent. For Barlett’s test, the chi-square value of 3351.299 with 325 degrees of freedom, and a p-value less than 0.001 (Sig. <.001), indicates that the correlation matrix was significantly different from an identity matrix. This suggests that there were relationships amongst the variables. This means that the sample of 137 is adequate.
3.9 Data Collection 
A questionnaire was designed to collect much of the data from healthcare staff and NHIA staff as respondents to the study. The questionnaires were produced in hard copy form and were distributed and administered to the respondents by a field assistant. Prior to the actual field work, the questionnaire was pretested with the objective of identifying questions and difficulties that may not generate the needed data required by the study. A number of selected healthcare staff was used for the pretesting, and this offered the opportunity for respondents and field assistants to familiarize themselves with the questions. The interview was carried out face-to-face with the respondents.
[bookmark: _Toc26576284][bookmark: _Toc181275268]3.10 Data Analysis and Presentation
To effectively analyze the data gathered, the study integrated qualitative and quantitative techniques with the goal of maximizing the advantages of the both techniques for a single phenomenon. As a result, descriptive statistics were employed. The descriptive analysis was conducted using the Statistical Package for Social Sciences (SPSS). The study used Microsoft Excel to draw graph, frequency and tables. Base on the objectives the Likert scale of satisfaction index was employed. The Likert scale to assess participant satisfaction comprehensively. Respondents expressed their opinions on various aspects related to claim verification and reimbursement processes using a range of response options, from strongly disagree to strongly agree. This widely-used scale allowed for a quantitative measurement of satisfaction levels, providing valuable insights into the nuanced perspectives of healthcare professionals and NHIA staff involved in the study. Based on the objectives, the study employed Chi-square analysis and correlation analysis.  The data collected via interview audio recordings was transcribed and discussed in the main work. Vital information from participants were given as quotes and highlighted in the results presentation.  
[bookmark: _Toc181275269]3.11 Limitation of the Study
[bookmark: _Toc169598694][bookmark: _Toc181275270]The study faced several limitations. The study was confined to the Upper West Region namely Wa Municipal, Nadowli and Jirapa Districts, which may not fully represent practices and challenges in other regions. The reliance on self-reported data could introduce bias or inaccuracies. The researcher faced challenges during data collection from respondents. A percentage of respondents were not in position to reveal out data and this resulted the researcher spending more effort to attain the required data. The sample size, although significant, might not encompass all healthcare providers' experiences. Finally, logistical constraints and resource limitations have impacted the comprehensiveness of the data collection and analysis processes.
[bookmark: _Toc181275271]3.12 Consideration of Ethical Issues
It is worthwhile for every researcher/scholar to ensure that the research study produced has observed the necessary ethical considerations, especially the APA Ethics Code 2002. This current study, just like any other study considers the following ethical issues in carrying out its activities.  When conducting the research activities, anonymity and confidentiality of the respondents’ information were safeguarded. To achieve anonymity, the study utilized data collection methods without personally identifiable information, by assigning codes instead of names. The study implemented confidentiality agreement for data collectors involved emphasizing the importance of maintaining participants’ confidentiality. Access to collected data was restricted to essential research members, with clearly defined roles and responsibilities. Anonymity and confidentiality guaranteed that no reader or user of the study would be able to identify any respondents who contributed to the study or who said what. Additionally, it assured respondents that none of them would hold accountable for their responses.














[bookmark: _Toc181275272]CHAPTER FOUR
[bookmark: _Toc181275273]ANALYSIS AND PRESENTATION OF RESULTS
[bookmark: _Toc181275274]4.1 Introduction
This chapter presents the results of the study. The chapter is divided into various subheadings which are in line with the research questions or objectives. The first section captured the socio-demographic characteristics of the respondents. The second and third (2nd and 3rd) sections captured the processes, procedures and tool used in conducting verification and reimbursement of claims, how significant or important verification and reimbursement of claims contribute to healthcare service delivery. The fourth (4th) section captured the barriers that affect verification and reimbursement of claims exercise in the Upper West Region.
[bookmark: _Toc181275275]4.2 Socio-Demographic of the Respondents
[bookmark: _Toc131262044]This section presents the socio-demographic of respondents which includes the sex, age, marital status, educational background, employment status, job designation and their work experience. The main purpose of considering these demographic characteristics was to determine how these characteristics influence respondents’ views on verification and reimbursement of claims on healthcare service delivery in the Upper West Region. Table 4.1 presents the results on the demographic characteristics of the respondents.


[bookmark: _Toc155268682]Table 4.1 Socio-Demographic of Respondents
	Variable Socio-Demographics
	Category
	Frequency

	Percentage


	Sex
	Male
	102
	74%

	
	Female
	35
	26%

	Age
	18-25
	16
	12%

	
	26-35
	50
	36%

	
	36-45
	42
	30%

	
	46-55
	20
	15%

	
	Above 55
	9
	7%

	Marital Status
	Married
	110
	80%

	
	Single
	20
	15%

	
	Widowed/Divorced
	2
	5%

	Educational Background
	Diploma
	17
	12%

	
	Degree
	75
	55%

	
	Masters
	35
	26%

	
	Others
	27
	19%


Source: Field Work, (2023)
On the sex distribution of the respondents, the results showed in Table 4.1 indicate that majority (74%) of the respondents were males whereas 26% of them were females. The age distribution of the respondents showed that 36% of the respondents were between the age group of 26-35 years, whereas 30% of them were between the age group of 36-45 years. Also 15% of them were between the age group of 46-55 years whereas 12% and 7% were 18-25years and above 55 years respectively. Majority of the respondents that work within the NHIS and health facilities in the Upper West Region are between the age group of 25 years and 45 years. 
Similarly, majority (80%) of the respondents were married as indicated in Table 4.1. Also, 15% of them were single whereas only 5% of them were Widowed/Divorce. On the educational background, the results showed that majority (55%) of the respondents had obtained undergraduate degree whereas 26% of them had master’s degree. Also, 19% of them had obtained other forms of educational certificates such as specialized certificates (gynecology, orthopedic and others). 
[bookmark: _Toc181275276]4.2.1 Respondent Employment Status
Understanding and categorizing employment status is pivotal for gaining insights into the work force dynamics. This study explores the diverse landscape of employment arrangement, encompassing fully employed and contract staff. The respondents’ employment status is illustrated in Figure 4.1.
 
Source: Field Survey, (2023)
[bookmark: _Toc155270009]Figure 4.1 Employment Status of Respondent

From Figure 4.1, the results showed that 82% of the respondents contacted indicated that they are fully employed staff of NHIS and health facilities whiles contract staff constituted 18% and respectively. This implies a stable core workforce with supplementary pool of contract workers utilized for specific projects.
[bookmark: _Toc181275277]4.2.2 Respondents’ Job Designation
The study focuses on a spectrum of crucial job designations within the NHIA and the various health facilities framework. Job designation also ensures and improves check balances among employees. The designations include claims officers, M&E officers, administrators, laboratory technicians, pharmacists, and medical practitioners. Each designation plays a critical role in contributing to the overall functionality of the system. Figure 4.2 depicts the job designations of the study respondents. 
Source: Field Work, (2023)
[bookmark: _Toc155270010]Figure 4.2: Job Designation of Respondent
On the job designation of the respondents, the results as showed in Figure 4.2 indicated that majority of the respondents representing 26% work as medical practitioners, whereas 22% and 18% of them are administrators and claims officers from NHIS and health facilities.  Also, 14%, 12% and 9% of the respondents are pharmacists, laboratory technicians and M&E Officers respectively. 
[bookmark: _Toc181275278]4.2.3 Respondents Work Experience
This section of the study examines the varied work experiences on respondents’ perspective and performance. The years of respondents’ work experiences include Less than 3 years, 3-5 years, 6-8 years, 9-11years and Above 12. Table 4.2 showed respondents years of work experience.
[bookmark: _Toc131262045][bookmark: _Toc155268683]Table 4.2:  Years of Work Experience
	Years
	Frequency
	Percentage (%)

	Less than 3
	10
	7%

	3-5
	35
	26%

	6-8
	58
	42%

	9-11
	21
	15%

	Above 12
	13
	9%


Source: Field Survey, (2023)
From Table 4.2, the results showed that majority of individuals in the sample (42%) have 6-8 years of work experience. The second most common category is 3-5 years of experience, which accounts for 26% of the sample. It appears that the distribution is somewhat skewed towards individuals with relatively more experience, as the percentage of individuals decreases as the years of experience decrease. However, there is still a notable proportion (7%) of individuals with less than 3 years of work. The results demonstrated that majority of the respondents that work in either NHIS or health facilities in the Upper West Region had above 4 years of working experience.
[bookmark: _Toc181275279]4.2.4 Health Facilities Claims Process and Reimbursement
This section of the study delves into the intricacies of health facilities claims processes and reimbursement. Under this section the study consider a number of elements which include average monthly of claims process, averagely monthly of expenditure incurred in both drugs and non-drugs, and claims reimbursement.
Health Facilities Average Monthly Claims Processed
The study examined the volume of claims processed by health facilities monthly. Monthly claims processed are a pivotal metric in healthcare administration and this depicted in Figure 4.3

Source; Field wok, (2023)
[bookmark: _Toc155270011]Figure 4.3: Average Monthly Claims Processed
From Figure 4.4, the results showed that the majority (36%) facilities processed between 1150-1450 claims monthly for re-imbursement, whereas 28% of them processed between 800-1100 claims monthly. Also, 20% of them processed 450-750 claims whereas 11% and 5% of them processed above 2000 and less than 400 claims respectively in a month. 
[bookmark: _Toc181275280]Health Facilities Average Monthly Expenditure incurred 
The study assessed the average monthly expenditure incurred by health facilities, providing insight into the financial dynamics and resources allocation within the healthcare landscape. The average monthly expenditure incurred by health facilities is illustrated in able 4.3.
[bookmark: _Toc131262049][bookmark: _Toc155268684]Table 4.3: Average Expenditure incurred by Health Facilities
	Expenditure
	 Responses
	Frequency
	Percentage

	Monthly Total Expenditure (Drug and Non-drug)
	Below GHȻ 50,000 
	28
	20%

	
	GHȻ 65,000-80, 000
	54
	39%

	
	GHȻ 95, 000-110,000 
	40
	29%

	
	Above GHȻ 180,000 
	15
	11%

	Total
	
	137
	100


Source: Field Work, (2023)
On the average drug expenditure incurred by facilities, the results showed in Table 4.3 indicated that majority (39%) of the respondents contacted indicated that health facilities monthly average expenditure on drug and non-drug expenditure was between GHȻ 65,000-80,000, followed by GHȻ 95,000-110,000. Also, 20% and 11% of them attested that health facilities spent averagely less than GHȻ50,000 and above GHȻ 180,000 for the provision both drug and none-drugs respectively to NHIS members.
[bookmark: _Toc181275281]Facilities Claims Reimbursement
Reimbursement is essential in sustaining healthcare operations, ensuring financial viability for facilities. As such the study assessed on health facilities awareness of whether their facilities have received claims reimbursement. Figure 4.4, illustrates the health facilities claims reimbursement.

