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Executive Summary

Introduction

This report was prepared by a Review Team (RT) of international and Ghanaian consultants,
at the request of the Annual Sector Review Steering Committee, chaired by the Ministry of
Health, Ghana. It represents the final stage of an intensive bottom-up review process that
started in the districts and then passed on from there to the regions and to the national levels
of the various agencies. The annual review scrutinised the third year (POW 2004) of the
Ministry of Health’s second Five Year Programme of Work 2002-2006.

The RT worked on the basis of a Terms of Reference that covered various objectives

summarised in the table below. In addition the RT was asked to:

e Undertake a strategic review of the sector, critically analysing available evidence on
why the overall sector performance over 2004 is decreasing / slowing down; and

e Provide detailed suggestions on the way forward not only for the next POW 2005/06,
but also for drafting of the third Five Year POW (POW lll, 2007-2011), taking
Ghana’s commitment to the new GPRS and the MDGs into account.

Table 01. Coverage of the Terms of Reference (TOR)

Objectives of the Review POW 2004

Extent covered in this report

1. Assess progress and challenges | 1. There are different types of inequalities. They are
towards bridging inequalities in health. discussed extensively in chapter 3.

2. Assess the performance of the sector | 2. Covered in detail in section 2, where health status
and its sub-co_mpone_nts_wnh respect to indicators are presented over a 15 year period (1988-
the over-arching objectives based on 2003), followed by performance outputs between
the Ghanaian sector-wide indicators. 2002-2004 in clinical care and disease control.

3. Assess progress and constraints in the | 3. Implementation of the health component in the
implementation ~ of  the  health MDBS matrix is presented in chapter 7.3 together
component of the MDBS matrix with GPRS indicators.

4. Assess progress and constraints to the | 4. A one by one account of what happened with the
implementation of previous summit various recommendations of the Review of POW
recommendations 2003 is given in Annex 3.

5. Assess progress and challenges | 5. A ‘Summary Judgement’ is given in the box below.
towards the 7 strategic objectives of All seven strategic objectives are discussed in
the sector chapters 2-7.

6. Identify policy and program.m.alltic . Measures to achieve MDG are discussed in the
measures for scaling up activities executive summary and in chapter 3.7.
towards achieving the MDGs

7. Recommend critical success factors for | 7. Critical success factors to improve performance are

improving performance of the health
sector.

synergy and better coordination between all actors.
Details are found in the executive summary and
throughout in the chapters 2-8.
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Performance during POW 2004

Our detailed review of the Sector Wide Performance indicators (Table 02 below) shows that
2004 was another year in which limited progress was achieved towards the attainment of the
annual targets. While some interventions showed improvement and others showed decline,
the overall picture is that output indicators remained constant over the last three years.

A similar picture appears in the financial indicators: In 2004, the actual share of the GOG
budget spent on health fell to 8.2% - below the 2001 level. The percentage of government
recurrent budget for health was lower in 2004 than in 2003, but the actual share of GOG
recurrent spending has remained stable around 11-12% over the past three years. The total
health sector spending has increased from USD 6.3 per capita in 2001 to USD 13.5 in 2004.
Direct GOG funding increased from USD 3.1 in 2001 to USD 5.7 in 2004. Fortunately,
resources came earlier and more regular to the BMC allowing for higher spending, but the
money seems not yet to reach the lowest (sub-district) levels.

More efforts and commitment are needed from MOH, MOF and the DP, if Ghana seriously
wants “to go for the MDG". In particular, difficult decisions appear necessary to address the
poor synergy in planning and targeting between MOH, its Agencies and the District
Assemblies. Without concerted efforts by all and agreement over what needs to be done and
how, synergy is lost, as priorities move in various directions.

Box: Summary judgement of progress in POW 2004 on 5 Year POW Il targets

1. Improve geographical & financial access: While geographical access seems to have expanded at the
same pace as the population increase, financial access seems to have improved for women, due to the
policy of free deliveries. However deprived areas are not catching up.

2. Improve quality of care: Important QA and supervision work is undertaken, but not fully captured in
SWAp indicators. Malaria Case Fatality Rate is far away from its target and Maternal Audits are performed
less (70%). It is unclear to what extent the findings from these audits improve maternal services

3. Improve efficiency: Efficiency in service delivery seems still low, as financial resources reach the sub-
district and the district only to a limited extent, creating poor working conditions in many facilities. Efficiency
gains seem possible, if synergy ca be found

4. Foster collaboration & partnership: The organisational changes initiated with the creation of the GHS
and other Agencies have not yet created the expected gains. Responsibilities between MOH and the
Agencies still await clarification. There appears little synergy for joint planning and target setting.

5. Increase resources & manage them equitably & efficiently: Financial resources to the sector have
increased slightly, but the Abuja target is not yet in reach. The proportion of donor funds that are
earmarked have decreased from 62% in 2001 to 26% in 2004. Figures on the distribution of these
resources to the regions were not available during the mission.

6. Bridge the inequality gap in access to quality services: It is not easy to say whether Ghana moves
towards closing the gap; Such a process takes a much longer time period to become visible and would
need special investigations to make firm statements.

7. Ensure sustainable financing that protects the deprived & vulnerable: This is a long term goal that
cannot be reached within the POW 2004. MDBS and GPRS will hopefully be capable to provide the
resources needed to move further towards the MDG targets, but only if the MOH share of the GOG budget
will increase substantially.
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Table 02. Trend of sector-wide performance indicators POW Il 2001-2004

Indicators BASELINE | PERF PERF PERF 2004 TARGETS
2001 2002 2003 2004 Targets 2006

Objective: Improved Health Status
Infant mortality rate 57 55 64 NA NA 50
Under five mortality rate 108 100 111 NA NA 95
Maternal Mortality ratio 214 (93) 204 187 NA NA 150
% Under five years who are malnourished (Wt/A) 25 NA 22.1 29.9 22 20
HIV sero prevalence among pregnant women 2.9 3.4 3.6 NA 3.6 2.6
Objective: Improved Service Outputs and Health Service Performance
Performance of Clinical Care (Coverage and Quality
Outpatient visit per capita 0.49 0.49 0.50 0.52 0.55 0.6
Hospital admission rate/1000pop 34.9 34.1 35.9 345 38 40
Bed occupancy rate 64.7 65.5 64.1 63.0 65 80
# specialized outreach services 162 158
Tuberculosis Cure Rate 47.9 55.1 61.0 - 65 80
TB Case Detection Rate 61 59 58 56 55 65
Under-Five Malaria case fatality rate 1.7 1.9 3.7 2.8 1.2 1.0
% Tracer drug availability 70 80 93 87.5 90 95
Performance of Reproductive Health Services (Coverage and Quality)
% FP acceptors (CPR) 20.3 21 22.6 24.3 28 40
% ANC coverage 935 93.7 91.2 89.2 94 99
% PNC coverage 52.9 53.6 55.8 53.3 57 60
% Supervised deliveries 49.2 51.9 53.4 60 60
% Maternal audits to maternal deaths <10 67 85 70.5 85 50
Performance of Preventive Services and Surveillance
EPI coverage - DPT3 76.3 77.9 76 75 80 85
EPI coverage - measles 82.4 83.7 79 78 80 90
# Guinea Worm cases 4,739 5,611 8,290 7,275 5000 0
AFP non polio rate 2.8 2.3 14 15 35 4
Objective: Improved Level and Distribution Health Resources
Human Resources
Population to Dr ratio 22,811 22,193 17,489 17,615 20,500 16,500
Population to Nurse ratio 2,043 2,080 2,598 1,513 1,800 1,500
Health Infrastructure
CHPS zones completed (functional CHPS zones) | 19] 39 55 84] 85 400
Finance
% GOG budget on health
budget / actual NA/8.7 7.6/9.3 95/9.1( 8.2/8.2 9.4/ NA 10
% GOG Recurrent on health 15
budget / actual NA/10.2| 10.5/11.5 12/11.2( 10.7/11.9| 13.3/NA
% GOG Recurrent on health, items 2+3
Budget / actual NA/8.1| 12.1/5.9 75/6.9 6/54| 6.6/NA NA
% ltems 2+3 / 1+2+3
Budget / actual NA/16.2| 30/13.1( 16.1/13.2| 16.4/11.4| 11.3/NA NA
% spending on Districts and below, items 2+3
Budget / actual 485/ XX| XX/409| 47.8/35.4| 45/37.9 NA 43
% Earmarked / total DP
budget / actual NA/623 |44.7/32.8|40.8/39.5]|41.3/26.3 NA 40.9/40.9
% IGF from Pre-payment 3 NA NA NA NA 20
% Rec. from GOG+HF allocated to Private Sector 1.2 NA NA NA NA 2
% Rec. on exemptions 3.6 NA NA NA NA 8
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Why progress slowed down?