Source; Field Work, (2023)
[bookmark: _Toc155270012]Figure 4.4: Claims Re-imbursement
From Figure 4.4, the results showed that majority (69%) of the facilities do not received regular re-imbursement of claims as stipulated by NHIA Act 852, whereas 20% of them received prompt and regular payment of claims. The remaining 11% of them ‘do not have an idea’ as to whether health facilities receive regular re-imbursement as stipulated by NHIA Act 852.
During an interview session, a respondent stated that;
“Though other facilities have been reimbursed by the NHIA, however as an in-charge of a facility, my facility has not been reimbursed for the past 10 months and this has affected quality care and operations. As a result of non-reimbursement of claims many NHIS members are referred to buy basic drugs such as Paracetamol, Folic Acid among others from pharmaceutical shops which the facility could have provided (P 1, In-person interview, 2023).”

[bookmark: _Toc181275282]4.3 Processes and Tools for Verification and Reimbursement of Claims
To adequately assess the various processes and tools used in conducting verification and re-imbursement of claims in the Upper West Region, the study considered a number of elements which include the process and tools employed in conducting verification and re-imbursement of claims exercise. 
[bookmark: _Toc181275283]4.3.1 NHIA Verification and Reimbursement of claims Process
The NHIS verification and reimbursement of claims process is pivotal aspect of ensuring the integrity and efficiency of healthcare financial system. Claim submission process, service verification process, fraud detection process, communication and clarification process, and adjudication process are employed by the study to examine the NHIS verification and reimbursement of claims. The processes employed in verification and re-imbursement of claims was assessed and the results are showed in Table 4.4.

[bookmark: _Toc131262047]


[bookmark: _Toc169598709][bookmark: _Toc181275284]Table 4.4: NHIS Process Verification and Reimbursement of Claims
	Statement
	Responses
	Chi-Square
	Asymp. Sig.

	
	Yes
	No
	
	

	Claim Submission Process
	
	
	
	

	Healthcare providers follow guidelines
	80.3%
	19.7%
	50.285a
	0.021

	Automated system for data validation    
	65.7%
	34.3%
	13.496a
	0.024

	Issuance of folder numbers for claim retrieval
	90.5
	9.5
	89.934a
	0.01

	Service Verification Process
	
	
	
	

	Standardized process for verification (medical procedures and services, Reviews on investigations ) 
	75.2%
	24.8%
	34.752a
	0.022

	Review of supporting documents (OPD and IPD registers and folders, and Patients information checking) 
	68.6%
	31.4%
	18.985a
	0.023

	Fraud Detection Process
	
	
	
	

	NHIS employs tools for fraud detection  
	84.7%
	15.3%
	65.876a
	0.019

	Anomalies in claims data are investigated
	79.6%
	20.4%
	47.891a
	0.021

	Communication and Clarification Process
	
	
	
	

	Formalized communication platform
	72.3%
	27.7%
	27.161a
	0.023

	Formal notification for claims verification
	88.1%
	11.9%
	80.474a
	0.019

	Procedures for requesting clarification
	66.4%
	33.6%
	14.781a
	0.025

	Adjudication Process
	
	
	
	

	Claims adjudicated based on criteria   
	78.1%
	21.9%
	43.277a
	0.022

	System to ensure timely processing      
	83.2%
	16.8%
	60.445a
	0.020


Source Field Work (2023) *Indicates significance at 0.05
The results in Table 4.4 offer valuable insights into the processes associated with the verification and reimbursement of claims within the NHIS framework. In the Claim Submission Process, majority (80.3%) of healthcare providers follow guidelines, with a Chi-Square value of 50.285 and a p-value of 0.021. Regarding the use of automated systems for data validation, 65.7% of respondents affirm its implementation, with a Chi-Square value of 13.496 and a p-value of 0.024. Similarly, 90.5% use folder numbers for claim retrieval, with a Chi-Square value of 89.934 and a p-value of 0.001
Also on Service Verification Process, majority (75.2%) follows a standardized process for verification, covering medical procedures, services, and reviews on investigations, with a Chi-Square value of 34.752 and a p-value of 0.022. Moreover, 68.6% review supporting documents, including OPD and IPD registers and patients' information, with a Chi-Square value of 18.985and a p-value of 0.023. In the Fraud Detection Process, a positive trend is observed, with 84.7% acknowledging the use of tools for fraud detection (Chi-Square: 65.876, p-values: 0.019). Additionally, 79.6% routinely investigate anomalies in claims data, with a Chi-Square value of 47.891 and a p-value of 0.021.
Also from Table 4.4, Communication and Clarification Process reveals that 72.3% use a formalized communication platform, with a Chi-Square value of 27.161 and a p-value of 0. For formal notifications for claims verification, 88.1% receive them, with a Chi-Square value of 0.474 and a p-value of 0.019. Moreover, 66.4% have procedures for requesting clarification, with a Chi-Square value of 14.781 and a p-value of 0.025. In the adjudication process, 78.1% of claims are adjudicated based on criteria (Chi-Square: 0.433, p-value: 0.022), and 83.2% ensure timely processing of claims (Chi-Square: 0.604, p-value: 0.020). These results highlight significant associations in various NHIS processes, indicating robust adherence to guidelines, data validation, claims verification, fraud detection, communication procedures, and timely processing.  In support of the results showed in Table 4.4, during an interview, a participant (Facility in-charge) remarked that; 
“As a healthcare provider, I can attest to the importance of adhering to specific guidelines during the claim submission process. Our clinic places a strong emphasis on following established protocols to ensure accuracy and compliance. We believe that this adherence not only contributes to a smoother reimbursement process but also upholds the integrity of the entire NHIS system. However, there's always room for improvement, and we actively participate in training programs to stay updated on any changes in guidelines (P 2, in-person interview, 2023).”
Another participant remarked in an interview that “in my role as a claims processing officer, I have witnessed the benefits of having an automated system for data validation. This has significantly reduced errors and streamlined the initial processing of claims. I would encourage others in similar roles to explore automation solutions, as it not only increases efficiency but also contributes to the overall accuracy of the claims validation process (P 3, in-person interview 2023).”
The study further assessed whether there are other process and procedures apart from those stated in Table 4.4. Evidence showed that majority (80%) of the respondents indicated ‘yes’ there are other processes and procedures in conducting verification and re-imbursement of claims, whereas 20% of them are of them think otherwise. To support this statement a participant stated that; 
“From my experience as a healthcare facility administrator, I have witnessed several exercises on verification and reimbursement of claims that been conducted. In all of these exercises, copy of the report exercise is provided to my facility as part of the process and procedures of the exercise (P 8, in-person interview 2023).”
[bookmark: _Toc181275285]4.3.2 NHIS Verification and Reimbursement of Claims Tools
The study investigated the tools that are employed to carry out claims verification exercise. Accordingly, the results of the tools used in the verification of claims and re-imbursement are illustrated in Table 4.5.
[bookmark: _Toc131262048][bookmark: _Toc155268685] Table 4.5: Descriptive Statistics on NHIS Claims Verification Tools
	Elements
	1 
	2
	3
	4
	5 
	Mean
	Std. Deviation

	NHIA Act 852 and LI 1800
	9%
	6%
	12%
	25%
	48%
	3.96
	1.30

	NHIA Medicine List Manual
	0%
	0%
	6%
	24
	70%
	4.61
	0.62

	Tariffs and operational Manual
	5%
	0%
	10%
	35%
	50%
	4.24
	1.00

	Standard Treatment Guidelines
	4%
	3%
	15%
	60%
	18%
	3.86
	0.88

	Guidelines for cases management of Malaria in Ghana
	3%
	7%
	20%
	45%
	25%
	3.67
	0.95