The overall picture of achievements under POW | and Il has been summarised in Table 02
on the previous page and in the MDG table in chapter 3.7. Looking back over the last three
years, it appears that performance in 2004 is generally similar or down compared to those of
2003 and 2002, particularly in service outputs, access and service quality. Though marked
variations exists in the regional service outputs, 2004 performances in most regions did not
improve over that of 2002-03, and if at all, not consistently (Annex 7).

Looking over a much longer period of almost 15 years (between the baseline of the MDG in
1990, the start of POW | in 1997 and the middle of POW II, being 2004), the picture is more
positive: health status has improved compared to 1990 and most outputs are improving (with
exception of HIV/AIDS prevalence). However, it should be noted that the type and definitions
of some of the indicators have changed or have not been recorded over such a long period.

Finally, looking at the impact indicators over the last five years (Table 1.1), the 2003 GDHS
shows stagnation and generally worsened USMR and IMR levels with only Upper East
Region demonstrating consistent reduction. More detailed analysis has revealed worsened
mortality during the perinatal and neonatal periods, particularly in UWR, ASR and ER.
Expansion of cost effective interventions are known to contribute to important mortality
reduction and this might be the case in UER. However such findings may need in-depth
analysis to establish the real underlying factors, which for now, appear to relate to a
combination of child health and reproductive health interventions, quality of service delivery
together with planning and ownership by communities and DA.

However, these aggregate data do not analyse and reflect on WHY the targets have not
been met and therefore why — despite all the hard work and the good money put at the table
- the results have remained by and large at the same level and have not gone up during
these last 3-4 years. Answers to such questions need to be formulated before suggestions
can be made on what needs to be improved and in which direction POW Il should move.

The central thesis of the RT is that there is no simple or single answer for the observed
low performance. Rather there are a multitude of factors - each playing its role - that
together may explain the stagnation in the sector. These include (i) technical flaws in the
implementation of health programmes, (ii) imperfections in the support and management
systems; (iii) institutional weaknesses in partnerships that have not been explicitly addressed
and thus have continued to hinder the sector performance; and (iv) minimal contribution of
health to collaborate with other sectors and departments.

Here we summarise the most important imperfections and weaknesses for each of the
major ‘elements of the sector’ shortly. It is important to remember that it is the combination of
these elements that in our opinion explains the current stalemate in the sector performance.
Subsequently, suggestions for improvement in POW 2005 and in the Third Five Year
Programme of Work (POW I11) will be presented.
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Priority interventions (chapter 2)

In general, little systematic attempt is made to package priority health interventions (and
messages that are linked to the sector priorities) with the aim to achieving service outputs
and certain behavioural changes for selected target audiences over time. This applies to the
following areas:

Child Health:

Apart from UER, most child health related activities are not presented as a package
composed of (i) Routine EPI+ (incl Vitamin A distribution and twice yearly de-worming) with
(i) Community IMCI (broad health promotion together with subsidized ITN distribution,
weighing of children, counselling, Exclusive Breast Feeding (EBF) under 6 months and
complementary feeding thereafter as part of CBGP), (iii) Clinical IMCI (at service delivery
level); and finally (iv) early neo-natal care. At the moment, few linkages exist among the
various sectors that help to implement these interventions. Even when the activities are
packaged, their implementation is piloted only in a limited number of districts or regions,

Maternal and Reproductive Health:

Similarly, Reproductive Health and Safe Motherhood activities are undertaken at all levels,
but are not mutually reinforcing, as they are not combined in a package consisting of (i) ANC
(>4 visits/client, including subsidized ITN for pregnant women, Iron/Folic Acid, IPT and TT2+
injection); (ii) skilled attendance during deliveries and use of the Partograph; (iii) Post Natal
Care (iv) Family Planning (incl CBD) and post-abortion care (PAC) and (v) Adolescent care
and support. Safe Motherhood interventions do not address (vi) the referral system, and
basic and comprehensive Emergency Obstetric Care (EmOC) that addresses the three
delays (decision to seek care, reaching the facility and received care from skilled providers).

Communicable Disease Control (CDC):

The various elements of disease control are well-known, but synergy and coordination
between Integrated Disease Surveillance & Response and the other disease control
programmes, particularly Malaria control; TB control; HIV/AIDS and Guinea Worm control, is
weak and difficult to organise, due to an ingrained vertical way of organisation of some of
these respective programmes.