	NHIA credentialing Tools
	30%
	40%
	16%
	9%
	5%
	2.19
	1.12


Source: Field Work, (2023); Scale 1= Strongly Disagreed, 2=Disagree, 3= Neutral, 4=Agreed,5=Strongly Agree
As indicated in Table 4.5, NHIA Act 852 and LI 1800, NHIA medicine List Manual, Tariff and Operational Manual, Standard Treatment Guidelines, Guidelines for Cases Management of Malaria in Ghana and NHIA Credentialing Tools are the major tools employed in conducting verification and re-imbursement of claims in the Upper West Region. The results show that the NHIA Act 852 and LI 1800, had 48% of respondents strongly agreed and 25% agreed that it is a tool for claim verification, resulting in a mean score of 3.96 and a standard deviation of 1.30. Conversely, for the NHIA Medicine List Manual, the majority of respondents strongly agreed (70%) and agreed (24%) that it is a tool for claim verification, yielding a mean score of 4.61 and a standard deviation of 0.62. Similarly, for the Tariffs and Operational Manual, a significant proportion (85%) of respondents strongly agreed and agreed that it is a tool for claim verification, resulting in a mean score of 4.24 and a standard deviation of 1.00. 
Also from Table 4.5, the results show that 75% of the respondents strongly agreed and agreed that Standard Treatment Guidelines is a tool for claim verification, resulting in a mean score of 3.86 and a standard deviation of 0.88. Conversely, for the NHIA Credentialing Tools, only a small percentage of respondents strongly agreed (5%) and agreed (9%) that it is a tool for claim verification, resulting in a mean score of 2.19 and a standard deviation of 1.12.
During an interview session, a participant acclaimed that 
“As a healthcare provider, I have had extensive experience with the NHIA Medicine List Manual, and I must say, it's been an invaluable tool in our daily operations. The manual not only provides a comprehensive list of approved medicines but also offers clear guidelines on their proper management and recording. The guidelines have proven to be very crucial in ensuring accuracy and consistency in the prescription and dispensing processes. They serve as a reliable reference point, especially when dealing with a wide range of medicines. The manual's importance goes beyond just listing medications; it contributes significantly to patient safety and quality of care. It's heartening to see how the NHIA prioritizes such detailed guidelines, making our tasks more streamlined and patient-centric (P 6, in-person interview, 2023).”
Another participant stated that “as a healthcare professional, I find myself frequently turning to the Tariffs and Operational Manual as tool for guidance on billing and operational processes. The manual has become an indispensable resource in our daily tasks, providing clear and concise information that helps streamline billing procedures. The guidelines are not only comprehensive but also practical, making it easier for our team to navigate the complexities of healthcare billing. Moreover, I believe the provisions in the manual for integrating Electronic Health Records (EHR) into billing processes are very effective. The integration has significantly improved the efficiency of our billing practices, allowing for seamless record-keeping and contributing to a more organized workflow. Overall, the Tariffs and Operational Manual has proven to be a valuable asset, and its effectiveness in EHR integration has positively impacted our operational efficiency (P 9, in-person interview 2023).”
A participant in an interview disclosed that; “as healthcare practitioners, the NHIS NHIA Standard Treatment Guidelines have been an invaluable companion in my daily medical practice. I find myself referring to them frequently, and they have become an integral part of my decision-making process. The guidelines offer a comprehensive and standardized approach to treatment, ensuring that I adhere to best practices in patient care. The clarity and detail provided in the guidelines contribute significantly to maintaining a high standard of care. I appreciate the NHIA's commitment to ensuring consistency and quality across healthcare providers through these guidelines. They not only serve as a reference but also contribute to the continuous improvement of my medical knowledge and skills. Overall, I view the NHIA Standard Treatment Guidelines as a crucial tool in delivering effective and standardized healthcare (P 10, in-person interview, 2023).”
[bookmark: _Toc181275286]4.4 Impact of Verification and Re-imbursement of Claims on Healthcare Service Delivery
Generally, conducting verification and re-imbursement of claims exercise is known for contributing enormously to both NHIA and healthcare facilities in terms of reducing NHIA expenditure. Claim verification exercise is recognized for its significant contribution towards improving the delivery of quality health service for all residents in Ghana (NHIA, 2018). By ensuring accurate and reliable claims and fostering better health outcome for the population. However, the focus of this study has been on the contribution of verification and re-imbursement of claims on healthcare service delivery in the Upper West Region. 
[bookmark: _Toc181275287]4.4.1 Frequency of NHIS Verification and Re-imbursement of claims
The frequency of NHIS verification and reimbursement of claims is critical for ensuring financial accuracy, preventing fraud and maintaining healthcare service quality. Regular assessments enhance system efficiency and contribute to reliable healthcare provision for beneficiaries. Table 4.6 depicts the frequency of NHIS verification and reimbursement of claims exercise at the health facilities sites.
[bookmark: _Toc131262050][bookmark: _Toc155268686]Table 4.6: Frequency of NHIS Verification and Re-imbursement of claims
	Number of times
	Frequency

	Percentage

	Once every quarter
	35
	26%

	once every two quarters   
	50
	36%

	Once every year   
	40
	29%

	Once every two years
	12
	9%


Source: Field Work, (2023)
Table 4.6 showed that majority (36%) of the respondents indicated that once every two quarters NHIS conduct claims and re-imbursement verification exercise in health facilities, while 29% of them claimed that claims and reimbursement verification is carried out once every year. Also, 26% of the respondents revealed that every quarter NHIS conducts one claims and re-imbursement verification s per health facility. The remaining 9% of the respondents indicated that such exercise is carried out once every two years in health facilities. The implication of the findings is that frequent claims and re-imbursement verification is not conducted in the Upper West Region as majority of the respondents indicated such exercise is carried out once every quarter.
[bookmark: _Toc181275288]4.4.2 Positive Impact of Claim and Reimbursement Verification on healthcare service delivery
	The study examined the impact of claims and re-imbursement verification exercise at healthcare facilities sites. Table 4.7 illustrates the impact of claims and re-imbursement verification on healthcare service delivery.  


[bookmark: _Toc131262051][bookmark: _Toc155268687]Table 4.7: Positive Impact of Claims and Reimbursement Verification on healthcare service delivery
	Impact Areas
	Responses
	
Chi-Square
	
p-values

	
	Yes
[1]
	No
[2]
	
	

	Frauds detection
	108
(79%)
	29
(21%)
	45.56a
	0.01

	Control claim volume
	133
(97%)
	4
(3%)
	121.47a
	0.01

	Find authenticity of claim submitted
	130
(95%)
	7
(5%)
	110.43a
	0.00

	Control prolong hospitalizations and over-billing of NHIS members
	135
(99%)
	2
(1%)
	129.12a

	0.00

	Educate healthcare facilities/patients to utilize the NHIS policy in proper manner
	125
(91%)
	12
(9%)
	93.204a


	0.00

	Eliminate copayment/illegal charges at the facility
	100
(73%)
	37
(27%)
	28.97a
	0.02


Source: Field Work, (2023) *Indicates significance at 0.05 
Table 4.7 highlights the significant positive impacts of claims and reimbursement verification on healthcare service delivery in various areas. The results indicate that a substantial majority of respondents acknowledged improvements due to these verification processes. Specifically, 79% of respondents confirmed that fraud detection has been significantly enhanced, with a Chi-square value of 45.56 and a p-value of 0.01. This shows that the verification process effectively identifies fraudulent activities, ensuring financial integrity within the healthcare system. Moreover, 97% of respondents agreed that the verification process helps control the volume of claims submitted, with a Chi-square value of 121.47 and a p-value of 0.01. This control is crucial for maintaining a manageable and accurate flow of claims, preventing unnecessary financial burdens on the system. Similarly, 95% of respondents reported that the verification process helps find the authenticity of submitted claims, with a Chi-square value of 110.43 and a p-value of 0.00, ensuring that only legitimate claims are processed and reimbursed.
Also from Table 4.7, the results show that 99% of the respondent affirmed that the control of prolonged hospitalizations and over-billing of NHIS members has impact on healthcare service delivery (Chi-square value of 129.12 and a p-value of 0.00). This control helps in reducing unnecessary healthcare costs and improving patient turnover rates. Additionally, 91% of respondents stated that the verification process educates healthcare facilities and patients on proper NHIS policy utilization, with a Chi-square value of 93.20 and a p-value of 0.00, which promotes a better understanding and adherence to the policies, ultimately enhancing service delivery. Also, 73% of respondents indicated that the verification process helps eliminate copayments and illegal charges at healthcare facilities, with a Chi-square value of 28.97 and a p-value of 0.02. This reduction of unauthorized charges ensures that patients receive the entitled services without additional financial burdens, improving access and affordability of healthcare services. The Chi-square tests for all these areas confirmed that the positive impacts were statistically significant, reinforcing the effectiveness of claims and reimbursement verification in improving healthcare service delivery. To support these findings: participants during interview indicated, 
“In my capacity as M&E Officers, the verification and reimbursement of claims unearthed a substantial sum of GHȻ 58,462.89 identified as unearned money within a health facility. This amount resulted from both overbilling of claims and the recycling of claims, emphasizing the importance of rigorous verification processes. Furthermore, our verification efforts led to the identification and prevention of health facilities charging clients for services, such as full blood count tests and surgical procedures, under the guise of 'top-up' payments. This insightful revelation underscores the critical role of these exercises in exposing and addressing fraudulent claims within the healthcare system. (P13. In-person interview, 2023).”
Another participant also acclaimed in an interview that; “Though most facilities staffs think that claims verification is a fault finding mechanism to punish facilities, to a large extend I perceived it as learning and educating process. For instance through verification and re-imbursement of claims exercise, as a claim officer of a health facility I was guided on how to cost medical bills in order to prevent overbilling and under billing of claims. Since then my facility has not experienced a reduction of claims amount submitted for re-imbursement (P 17, in-person interview 2023).
[bookmark: _Toc181275289]4.4.3 Negative Impact of verification and reimbursement of claims
The claims and re-imbursement verification, while essential can introduce challenges to healthcare systems. Potential negative impacts may include claims denial, claims rejection, delay in reimbursement, financial penalties, revenue loss and legal sanctions. Understanding these challenges is vital for optimizing the efficiency and effectiveness of the claims process. The negative impact of claims and re-imbursement verification are illustrated in Table 4.8.
[bookmark: _Toc131262052][bookmark: _Toc155268688]Table 4.8: Descriptive Statistics on Negative Impact of Claims and Re-imbursement Reimbursement
	Statement
	1
	 1
	3
	4
	Mean
	Std. Deviation

	Service delivery is affected as much time is wasted on the exercise
	13%
	25%
	42%
	20%
	2.69

	0.937

	It leads to denials of claims
	5%
	15%
	30%
	50%
	3.24
	0.95

	Claims Rejection
	50%
	25%
	15%
	10%
	1.84
	1.009

	Delays in reimbursement
	30%
	55%
	18%
	7%
	2.02
	0.878

	Financial penalties
	4%
	1%
	25%
	70%
	3.63
	0.686

	Revenue loss
	8%
	2%
	42%
	48%
	3.29
	0.859

	Legal sanctions in some cases
	3%
	2%
	40%
	55%
	3.47
	0.689


Source: Field Work, (2023) Scale; 1= Strongly Disagreed, 2=Disagree, 3=Agreed, and 4=Strongly Agree
The findings from Table 4.8 underscore the apprehensions of respondents regarding the negative impact of claims and re-imbursement verification within healthcare system. The results revealed that service delivery is affected with much time wasted on the exercise, with a mean of 2.69 and a standard deviation of 0.937. Also denials of claims have a mean of 3.24 and a standard deviation of 0.95. Claims rejection has a mean of 1.84 and a standard deviation of 1.009, while delays in reimbursement have a mean of 2.02 and a standard deviation of 0.878. Financial penalties have a mean of 3.63 and a standard deviation of 0.686. Revenue loss has a mean of 3.29 and a standard deviation of 0.859. Legal sanctions in some cases have a mean of 3.47 and a standard deviation of 0.689. During an interview session, a Participant indicated that;
"Due to claims verification exercise, the facility I work as a staff was not reimbursed as stipulated by Act 852 because of a number of errors identified on claims submitted for re-imbursement. As a result the claims were rejected for correction and resubmission and as such the facility incurred a lot of losses and delay in reimbursement. This delay in reimbursement and revenues has negative consequences on quality care delivery (P 18, 2023). 
Another participant lamented that; “I witnessed a number of verification exercises conducted in my facility. I can say that on a number of occasions, verification and reimbursement of claims exercise can last for days. The prolong nature of the exercise usually affects quality delivery of services. This is because on several occasions doctors, pharmacists, laboratory technicians among others are usually called upon to provide explanation to findings arising from the exercise which they could have used to serve clients health needs (P 19, in-person interview, 2023).”
[bookmark: _Toc181275290]4.4.4 Correlation Analysis
The study employed correlation analysis to examine the relationships among key variables in the context of claims and re-imbursement verification shedding light on their interconnection on healthcare service delivery.  The study examine fraud detection, control claim volume, authenticity of submitted claims, claims rejection rate and financial penalties to explore how these factors influence one other on  healthcare service delivery in the realm of claims management. The correlation analysis is depicted in Table 4.9. 
Table 4.9: Correlation analysis of the Impact of claims and Reimbursement Verification on health service delivery
	
	FD
	CCV
	ACS
	CR
	FP

	Fraud Detection (FD)
	1
	
	
	
	

	Control claim Volume  (CCV)
	0.639**
	1
	
	
	

	Authenticity of claim submitted  (ACS)
	0.441**
	0.762**
	1
	
	

	Claims Rejection Rate (CR)
	0.829**
	0.710**
	0.689**
	1
	

	Financial Penalties (FP)
	0.501**
	0.829**
	0.455**
	0.756**
	1


Source, Field Work, (2023) **Correlation is significant at the 0.01 level (2-tailed)
The correction analysis in Table 4.9 indicates the strength and direction of relationships between different variables related to the impact of claims and re-imbursement verification on health service delivery. The results showed that fraud detection strongly correlates with claims rejection rate at 0.829 and financial penalties at 0.501, indicating that higher rates of fraud detection correspond to increased rejection rates and financial penalties. Control claim volume also shows strong positive correlations with claims rejection at 0.710 and FP at 0.829, indicating effective control over claim volume may lead to reduced rejection rates and financial penalties. Authenticity of claim submitted moderately correlates with Control claim volume at 0.762 and CR at 0.689, implying that ensuring claim authenticity may contribute to better control over claim volume and lower rejection rates. Furthermore, financial penalties correlates strongly with both claims rejection at 0.756 and control claim volume at 0.829, indicating that higher financial penalties may coincide with increased rejection rates and efforts to control claim volume. 
[bookmark: _Toc181275291]4.5 Barriers to Verification and Re-imbursement of Claims
The study assessed the specific barriers that hinder the process and conduct of verification and re-imbursement of claims exercise in the Upper West Region. The study found a number of barriers which included inadequate human resource, inadequate funding, logistic constraints, and inadequate staff training as impediments in conducting verification and re-imbursement of claims exercise. The study assessed other factors such as lack of expertise in project analysis and design, lack of medical recordkeeping, fear of victimization, unavailability of medical folders, relationship problems and organization impediment as major barriers to verification of claims exercise in the Upper West Region. Analysis of respondents showed that majority of the respondents representing 95% acknowledged that there are barriers to verification and re-imbursement of claims whereas only 5% of them think otherwise.
[bookmark: _Toc181275292]4.5.1 Human Resource a Barrier in claims verification and Reimbursement
Organizational workforce is critical component in the seamless execution of healthcare claims and reimbursement exercise. The number of staff engaged in these operations significantly influences their efficiency and effectiveness. However, challenges arise when there is inadequate staffing, leading to potential barriers in conducting thorough verification and reimbursement. 


[bookmark: _Toc131262053][bookmark: _Toc155268689]Table 4.11: Human Resource a Barrier in conducting Verification and Re-Imbursement of Claims
	Barriers
	Option
	Frequency
(N=137)
	Percentage
(%)

	
Human Resource
	Yes

	128

	93%


	
	No
	9

	7%

	Number of Staff engaged in claims Verification
	Less than 6

	48

	35%


	
	7-10

	72

	53%


	
	11-14
	17
	12%


Source: Field Work, (2023)
As indicated in Table 4.11, the results showed that human resource posed a challenge in conducting claims and re-imbursement verification in the Upper West Region. This was evident as 93% of the respondents ‘acknowledged’ that lack of human resource impedes verification and re-imbursement of claims exercise whereas 7% of them have a contrary view. Also, on human resource, it was revealed that majority (53%) of the respondents indicated that most of the NHIA Offices and health facilities had between 7-10 staffs  that are responsible for claims related issues. Also, 35% of them indicated that the various NHIA Offices and health facilities had less than 6 staff that conducts the routine monitoring of claims, whereas the remaining 12% of them revealed that health facilities and NHIA offices had between 11-14 officers responsible for claims activities.
[bookmark: _Toc181275293]4.5.2 Funding as Barrier
This section of the study examined funding as barrier in claims verification and reimbursement. The study examined the amount budgeted for claims and re-imbursement verification t and the results are illustrated in Table 4.12
[bookmark: _Toc131262054][bookmark: _Toc155268690]Table 4.12: Funding as a Barrier to Claims and Reimbursement Verification 
	Barriers
	Responses
	Frequency

	Percentage (%)

	
Funding
	Yes

	120
	88%


	
	No
	17

	12%

	Amount budgeted for claims Verification
	Less than GHȻ 5000

	37

	27%


	
	GHȻ 5,500-8,500
	65
	47%

	
	GHȻ 9000-12,500
	23
	17%

	
	Above  GHȻ 13,000
	12
	9%


Source: Field Work, (2023)
As shown in Table 4.12, the majority of respondents (88%) identified funding as a significant barrier to the verification and reimbursement process. This suggests that insufficient funding poses challenges and obstacles in effectively carrying out these activities. The results also revealed that the majority of respondents (47%) reported budgeting within the range of GHȻ 5,500-8,500 for claims verification. However, it is worth noting that a considerable number of respondents (27%) reported budgeting less than GHȻ 5000, suggesting a potential limitation in financial resources for claims verification.
[bookmark: _Toc181275294]4.5.3 Logistic Constraint as Barrier
The study assessed the impact of computers and vehicles recognizing their significance as potential constraints that may impede the execution of claims and re-imbursement verification exercise at the health facilities sites. Figure 4.5 showed the results of logistic constraints on claims verification and reimbursement exercise.

Source: Field Work, (2023)
[bookmark: _Toc155270013]Figure 4.5: Logistic Constraints as a Barrier to Verification and Reimbursement of Claims
As indicated in Figure 4.5, the results showed that majority (65%) of the respondents’ identified the lack of means of transportation (vehicles) as hindrance to verification and re-imbursement of claims exercises. Also, 25% of the respondents identified lack of computers as a logistic constraint to verification and re-imbursement of claims exercise, whereas 10% of them indicated that other logistic constraints such as office space, chairs and tables among others as some of the factors impeding the process of the claims verification exercise. During an interview, a participant revealed that 
“Monitoring and Evaluation officers faced challenges in conducting claims verification. Specifically, these difficulties are pronounced in remote regions such as Tumu and Funsi. The crux of the issue lies in non-availability of vehicles (P 18, in-person interview, 2023).”
[bookmark: _Toc181275295]4.5.4 Staff Training as Hindrance
Staff training, or the lack thereof, can pose a significant barrier to effective claim verification within healthcare systems. Inadequate training may lead to a lack of proficiency in handling complex verification process resulting in errors, delay and inefficiencies. The study examined the staff training as hindrance to claims verification and the results are presented in Figure 4.6.
Source: Field Work, (2023)
[bookmark: _Toc155270014]Figure 4.6: Trainings as a hindrance to quality Claim and Reimbursement Verification 
On training staff to process and claims and re-imbursement verification, the results showed in Figure 4.6 indicated training requirement of staff posed a hindrance to quality verification and re-imbursement of claims. This is evident as majority of the respondents representing 65% indicated they have never been trained on claims related issues. In addition, the findings revealed that 25% of the study participants received training on verification of claims and other claims related issues once every three (3) years. The remaining 10% of the respondents indicated they received training on claims related issues annually. 
A Participant during an interview revealed that:
 “Ever since I became a claim officer in a District Hospital for the past 7 years, I was trained once on how to process claims for re-imbursement. Due to lack of training from my employer, there are so many medical procedures I have no knowledge on and in most case I feel embarrassed when I seek explanation for basic terminologies from health professionals (P 20, In-person interview, 2023).
[bookmark: _Toc181275296]4.5.5 Other Factors hindering Claims and Reimbursement Verification 
The study further assessed the frequency at which claims and re-imbursement verification exercise are hindered by certain factors in the Upper West Region. Consequently, the study investigated additional factors that served as barriers to claims and re-imbursement verification exercise and the results are showed in Table 4.13.