Health Promotion

Health promotion as a cross-cutting element is present in all the programmes. However, no
systematic data-set related to Health Promotion outputs and behavioural change has been
developed to guide the programmes in this field.

Delivery systems (chapter 4)

Community Health Planning and Services (CHPS)

Expansion of first line delivery systems towards the community is essential where distances
of 5-10 km become an impediment for access. Unfortunately, this is still the situation in many
districts. In such areas additional clinics need to be established and staffed with competent
cadres. However, first, the concept of CHPS needs to be clarified. According to the RT,
CHPS can best be characterised as an extension of the existing service delivery system
towards Zones in areas with low geographic accessibility and with strong emphasis on the
interface with the community. Once agreement is reached on the CHPS concept, the
implementation should be left to regions, allowing them the flexibility to scale up on the basis
of their needs.
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Health Centres and District Hospitals

Many Health Centres lack full staff complement and logistics for the required interventions at
that level. At the second line of service delivery, the District Hospitals only exist in part of the
country. With the growth of the population and the creation of new districts as administrative
entities of the central government (from 110 to 138 over the last two years), the network of
district hospitals has not been expanded, thus seriously jeopardising the referral system and
access to emergency (child and obstetric) services.

Quality Assurance and Regulation

Quality Assurance and regulation mechanisms have been introduced in the health system,
but their use and adherence are not widespread. This applies not only for clinical care and
public health interventions, but also for the overall management of health services.

Management of the sector (chapter 5 and 7)

Human resource management:

Staff requirements seem not linked with production and placement. There is generalised and
sustained lack of staff in many health facilities, next to deficiencies in distribution at national,
regional and district levels. Staff allocation is not linked to workload requirements.

Planning, budgeting and reporting:
Planning and expected outputs are already linked to budget and expenditure. The second
part of the loop has not yet been addressed, linking expenditure back to outputs.

Performance agreement

Performance assessments do exist in theory but in reality have little real basis, as the targets
have been decided by the central levels with little input and discussion from implementers.
Currently, the performance agreements are based on an understanding by the signatories
that as long as the resources are not provided, the targets cannot be reached and thus the
agreement is not binding to any of them. The Expected Outputs that provide the basis for the
Performance Agreement, show little consistency over the last three years (Annex 9).

Financial management

Although disbursement of funds has much improved, there are still delays that affect service
delivery. This together with effective application of the exemption policy needs improvement.
In many areas, health facilities under the district level do not receive the resources that are
meant for them. Often, the responsible in-charge there is not even informed about their
financial allocations.

Procurement

Procurement systems are well established in the sector. However, there is a general
absence of basic equipment to allow for daily quality service delivery in health centres and
hospitals (weighing scales, delivery kits, resuscitation equipment, thermometers, BP
apparatus etc).

Monitoring and evaluation

M&E is well developed at national and programme level. However, the RT observed a lack
of consistency in the data collection tools and the presentation of the expected outputs (EO)
at all levels (in the various POW, in the Regional and in the District Health Plans). Each year
new EO are being included in the plans, without sufficient feed-back and control
(accountability) as to whether the earlier EO have been achieved.
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Partnerships (chapter 4 and 7)

1. MOH and GHS - TH — Regulatory Bodies

There exists a longstanding and important issue related to the responsibilities of the MOH
versus the various Agencies in areas related to (i) human resource planning and distribution,
(ii) capital planning and implementation of capital programmes, (iii) procurement of health
logistics and (iv) the acquisition and maintenance of equipment. These issues have
remained unresolved for some time, thus contributing to flaws in communication and
common understanding on the way forward.

2. GHS - CHAG

While a Memorandum of Understanding (MOU) exists that defines the relations between
MOH and CHAG, CHAG has no such document to clarify its working relation with the GHS.
Operationally, CHAG seems quite ‘integrated’ in the administrative and communication
structures of GHS. The RT took note of CHAG's interest to initiate negotiations with GHS to
develop an agreement that formalises such arrangements.

3. MOH — Development Partners (DP)

Some of the DP increasingly support Ghana either directly to the health sector (through the
Health Fund) or directly to the Treasury (through General Budget Support and MDBS
mechanisms). There remains substantial funding going through earmarked support that
provide the sector with flexible and targeted resources, but that in the long run does not
allow for sustainable interventions (details in chapter 6).