[bookmark: _Toc155268691][bookmark: _Toc131262055]Table 4.13: Descriptive Statistics on factors Hindering Claim and Reimbursement Verification 
	Statement

	Minimum
	Maximum
	Mean
	Standard Deviation

	Lack of Expertise
	1

	3
	3.26

	1.55


	Lack of medical recordkeeping

	1
	3

	4.00

	1.19


	Fear  of victimization

	1

	3

	3.97
	1.25

	Unavailability of medical folders

	1

	3

	4.01
	1.16

	Relationship problems

	1

	3

	3.35
	1.52

	Organizational Impediments
	1
	3
	3.84
	1.25


Source; Field Work (2023) Scale: 1=Very Frequently; 2=Frequently; 3=Not Frequently
Table 4.13 showed the results of other factors hindering the claims and re-imbursement verification.  The lack of expertise garnered a mean score of 3.26, indicating a moderate level of hindrance, with responses exhibiting a moderate degree of variability (SD=1.55). Conversely, the absence of medical recordkeeping emerged as a significant obstacle with a mean score of 4.00, with response exhibiting a low degree of variability (SD=1.19). The fear of victimization emerged as a high-level hindrance on average with moderate a moderate degree of variability (Mean=3.97, SD=1.25). Similarly, the availability of medical folders was considered a substantial hindrance with a mean score of 4.01 and a standard deviation of 1.16 respectively. Relationship problem were seen as a moderately challenging factor with a relatively high degree of variability (Mean=3.35, SD=1.52). Respondents, on average perceived organizational impediments as a moderately hindering on average (Mean=3.84) with a moderate level of response variability (SD=1.25).
[bookmark: _Toc181275297]CHAPTER FIVE
[bookmark: _Toc181275298]DISCUSSION OF THE RESULTS
[bookmark: _Toc181275299]5.1 Introduction 
This chapter presents the discussion of the results obtained from the study analysis. As done in the previous chapters, the discussion of the results was presented in accordance with the research objectives. The first subsection discusses the results on processes and tools employed in verification and reimbursement of claims. The results on the impact of claims and re-imbursement verification and challenges facing the verification and reimbursement processes and procedures are presented in the third and fourth subsections respectively. 
[bookmark: _Toc181275300]5.2 Processes and Tools Employed in the Claims Verification 
The first objective of the study sought to examine the processes and tools employed by NHIS in conducting claims and re-imbursement verification at credentialing facilities. The results showed that guideline adherence in the claims submission is a critical aspect of ensuring the accuracy and integrity of healthcare claims or data. This commitment is vital for maintaining consistency in claims submission and processing, ultimately contributing to the reliability of the entire claims verification and reimbursement system. Supporting this finding, Smith et al. (2020) argued that clear adherence to guidelines enhance uniformity of claims submitted by healthcare providers. Smith et al. (2020) stated that guidelines adherence in claims submission process ensures that the information conforms to standardized formats and procedures, facilitating streamlined processing. This consistency is important for accurate claim assessments and reduces the likelihood of errors that could impact the reimbursement process.
The use of automated systems for claims validation was widely acknowledged as a positive practice in the study results. This technology-driven approach enhances the efficiency and accuracy of the claims submission process.  Previous studies (Johnson et al., 2019; Chen & Wang, 2021) acknowledged that automated systems for claims validation enhance healthcare facilities claims efficiency and accuracy. For instance, Jonson et al., (2019) emphasize that automation reduces manual errors and accelerates the validation of healthcare claims, contributing to a more streamlined and error-free reimbursement process. This positive result aligns with broader trends in health care technology adoption. Chen and Wang (2021) attested that embracing automated systems is essential for modernizing healthcare process. The 65.7% adoption rate suggests a considerable acceptance of technology in claims verification domain.
The study finding revealed the overwhelming majority receiving formal notification for claims verification is a positive indication of transparent communication between healthcare providers and the NHIS. NHIS emphasizes the importance of such notification to facilitate a collaborative and informed claims verification process. This practice is crucial for maintaining trust and transparency in the reimbursement process. To support this finding, the NHIS report (2020) suggests that formal notification empower healthcare providers by keeping them informed about the verification process, fostering a sense of partnership. Also, White and Black (2017) argued that communication gaps can lead to misunderstandings, delays and even disputes, emphasizing the need for a robust communication framework.
The study finding established the adoption of a standardized process for service verification in the Upper West Region. This positive aspect contributes to consistency in evaluating medical procedures, investigations and services. This finding is consistent with the findings observed by Brown and Davis (2018) who argued that standardized process enhances the reliability of verification outcomes and reduce the likelihood of subjective interpretation, ensuring fairness and accuracy. Green and Smith (2019) suggest that establishing and enforcing standardized protocols should be a priority to address inconsistency and ensure equitable treatment of claims. Also Zhang & Lu, (2018) indicated that scrutinizing medical procedures, and services rendered is to ensure accuracy, fairness, fraud prevention, cost control, compliance, accountability, and ultimately contribute to improved healthcare quality in the reimbursement process.
The study further revealed that a comprehensive review of supporting documents (patients’ folders, OPD and IPD registers) is crucial for thorough verification of claims.  The adherence to this process is to avoid recycling of information and unearned claims. This finding has been supported by Aderson et al. (2020) and Legotlo et al. (2018). Anderson et al. (2020) emphasized that document reviews, including registers and patients’ folders are essential for ensuring the accuracy and validity of healthcare claims. In South Africa, Legotlo et al. (2018) stated that review of patients’ folders, OPD and IPD registers during clinical audit of health facilities claims has significantly reduce claims recycling. 
 The study established that majority of health facilities in the Upper West Region used Standard Treatment Guidelines (STG) in the provision of service delivery. As a tool used in claim verification, the Standard Treatment Guideline guide assist prescribers, pharmacists and   dispensers who prescribe at health facilities in providing quality care to patients. The implication of this finding is that adherence to STG improves patients’ well-being as it serve as evidence based in clinical practice and quality of care. To support this finding, in Tanzania, adherence to STG has helped prescribers to be more consistent and in the provision of corrective diagnoses and treatment to patients (Alqudah, et al, 2022). Strictly adherence to STG provides a framework for consistent, evidence-based, and quality care, which can help in reducing both morbidity and mortality rates in Africa (Kruger, 2019). The incorporation of STGs into the South Korean NHI system benefits insured patients by improving access to quality care while also enhancing cost-effectiveness through monitoring and authorization of procedures. These outcomes support the overall goals of the NHI system in delivering effective healthcare services to its beneficiaries (Kim, 2017).
The study indicated that NHIS Medicine List (NHISML) Manual is a common tool employed in conducting claims verification and re-imbursement at service provider sites. The adoption of the Medicine List supports the delivery of quality care by providing healthcare professionals with approved medications at agreed prices. This promotes cost-effectiveness by enabling the provision of care within established pricing frameworks (Ministry of Health, 2017). The Medicine List contained unit prices of drugs/medicines that enable clinical auditors and M&E to verify dispensed drugs submitted for reimbursement (Koduah, et al., 2018).  According to Perumal-Pillay & Suleman, (2017), in South African NHI, clinical auditors often employed the use of essential Medicine List in conducting claims review. They (Perumal-Pillay & Suleman, 2017) posited that Medicine List aid clinical auditors to authenticate prices of drugs quoted in claims during claims verification.  
[bookmark: _Toc181275301]5.3 Impact of Claims Verification and Reimbursement on Healthcare Service Delivery
The second objective of the study examined the impact of claims and re-imbursement verification on healthcare service delivery among accredited facilities in the Upper West Region. As noted earlier, claims and re-imbursement verification are critical to the payment of service delivered by accredited facilities. In determining the impacts of claims verification and reimbursement on health service delivery in the Upper West region, the study established that fraud and impersonation detection during claims verification exercise has positively impacted the healthcare service delivery. For instance, detecting and preventing fraudulent activities in healthcare claims contribute to the financial integrity of healthcare system and also help address incorrect medical records and treatment plan. This finding agrees with the observation made by Smith et al., (2019) and Johnson and Patel (2020).
 Smith et al. (2019) stated that effective fraud detection system help mitigate financial losses, ensuring that resources are allocated appropriately to legitimate healthcare providers. Patel (2020) argued that through fraud detection measures, accurate patient information is ensured which in turn enhances the quality of care by preventing misdiagnoses and inappropriate treatment. This positively impact patient outcomes and overall service delivery. Similarly, Thompson and Rodriguez (2018) noted that successful fraud and impersonation detection contribute to building trust among stakeholders, including patients, insurers and providers fostering active engagement and enhancing overall healthcare outcomes. The study underscores the vital role of fraud detection in financial integrity, quality care, and stakeholder trust, reinforcing the sustainability and effectiveness of healthcare service delivery.
The study further revealed that through consistent claims and re-imbursement verification exercise at provider sites in the Upper West Region has help in the elimination of copayment and illegal charges. The implication of this finding is that quality of care at the point of service is enhanced as patients receive health care service without paying cash for it. This finding is supported by the observation made by previous studies (Suryaprabha, 2020; Johnson et al., 2020; Smith & Williams, 2018). Suryaprabba (2020) indicated that the elimination of copayment is a primary aim of all NHI across the globe, as it allows insured patients to access quality care without removing cash from their packets. Smith and Williams (2018) attested that the elimination of these financial barriers (copayment and illegal charges) enhance access to healthcare services, making them more affordable for a broader range of patients. Similarly, Johnson et al., (2020) emphasizes that elimination of copayment contributes to safeguarding patients from unjust financial burden, thereby promoting trust and satisfaction. The practice of copayment has increasingly affect access to care and quality of care. In Thailand for instance, the practice of copayment in emergency medical cases has led to a number of insured patients' deaths or permanent disability due to delayed treatment (Suryaprabha, 2020). He attribute the practice of copayment to NHI underpayment, a lack of criteria to justify inter-hospital transfer, ambiguous emergency case operational definitions, and insured patients' limited understanding of policy-directed benefits.
The study discovered that through consistent monitoring of service providers' claims has helped in reducing unnecessary prolonged hospitalization of insured patients in the Upper West Region. Detecting unnecessary prolonged hospital stays does not only help in improving cost containment and sustainability of the health insurance industry but also improves quality care delivery. This finding is consistent with the observation made by Kediegile and Madzimbamuto (2018), who noted that in the U.S., inpatient claims alone constitute one-third of health insurance expenditure. They argued that insured patients are required to spend a maximum of 4.5 days as inpatients at a costs $10,400 a day. Through claims review, the length of stay in the hospital for patients in the United States was reduced to 0.47%, saving insurance companies millions of dollars (Kediegile & Madzimbamuto, 2018). In a similar study, Lui, et al, (2017) revealed that in China, service providers unnecessary prolong insured patients' stays because of higher reimbursement rates. They concluded that NHIS should implement strict and consistent supervision at provider sites to prevent moral hazard and improve the service capabilities of primary healthcare providers in low- and middle-income countries.
The findings of the study showed that claims denials and rejection, financial penalties, delay in reimbursement, revenue loss and legal sanctions pose challenges to healthcare service delivery in the Upper West Region. The findings showed the rejection and denial of claims when NHIS guidelines and protocols are not adhere to indicate significant challenges to healthcare service delivery in the Upper West Region. As noted by Johnson and Smith (2019) frequent rejection and denials of claims can lead to increased administrative burden, diverting resources away from patients care and hence affect the overall operational efficiency of health facilities. Chindhi et al. (2015) also found that medical claims are denied or rejection is often attributed to errors in various form such as mismatch diagnosis, duplication of drugs, wrongly priced drugs, incomplete patient information. These errors can lead to partial denial or rejection of claims causing disruption within healthcare facilities causing delay in providing quality patients care as timely access to funds is hindered.  
The finding revealed that claims verification and reimbursement exercises cause’s revenue losses to service providers as reworking of rejected claims involved a lot of cost to service providers. According to Bwanga (2021), in the U.S., over $20 billion of service provider revenue is lost each year due to denied claims, which often emanate from errors. Continues challenges in claims verification contribute to revenue loss, limiting the financial capacity of healthcare facilities. For instance, a study by Wilson et al. (2021) emphasizes that consistent revenue loss hampers the ability of health facilities to maintain infrastructure, acquire new technologies and offers comprehensive service to patients.
The study finding showed that financial penalties and legal sanction are imposed on service providers who engaged in claims fraud in the Upper West Region.  Service providers that indulge in claims criminality are often sanctioned to refund monies on the said claims, and in several cases, their credentialing are revoked. To support this finding, the NHIA (2018) reported that through claims verification, 827 healthcare facilities were sanctioned to refund GHȻ 627, 269.85 as a result of processing unearned claims. In a similar study, Jung and Kim, (2021) indicated that as a strategy to curb fraudulent claims activities at the provider sites, as several NHI across the world have implemented a number of sanctions such as financial penalties, criminal prosecution, and cancellation of contracts. Kwon (2019) argued that service providers in South Korea whose claims are suspicious and full of fraudulent activities are sanctioned to refund money through claims review exercise. A study by Smith et al. (2020) acknowledged that the imposition of financial penalties on healthcare providers due to claims discrepancies have a detrimental impact on their financial stability. They (Smith et al., 2020) established that frequent penalties hinder the necessary resources and technological investment which ultimately compromise the quality of healthcare service.
From the above discussions, the findings implied that through consistent and effective verification and reimbursement of claims exercised at the service provider sites has helped the NHIA to curb fraudulent activities and abuses of NHIS policies and guidelines. The findings also implied that through claims verification and reimbursement exercises, the NHIA is able to save a substantial amount of money through refunds. The study is optimistic that health care delivery has improved because of the claims verification exercise as service providers and insured members are educated on NHIS policies, guidelines, benefit packages and healthcare utilization.
[bookmark: _Toc181275302]5.4 Barriers to Claims and Reimbursement Verification 
Although verification processes are mostly adhered to, however there are barriers that hinder the process. As revealed by the findings, inadequate humane resource, inadequate funding, lack of logistics, poor medical records keeping and fear of victimization are the major barriers hindering the verification and reimbursement processes. Previous studies (Pembi 2019; Engetou, 2017; Bradley et al., 2016; Bonenberger, et al. 2015; Henry, et al. 2017) have established the criticality of these factors in the verification process. 
The study established that inadequate human resources impede the NHIA from conducting verification and reimbursement of claims at the provider site. This finding is been consistent with other previous studies findings. For instance, Pembi (2019) noted that the operation performance of health facilities in Kenya is significantly affected because of insufficient human resources. Similarly, Henry et al. (2017) posited that having the required human resource and expertise enables staff to contribute meaningfully to the achievement of the organizational goals and the overall growth and development of the organization. Engetou, (2017) also found that inadequate personnel causes stress hence lower organizational productivity among health sector worker in Cameroon. In Malawi, Bradley et al., (2016) found that due to limited staff in the health sector, staffs are over-stressed to the point that their superiors had to support supervisees to achieve routine tasks beyond the normal supervision. In the Ghanaian context, Bonenberger et al. (2015) also established that an insufficient or shortage of health administrators lead to inefficiency in their job responsibilities such as supervisory roles. On the contrary, scholars such as Engetou, (2017) and Moses, et al. (2013) argue that insufficient service personnel may lead to greater organizational output. 
To compound the problem of limited number of staff at the health facilities and NHIA, the study observed that the few available M&E and claims officers struggle to carryout claim verification and reimbursement exercises because of lack of knowledge on medical records issues. The study further established that a lack of experts and training impedes claims verification exercises and claims processing in the Upper West Region. Though M&E and claims officers have acquire some knowledge in claims processing, verification and management, most of them do not have medical backgrounds to appreciate some of the medical issues raised in the verification process. The lack of medical background of M&E and claims officers of NHIS posed a challenged in providers claims review especially when medical terms and abbreviation are used for diagnoses and drugs. 
Another implication of the findings is that most of the M&E officers and health facility staff responsible for claims management received little or no training on claims-related issues. This finding is consistent with the work of Meyricke (2017) who found that a significant number of insurance company employees lack the necessary technical knowledge regarding claims processing and management, which has implications for the long-term viability of these companies. Contributing to the effect of the lack of expertise on claims verification processes, Alemayehu et al. (2018) also found that quality clinical auditing at provider sites is hampered by a lack of skilled clinicians. In furtherance, Aamir et al. (2011) argued that in most cases, staff that are less skilled and untrained but engaged in claims review fill devalued by medical professionals because of their lack of knowledge in medical profession, hence forcing them into delegated roles.
The study also showed that budget constraints or insufficient budget allocation for M&E exercise affect verification and reimbursement of claims exercise coverage in the Upper West Region. As further demonstrated by the results, insufficient/inadequate and delayed funds disbursement for monitoring visits at service provider sites reduces the effectiveness and frequency of supervision, particularly healthcare service providers that are situated in distance areas. This observation is align with the findings of Nyamhanga, et al. (2021) that budget constraints prevents district health management and claim officers from conducting regular monitoring visits to provider sites that are distant from  office. To Purity et al., (2017) most Kenya’s District Health Directorates vehicles are grounded and the few available are not in use because of fueling issues, rendering surveillance visit to health facilities ineffective as result of insufficient budget allocation. Similarly, Wang et al., (2019) stated that insufficient budget allocation may delay the adoption of advance systems, impacting the efficiency and accuracy of the verification process. To Kappor et al., (2020), inadequate funding limits the opportunities for continuous training, which potentially leading to gaps in skills and knowledge among claims officers. 
The integration of a Theory of Change (ToC) framework into claims and reimbursement process in healthcare service delivery present a strategic approach to enhance transparency, accountability, and overall system efficiency. This statement has been supported by previous studies (Brown & Davis, 2022; Green et al., 2021; Jones & Brown 2020; Smith et al. 2019; Thompson & Johnson 2018; Robinsin &White, 2017). To Smith et al. (2019) the explicit identification of inputs, activities, and outcomes within a ToC framework provides a comprehensive and structured view of the logical pathways guiding reimbursement system. This clarity fosters a shared understanding among stakeholders (NHIA, service providers and patients) which in turn promote effective communication and collaboration. Jones and Brown (2020) opined that the visual presentation of these processes through diagram serves to simplify complex causal relationships making the intricate mechanisms of claims verification accessible to diverse stakeholders.
The incorporation of performance indicators, such as fraud findings, accuracy rate and reimbursement timeliness aligns with best practices recommended by Thompson and Johnson (2018). These indicators provide measurable criteria for evaluating the success of claims verification exercise and efficiency of reimbursement system. The ongoing monitoring and evaluation facilitated by these indicators as part of a feedback loop allowing healthcare facilities to adapt strategies in real-time based on data driven insights, as advocated by Green et al., (2021). This adaptive approach contributes to continuous improvement of reducing errors and optimizing the efficiency of claims verification.
Stakeholder involvement, a critical component of ToC as advocated by Robinson and White (2017) is crucial for addressing diverse perspectives and ensuring that reimbursement system aligns with the needs and expectation of healthcare providers and payers (NHIA). Engaging stakeholders in the development and refinement of claims verification exercise promotes a sense of ownership and foster a collaborative environment. The application of ToC framework to claims verification and reimbursement exercise not only aligns with existing best practices but also represents a proactive and adaptive approach to healthcare management. To Brown and Davis (2022) ToC contributes to the sustainability and effectiveness of healthcare systems, enhancing the overall quality of care and financial integrity.
The application of the theory of agency in claims and re-imbursement verification exercise plays a crucial role in shaping healthcare service delivery outcomes. Agency theory focuses on the relationship between principal (NHIS) and agents (healthcare providers) emphasizing the need for mechanism to align their interest and ensure accountability. Claims verification assesses the accuracy and validity of claims. The theory of agency acclaimed that healthcare providers acting as agents may be motivated to maximize their own interest, potentially leading to moral hazards such as over-billing of claims, and increase in claims volumes (Preker et al., 2007). Rigorous monitoring and auditing procedures as recommended by agency theory becomes essential to address these risks and ensure that providers deliver service in accordance with establish standards. 
Reimbursement mechanism influenced by agency relationship can impact healthcare service delivery by shaping providers incentives. According to Chang and Chen (2014), financial incentives can align the interest of principal and agents. For instance fee-for-service and copayment models may encourage increased service provision while value-base reimbursement models may incentivize improved quality and service.  The role of information asymmetry, a key concept in agency is evident in claims verification. NHIS representing principal may lack complete information about the service provided, necessitating robust verification exercise. The work of Wolf, et al. (2020) on information asymmetry underscores the importance of transparency and communication to overcome these challenges. By recognizing the principal–agent relationship and aligning motive, healthcare facilities can design effective strategies to enhance the accuracy of claims, reduce moral hard and ultimately improve service delivery outcomes.
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[bookmark: _Toc181275304]SUMMARY, CONCLUSION AND RECOMMENDATION
[bookmark: _Toc181275305]6.1 Introduction
This section of the study is the final chapter of the study. The chapter presented a summary of the main findings originating from the study. The results originated from the field are summarized with respect to the study objectives. The findings in chapter four are discussed in this chapter in connection with the prevailing literature. The chapter presented the conclusion drawn from the analysis of data gathered from the field. The conclusion drawn by the study was in accordance with its key findings. The chapter finally makes vital recommendations which are essential for impacting claims and re-imbursement verification on healthcare service delivery in the Upper West Region and Ghana as a whole.
[bookmark: _Toc181275306]6.1 Summary of Key Findings
[bookmark: _Toc181275307]6.2.1 Claims and Reimbursement Verification Processes, and Tools in the Upper West Region
The study findings from the Upper West Region reveal variation in healthcare provider practices in the claims and re-imbursement verification exercise. In claims submission process, majority (80.3%) adheres to NHIS guidelines, but a notable percentage deviates, signaling the need for intervention to ensure widespread compliance. The utilization of automated systems for data validation indicates an opportunity for increase efficiency through technology adoption. Communication process are generally strong, with most (72.3%) of healthcare providers receiving formal notification for claims verification, fostering transparency. However, a portion (27.7%) does not receive notification, suggesting potential areas for improvement in communication protocols.  Similarly, while most (90.5%) providers receive folder numbers for claims retrieval, there are some who do not highlighting areas of process enhancement. 