5. Public — Private Sector Partnership

The relations between the public and private (for profit) sector are generally good. The
private sector participates in Regional performance meetings and in various service delivery
activities, like TB control, outsourcing of laboratory facilities and HIV/AIDS. Licensing of the
private sector is being done, but needs to be further developed.

6. Intersectoral Collaboration: DA - DHMT

The link between the District Assemblies and the decentralized departments such as Health
and Education is weak, particularly in the areas of composite planning and budgeting, water
and sanitary facility provision, health infrastructure expansion and PPM. There appears little
transparency in the sharing of financial resources. This could be one of the reasons that
Intersectoral collaboration has been effective in only few places.

Policies towards inequalities (chapter 3 and 6)

Financing and Budgeting

The sector succeeded in mobilising an increasing amount of resources to finance the plans
and budgets of the sector. While the planning and budgeting process improved with the
implementation of the Medium Term Expenditure Framework (MTEF), the system was
ineffective in ensuring that actual expenditures were related to the stated outputs and
objectives at the time of planning.

The resources, however, do not always flow to the sub-districts that are “BMCs of record”.
As the rural poor tend to access the health system at the lower levels, the absence of funds
affects services for the poor.

09/03/2007 MoH PoW 2004 Report of the External Review Team April 2005 13



Resource allocation / pro-poor support

Reimbursements for exemptions have consistently fallen short of the actual exemptions
provided by BMCs. These have responded to this situation by either stopping or being
selective in the granting of the exemptions. This deprives the poor of service and erodes
confidence in the exemption scheme.

Improved procurement capacity at the centre has brought into focus a weakness in the
accounting system of Central and Regional Medical Stores (CMS). The CMS accounting
system is unable to track centrally procured items on behalf of BMCs and to charge these
items to the respective beneficiary institutions through the Regional Medical Stores. It is
therefore difficult to confirm that the planned resources are reaching the district level BMCs.

Additional resources have been targeted for the four deprived regions. Later this was
refined into a selection of 55 deprived districts, which is a very broad target group (half of the
country). As a result, efforts and resources may be spread too thinly to have significant
impact. The unit for targeting is not sufficiently refined. As the NDPC poverty maps show,
pockets of deprived communities exist within non-deprived districts. These have not been
targeted for additional resources. Sometimes these pockets can be quite significant in size,
e.g. urban slums.

Investment planning

At attempt has been made by the Ministry to clarify the roles of its agencies with respect to
capital investment planning and execution. A Projects Steering Committee (PSC) is also
functional. Communication between the MOH, the PSC and beneficiary agencies has
however not been effective resulting in delays in project implementation. Planned expansion
of training schools to allow increased intake is behind schedule because of these delays.

National Health Insurance Scheme (chapter 3 and 6)

The NHIS has not yet been scaled up to have had an effect on the access to health services.
The NHIS appears to be on course in terms of the establishment of the NHIC and passage
of the Legislative Instruments. However, the RT is of the opinion that there is still a long way
to go. While the Insurance Schemes are at various stages of readiness, it is difficult to
demonstrate the readiness of providers for accreditation. At the time of this review the MOH
was also undertaking a review with the objective of removing all bottlenecks and to prepare
for full implementation by the end of 2005.

Efficiency and effectiveness

MOH needs to explore opportunities to improve efficiency and effectiveness in budget
execution and program implementation. Though not quantified, delays at various stages of
the implementation process result in inefficiencies that challenge the effectiveness of
planned interventions. Also, wide variations in productivity indicators suggest that there are
inefficiencies in the health system. The RT believes that significant improvements in outputs
can be achieved if operational efficiency and effectiveness is improved.

Summing up.

While in the past these five elements — priority interventions, delivery systems, management,
partnerships and policies - have been addressed individually, the RT feels that it is the lack
of synergy between these factors that now needs to be addressed. Management of the
various Agencies need to agree on the principles that are to guide the way forward.
Consensus should be achieved before new ideas are brought out. As the health sector is
structured and organised at this moment, no real breakthrough can be expected. Indeed
indicators show stagnation while financial resources have been increased. This could point
towards flaws in leadership and management of the sector, as it is a sign of inefficiencies
and decreasing cost-effectiveness of sector performance. Therefore, it is not only the
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technical areas of service delivery that need to be addressed. More importantly, issues of
responsibility, decision-taking, accountability and transparency seem to be at the core of the
problem. ‘Business as usual’ will not bring improvements. The sector, as it is performing at
this moment has arrived at its limits and cannot substantially improve further ...., unless
some of these major stumbling blocks are addressed and tough decisions are taken.