 In the service verification process, a substantial majority (75.2%) follows the standardized verification processes, but a significant portion lacks standardization, pointing a potential variations. The positive trend in fraud detection process with majority using tools indicates a proactive approach, though others do not, suggesting areas for strengthening fraud prevention measures. In the adjudication process, a majority (78.1%) adjudicates claims based on predetermined criteria encouraging consistency while some do not indicating potential variations. 
Furthermore, the study identified several tools utilized in the claims verification and reimbursement process. These tools included the NHIA Act 852 and LI 1800, NHIA Medicine List Manual, Tariff and Operational Manual, Standard Treatment Guidelines, Guidelines for Cases Management of Malaria in Ghana, and NHIA Credentialing Tools. The widespread use of these tools indicates their importance in ensuring accurate and appropriate verification and reimbursement procedures.
[bookmark: _Toc181275308]6.2.2. Impact of Claims and Reimbursement Verification on Healthcare Service Delivery
The study findings provide valuable insights into the impact of claims and re-imbursement verification on healthcare service delivery in the Upper West Region. The results indicate the frequency of NHIS conducting verification and reimbursement of claims exercises in health facilities varies as majority (36%) reported that such exercise occur once every two quarters, while 29% mentioned annual occurrence. Additionally, 26% indicated a quarterly frequency and the remaining 9% reported that verification and reimbursement processes taking place once every two years. However, regular reimbursement of claims is not consistently received by the facilities, with a significant percentage indicating delays or uncertainty in receiving payments as stipulated by NHIA Act 852.
Despite the variations in the frequency of these processes, the study findings revealed respondents overwhelmingly acknowledged the effectiveness and positive impact of NHIS claims and re-imbursement verification activities. A majority (79%) agreed that the procedures effectively identify fraud and impersonation, contributing to a Chi-square value of 45.56 and a p-value of 0.01. Furthermore, 97% affirmed that these processes significantly contribute to controlling volume resulting in Chi-square value of 121.47 and a p-value of 0.01. The positive impact extends to the successful verification of the authenticity of submitted claims with 95% of the respondents expressing agreement and yielded a Chi-square value of 110.43 and a p-value of 0.00. Positive impact extended to controlling hospitalization and over-billing, educating healthcare facilities and patients and eliminating copayment and illegal charges. 
However, concerns were expressed regarding potential negative impacts. A significant proportion (62%) of respondents expressed apprehension about the time-consuming nature of the verification and reimbursement process potentially affecting service delivery. Additional, issues related to claim denial, claims rejection, delays in reimbursement, financial loss and legal sanction received varying degrees of agreement.
The correlation analysis unveiled valuable insight into the relationship between different variables related to the impact of verification and reimbursement on healthcare service delivery. Strong positive correlations were observed between fraud detection and the control of claim volume, as well as between claims rejection rate and fraud detection. Furthermore, financial penalties exhibited positive correlation with fraud detection control claims volume, and claims rejection rate emphasizing the interconnection of these variables in the healthcare system.
Timing emerged as a significant concern with 65% indicating they had never been trained on claims-related issues. Only 10% reported receiving annual training, while 25% receive training once every three (3) years. The lack of expertise, fear of victimization, unavailability of medical folders, team disagreement, and qwing health facilities a substantial amount were identified as frequent or very frequent factors hindering the verification and reimbursement of claims.
[bookmark: _Toc181275309]6.2.3 Barriers to Claims and Reimbursement Verification 
The study findings highlight several challenges in the claims and re-imbursement verification within the Upper West Region’s healthcare system. A prominent issue is the shortage of human resource which acknowledge by 93% of respondents as a significant impediment to the effective execution of claims verification activities.  The Majority of the NHIA Offices and health facilities reported having between 7-10 staff responsible for claims-related issues, while routine monitoring of claims faced challenges with 35% having fewer than 6 staff.
Insufficient funding emerged as a crucial barrier, with 88% of respondents identifying it as major obstacle to the verification and reimbursement of claims activities. Budgetary constraints were evident, with 27% reporting allocations of less than Ghc 5000, indicating potential limitation in financial resource for claims verification. Logistical constraints were also highlighted with 65% of respondents citing lack of means of transportation (vehicles) as hindrance, while 25% identified the absence of computers as a logistical constraint.  Other logistical challenges such as office space, chairs and tables were mentioned by 10% of respondents
[bookmark: _Toc181275310]6.3 Conclusions
The study assesses the impact of claims and re-imbursement verification on healthcare service delivery in credentialing health facilities in the Upper West Region. The study highlighted significant variations in healthcare provider practices and challenges in the claims verification and reimbursement processes within the Upper West Region. While there is commendable adherence to NHIS guidelines in claims submission process, deviation indicate the need for interventions to ensure widespread compliance. The utilization of automated systems and standardized processes presents opportunities for increase efficiency and consistency, yet certain areas require attention such as communication protocols and timely retrieval of claims folders. The study also identified several tools crucial for the claims verification and reimbursement process emphasizing their importance in ensuring accurate and appropriate procedures
In terms of impact on healthcare service delivery, claims and re-imbursement verification  were found to help eliminate copayment and illegal charges, identify frauds and impersonation, and educate healthcare facilities and patients on NHIS policy. On the other hand, negative impacts included financial penalties, legal sanctions, revenue losses, claims denials, and delays in reimbursement. However, challenges were identified, including delays or uncertainty in receiving payments, lack of human resources, insufficient funding, and logistical constraints underscore the complexity of the claims verification processes. Training gaps and frequent obstacles like lack of expertise and fear victimization   further impact the effectiveness of the verification and reimbursement of claims process.
The study highlights the importance of effective verification and reimbursement of claims processes and procedures in healthcare facilities. Addressing the identified barriers and utilizing appropriate tools can contribute to improving healthcare service delivery and ensuring proper utilization of the NHIS policy in the Upper West Region.
[bookmark: _Toc181275311]6.4 Implication and Recommendation
Practical Implication:
The study highlights the need for improved adherence to NHIS guidelines, enhanced use of technology for efficiency, and better communication protocols to ensure transparency. Addressing inconsistencies in claims verification and reimbursement processes can significantly enhance service delivery. Strengthening fraud detection measures, standardizing adjudication practices, and providing regular training to healthcare providers are crucial steps. Overcoming barriers such as staffing shortages, insufficient funding, and logistical constraints is essential. These practical improvements can lead to more reliable, efficient, and equitable healthcare services in the Upper West Region, ultimately benefiting patients and providers
Contribution to Knowledge
The study advances knowledge by detailing the practices and challenges of claims verification and reimbursement in the Upper West Region's healthcare system. It highlights the need for standardization, technological integration, and improved communication. By identifying the impact of regular training and verification tools, the study informs strategies to enhance claims accuracy and reliability. It also sheds light on barriers like resource shortages and logistical constraints, guiding future policy and resource allocation decisions to improve healthcare service delivery.
Recommendations
Based on the findings of the study, the following recommendations were provided:
1. Strengthen Human Resources and Enhance Training and Expertise: Allocate additional human resources to healthcare facilities and NHIS offices and provide comprehensive training programs and capacity building initiative for both NHIS and healthcare professionals in the Upper West Region, particularly in the areas of verification and reimbursement of claims. This will help overcome the identified barriers of insufficient staffing and lack of training programs for staff. 
2. Improve Logistics and Resources: Address the logistics and resource gaps faced by NHIA offices. This includes providing adequate funding for transportation, computers, and other necessary equipment. Additionally, ensure the availability of medical recordkeeping systems to facilitate the verification process and maintain accurate patient information.
3. Claims should be reimbursed as soon as possible to avoid the temptation of some unscrupulous service provider overstating claims to defray the cost of financing long-standing claims. The NHIS should implement measures to expedite the claims reimbursement processes by optimizing workflows, reducing bureaucratic hurdles and leveraging technology to facilitate faster verification and approval.
4. Strengthen Collaboration and Communication: Foster effective communication and collaboration between the NHIA, healthcare facilities, and other stakeholders involved in the verification and reimbursement processes. Regular communication channels should be established to disseminate information, guidelines, and updates regarding the verification and reimbursement procedures. This will ensure that all parties are well-informed and aligned with the goals and requirements of the NHIS policy.
By implementing these recommendations, the Upper West Region can improve the efficiency, accuracy, and transparency of the claims verification and reimbursement of claims, ultimately enhancing healthcare service delivery and ensuring the proper utilization of the NHIS policy.
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[bookmark: _Toc181275313]Appendix 1: Questionnaire
QUESTIONNAIRE
FOR 
STAFF OF NHIA AND HEALTHCARE FACILITIES
ABDUL BASIT SAIBU is my name and I am an MPhil candidate at the Simon, Diedong Dombo University of Business and Integrated Development Studies. As a fulfillment of my MPhil degree, I am conducting a research into the topic; “Impact of Verification and Re-imbursement of Claims on Healthcare Service Delivery in the Upper West Region: which I need your views. Your response to this questionnaire is highly important as it will provide me the necessary information for the completion of my thesis. I wish to assure you that it will not take you more than 15 minutes to complete the questionnaire. Also, I will like to assure you that your response to every question will be treated under the strict ethics of research especially under the ethics of anonymity and confidentiality. I sincerely would like to thank you very much for accepting to participate in this survey.
SECTION A
SOCIO-DEMOGRAPHIC CHARACTERISTICS
Please tick [√] the appropriate box 
1. Sex of respondent
a. Male    [      ]                                                    b.  Female    [     ]
2. Age of respondent
a.  18-25 [    ]      b.  26-35 [    ]        c. 36-45 [    ]       d. 46-55 [    ]       e. Above 55 [    ]
3. Marital Status
a. Married [     ]                 b. Single [      ]                 c. Widowed/Divorced [     ]
4. Educational Background
a. Diploma   [     ]                           b. Degree [     ]                       c. Masters   [    ] 
d. Specify the level of your education…………………………….              
5. Employment Status of respondent
a. Fully employed [     ]          b.  Contract staff   [      ]     c. Trainee nurses [     ]
6. Job Designation
a. Medical practitioner [     ]         b. Pharmacists [    ]       c. Laboratory technician [    ]  
d. Administrator [    ]   e. M&E officer [      ]     f.  Claims officer [     ]
7. Years of work experience
a. Less than 3 years [    ]      b. 3-5years [    ]       c. 6-8 years [ ]      d. 9-11 years [    ] e. Above 12 years [      
8.    In a month what is the average claims that your facility processes and submits to NHIS for reimbursement?
Less than 400      [     ]       b. 450-750  [     ]    c. 800-1,100  [      ]    
d. 1,150-1,450   [    ]         e. Above 2000        [        ]
9. Averagely, in a month what is the total expenditure incur by your facility in the provision service delivery to NHIS members?
10. Below GHȻ 50,000  [       ]    b. GHȻ 65,000-80, 000   [       ]  c. GHȻ 95, 000-110,000 [      ]  d. GHȻ 125,000-140, 0000  [       ]  e. above GhȻ 180,000   [       ]
11.  Do you receive reimbursement regularly as stipulated by the NHIS Act 852?
a. Yes    [       ]         b. No    [     ]    c. No idea   [        ]
If ‘No’ in your opinion can you explain the reasons why there are delays in reimbursement ……………………………………………………………………………………………………………………………………………………………
12. 


SECTION B
PROCESS , PROCEDURES AND TOOL FOR VERIFICATION AND REIMBURSEMENT OF CLAIMS
1. Are there processes and procedures in conducting verification and reimbursement of claims? 
       a. Yes [    ]                                            b. No   [     ]
2. Which of the following do you think has been the process and procedures in conducting verification and reimbursement of claims? Please kindly select your responses from the table below. (multiple response)
	Elements Verification Process
	Responses

	
	Yes 
	No

	1. Claims Submission
	
	

	1.1 Do healthcare providers follow specific guidelines when submitting claims to NHIS
	
	

	1.2 Is there an automated system for initial data validation during the claim submission process
	
	

	1.3 In conducting claims verification, health facilities are formal y informed. 
	
	

	1.4 A sample of claims are collated and folders numbers are issued to healthcare facilities for retrieval
	
	

	2. Service Verification Process
	
	

	2.1 Is there a standardized process to verify the necessity of services listed in claims ( medical procedures and services ,  and  Reviews on investigations )
	
	

	2.2 Are supporting documents such as medical records and prescriptions routinely reviewed during claims investigation (OPD and IPD registers and folders, and Patients information checking)
	
	

	2.3 The aim of the verification exercise is communicated to the facilities
	
	

	3. Fraud Detection Process
	
	

	3.1 Does NHIS employ specific tools for detecting potential fraudulent activities in claims
	
	

	3.2 Are anomalies in claims data routinely investigated for potential fraud
	
	

	4. Communication and Clarification Process
	
	

	4.1 Is there a formalized communication platform between NHIS and healthcare providers during claims investigation
	
	

	4.1 Are there specific procedures for requesting clarification or additional information from healthcare providers
	
	

	5. Adjudication Process
	
	

	5.1 Are claims adjudicated based on predetermined criteria
	
	

	5.2 Is there a system in place to ensure the timely processing of claims
	
	



3. Are there any other procedures and process in conducting verification and reimbursement of claims?
a. ……………………………………………………………………………
b. ..............................................................................................................................
c. ………………………………………………………………………………
5. Which of the following do you think has been the reference tools used for conducting verification and reimbursement of claims? Please kindly select your response in the table below based on the scale; 1=Strongly Disagreed   2=Disagreed     3=Neutral      4= Agreed      5=Strongly Agreed (multiple response)
	Elements
	1
	2
	3
	4
	5

	NHIA Act 852 and LI 1800
	
	
	
	
	

	NHIA Medicine List Manual
	
	
	
	
	

	Tariffs and operational Manual
	
	
	
	
	

	Standard Treatment Guidelines
	
	
	
	
	

	Guidelines for cases management of Malaria in Ghana
	
	
	
	
	

	NHIA credentialing Tools
	
	
	
	
	



SECTION C
IMPACT OF VERIFICATION AND REIMBURSEMENT OF CLAIMS
1. Do you have any experience on reimbursement and claims verification/review?
a. Yes                           [      ]                b. No                   [       ] 
If ‘yes’ in your opinion can you explain how it was conducted ………………………………………………………………………………………………………………………………………………………………………………
2. How frequently do you conduct or NHIS conducts verification and reimbursement of claims in your facility?
a. Once every quarter [      ]                 b. once every two quarters   [    ]      
b. c. Once every year   [     ]                 d. Once every two years        [       ]
3. In conducting verification and reimbursement of claims are there benefits in conducting such an exercise?
a. Yes               [     ]                                               b. No         [      ] 

4. Which of the following positive impacts do you think verification and reimbursement of claims have in healthcare delivery? Please kindly select your response from the table below. (multiple response)
	Elements
	Response

	
	Yes
	No

	Find frauds and impersonation
	
	

	Control claim volume
	
	

	Find authenticity of claim submitted
	
	

	Control prolong hospitalizations and over-billing of NHIS members
	
	

	Educate healthcare facilities/patients to utilize the NHIS policy in proper manner
	
	

	Eliminate copayment/illegal charges at the facility
	
	



5. Are there any other benefits of verification and reimbursement of claims to healthcare service delivery?
a. Yes      [    ]                                b.        [      ] 
If ‘Yes’ Kindly mention some of the benefits that are listed in the above Table above
a. ……………………………………………………………………………
b. ……………………………………………………………………………
6. Do verification and reimbursement of claims negatively impact on health care service delivery?
a. Yes        [       ]                    b.  No      [         ]        c. No Idea      [        ]
7. These set of questions seek to elicit your level of understanding with regards to negative consequences of verification and reimbursement of claims on healthcare service delivery. Please kindly select your response in the table below based on the scale; 1=Strongly Disagreed   2=Disagreed     3=Neutral      4= Agreed      5=Strongly Agreed (multiple response).
	Elements
	1
	2
	3
	4
	5

	Service delivery is affected as much time is wasted on the exercise
	
	
	
	
	

	It leads to denials of claims
	
	
	
	
	

	Claims Rejection
	
	
	
	
	

	Delays in reimbursement
	
	
	
	
	

	Financial penalties
	
	
	
	
	

	Revenue loss
	
	
	
	
	

	Legal sanctions in some cases
	
	
	
	
	



8. Are there any other negative consequences of verification and reimbursement of claims on healthcare service delivery?
a. ……………………………………………………………………………
b. ……………………………………………………………………………
SECTION D
BARRIERS TO VERIFICATION AND REIMBUSEMENT OF CLAIMS
1. Do you or your facility faces challenges in the process of conducting verification and reimbursement of claims?
a. Yes      [      ]                                b. No           [      ] 
2. Does lack of quality human resource a challenge in conducting verification and reimbursement of claims?
a. Yes       [       ]                          b. No                  [       ]
If ‘Yes’, how many staff in your organization or facility are involve or engaged in verification?
a. Less than 6      [       ]           b. 7-10       [      ]     c. 11-14
3. Does funding impede quality verification and reimbursement of claims?
a. Yes                  [      ]                   b.   No          [      ] 
If ‘Yes’ how much is budgeted for a quarter for verification and reimbursement of claims?
a. GHȻ less than 5,000    [      ]       b.  GHȻ 5,500-8,500      [       ]      c.  GHȻ 9000-12,500     [      ]     d. Above  GHȻ 13,000
4. Does logistic constraint hinder the processes of verification and reimbursement of claims?
a. Yes         [        ]                           b.  No              [       ]
If ‘Yes’ what type of logistics does your organization or facility need to facilitate the verification process?
a. Computers         [         ]               b. Vehicles        [       ]       c.  Others specify…………………………………………………………………….
5. Has lack of training impeded your organization or facility to conduct and supervise the verification process?
a. Yes                        [        ]                          b.  No         [      ] 
If ‘Yes’ how often do you receive training on claims verification from your organization or facility?
a. Once every year     [          ]           b.  Once every three years [       ]      b. Never been trained            [        ]     
6. This question seeks to identify the factors that hinder verification and reimbursement of claims. Please indicate by ticking [√] in the boxes in table below how these factors affect verification and reimbursement of claims. 1=Very frequently   2= Frequently   3= Not Frequently
	Reasons
	1
	2
	3

	Lack of Expertise in project analysis and Design
	
	
	

	Absence of overall plan for verification
	
	
	

	Lack of medical recordkeeping
	
	
	

	Fear  of victimization
	
	
	

	Unavailability of medical folders
	
	
	

	Relationship problems
	
	
	

	Organizational Impediments
	
	
	



7. Are there any other barriers to verification of claims and reimbursement not capture in the table above?
a. ………………………………………………………………………………
b. ………………………………………………………………………………
8. What are your suggestions or recommendation to over- come these barriers?
a. ………………………………………………………………………………
b. ………………………………………………………………………………
!!!!!!!!!!!!Thank you!!!!!!!!!!!!!!!!!!
Percentage	Fully employed	Contract Staff	0.82	0.18	

Percentage	
Medical Practioners	Pharmacist	Laboratory Technician	Administrator	M	&	E Officers	Claims Officer	0.26	0.14000000000000001	0.12	0.22	0.09	0.18	


Less than 400 claims	450-750 claims	800-1,100 claims	1150-1450 claims	Above 2000 claims	0.05	0.2	0.28000000000000003	0.36	0.11	


Yes	No	No Idea	0.2	0.69	0.11	
Computers	Vehicles	Others	0.25	0.65	0.1	


Once every year     	Once every three years	Never been trained  	0.1	0.25	0.65	
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