The way forward for POW llI

In order to address the major bottlenecks that are blocking the health sector to move ahead
and improve its performance, the RT suggests the MOH and the Agencies to address ALL
the five elements presented below in their combination. As mentioned earlier, it is their lack
of synergy that keeps the health sector away from moving ahead. These suggestions should
be studied, clarified, eventually costed and given a timeframe, so that they can be adopted
(or rejected) for inclusion in the next POW. The overall recommendations have been brought
together in the summary table at the end of the document.

Priority interventions

Expand and enhance synergy between Child Health programmes:

Clinical IMCI case management must be expanded to cover all practicing prescribers in a
time frame. Training must be decentralized to District Hospitals to reduce cost and facilitate
follow-up after training. Guidelines for neonatal care and “neonatal care kit” must be
introduced as part of IMCI case management. Full immunization could become a
prerequisite for obtaining a birth certificate, which in turn must be a requirement for school
enrolment. Similarly, fee-free Class-1 entry for children delivered by a health professional or
Trained TBA and uniforms for fully vaccinated children could be introduced as an
appropriate incentive. School health activities must continue and once/day feeding in school
must be advocated together with the relevant district authorities. The implementation of
these suggestions should be guided by the availability of professional staff, level of
deprivation and extent to which Under Five Mortality has worsened.

Refocus implementation of a Reproductive and Maternal Health package:

Specific proposals need to be elaborated on a region by region basis, starting with those
regions that have the worst coverage of maternity services. Focused antenatal care must be
expanded and delivery targets must be allocated to skilled midwives. The concepts in
Regional Prevention of Maternal Mortality Network (RPMMN) must be scaled up everywhere
(schools, churches etc). Similarly, the referral system needs to be defined and re-
established, in particular in poor areas with low EmOC coverage

Synergy internally between Disease Control Programmes and with other programmes:
Stimulate collaboration and synergy between:

e Malaria control (IPT & ITN distribution, home management of fevers, ACT therapy);

e TB control (Community DOTS and facility DOTS, including laboratory facilities for

Smear + analysis and blood film for Malaria);

¢ HIV/AIDS, including VCT, Home Base Care (HBC), PMTCT and ARV treatment) and

e Guinea Worm control (set realistic targets in plans linked to potable water provision).
Package these interventions and revisit their targeting (national, regional and district, using
the NDPC poverty maps (mainstream pro-poor interventions). Elaborate for both a phased
and realistic, comprehensive implementation plan over medium to long-term periods that
brings synergy between these programmes.
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Health Promotion:

Critical health promotion messages must be developed to address essential child health and
safe motherhood issues. These could be delivered through educational and social marketing
structures. Context specific health promotion messages could be developed on a region by
region basis, exploiting the peer groups and interpersonal approaches in addition to other
media/ channels (multiple channels approach). Focus should be on child health messages
(danger signs in sick children, diarrhoea, Malaria), Maternal and RH messages (IPF and ITN
related) and nutrition-related advice (Expanded Breast Feeding and feeding frequency).

Delivery systems

Community Health Planning and Service (CHPS)

Agree on the essential elements of the concept and allow adaptation of CHPS to the
regional reality. Elaborate a phased introduction of CHPS in the Regional Five Year Plans.
The role and contribution of the DA in the construction and maintenance of the CHPS clinic
and the training of CHPS staff (bonding arrangements) is essential and must be expanded.
Secure the necessary political support at all levels.

In CHPS clinics but also in other settings, outreach services need to be initiated in close
cooperation with the various voluntary workers that are already available® or that need to be
trained for that purpose. Priority health promotion messages must be developed for use on a
region by region basis. The focus must be on child health (EBF, danger signs in sick
children, diarrhoea, Malaria), and Maternal and Reproductive health (EBF, regular ANC
visits, delivery danger signs, the three delays) and nutrition.

Clinical Care and Quality Assurance:

Reinforce the work already started on quality assurance building on peer learning
experience, promoting use of clinical and treatment protocols, intensifying RDU work, clients
focus activities and reducing waiting times. Detailed suggestions are provided in the Clinical
Review report of 20032,

Strengthen the referral system:

Region by Region, make an inventory of the current situation and develop realistic cost
estimates to re-establish the district referral system together with the required staffing and
equipment. Set regional priorities where to initiate this effort to expand the coverage and
performance of the referral system. In urban settings, initiate Primary Facilities in secondary
and tertiary hospitals to improve quality and decongest large hospitals.

Regulation:

Regulatory bodies have an important role in enhancing sector performance. However, there
capacity is generally limited to effectively play that role, due to financial, managerial and
institutional constraints. MOH is advised to review and strengthen the regulatory role of
these institutions to allow them to fully play their part in the strengthening of the sector
performance.

! Different types of volunteers operate in Ghana. They work in (i) Community Based Surveillance, (i) Guinea
Worm Eradication, (iii) CB Growth Monitoring; (iv) CB Distribution of FP commaodities and other areas.
2 Ghana Clinical Care Services Review, March 2004. Volume | and Il (main report and annexes).
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Management of the sector

Human Resource Management:

Every effort must be made to fill existing vacancies at all levels for: Medical Assistants,
Enrolled Nurses, Straight Midwives, CHNs, Dispensary Technicians, Laboratory
Technicians, nurse anaesthetists, and doctors. This will require an extensive planning effort
to calculate needs, the financial consequences and deciding on the establishment of
additional training schools or expand existing facilities. There should be a definition and
clarification of responsibilities for human resource management between MOH, GHS and TH
Collaboration with the private sector and political leadership is needed to find adequate
solutions. District Assemblies should be encouraged to sponsor candidates for training and
bond them to work in their regions for a specified period of time.

Planning, budgeting and reporting:

Continue the link between plans, budgets and expenditure. Stop needs based planning at
the district BMC level. Plan directly with ceilings and work towards result-based planning.
Include pro-poor priorities and indicators more explicitly in the planning format of the regional
and district plans. Initiate linking financial inputs with real outputs. Bring them together in a
short and standardised district reporting format.

Performance Agreements:

In order to create ownership and a sense of responsibility, the various performance
agreements need to start from what the lowest level thinks it can achieve annually with the
available budget. Only in this way can (s)he be held accountable for the result. Higher levels
will have to adapt to that reality and come — through negotiations - to annual target setting
for the various output indicators at regional and national levels. When reviewing performance
agreements, ensure accountability when looking at plans versus achievements at all levels.
Compare the same Expected Outputs and indicators over time to ensure continuity /
consistency in monitoring.

Financial Management:

Clear and realistic guidelines should be established to allow all “BMC-of-record®” (Regional
BMCs, sub-districts and Zonal CHPS Clinics) access to financial resources to implement the
various plans and interventions they make each year. Timeliness of disbursement should
also be improved by the implementation of agreed cash flow planning, standardised
procedures etc.

Monitoring and Evaluation (M&E):

Review SWAp indicators, linking new monitoring framework with MDG and existing
institutional structures (MOH, GHS, TH, separate from PPME). Define authoritative source
for each data (see IME report?). Include poverty, equity, gender and cost effectiveness
indicators (see Review POW 2003) for each of the agencies. Harmonise MDBS, PRSC and
POW indicators. Harmonise targets between MOH and GHS. Justify the request for financial
resources through reporting on agreed outputs in the agreement.

Partnerships

1. MOH-GHS - TH
Review the Act 525 in the light of the experience with its implementation. Redefine and
clarify the responsibilities of MOH, GHS and the TH in the areas of human resource planning

® BMC-of-record is a Budget Management Centre allocated with financial resources, but with no authority to
spend money without the approval from a spending officer.
4 Appraisal of the Ghana Information, Monitoring and Evaluation (IME) system for the health sector, May 2004.
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and distribution; capital investment planning and implementation of capital programmes;
procurement of health logistics; and the acquisition and maintenance of equipment; Lines of
communication and accountability also need to be reviewed and clarified.

2. GHS - CHAG

The relations between GHS and CHAG needs to be operationalised in a formal ‘working
agreement’, clarifying the administrative and communication working relations and the
financial contributions from both sides. Only then a Performance Agreement can be drafted.

3.GHS -TH

In order to establish clear lines of responsibility and communication, GHS and TH need to
elaborate together a “Cooperation Agreement” that defines the areas of collaboration and

the other areas of mutual interest (like human resource development, referral systems and
use of equipment and other high cost investments).

4. Public — Private Sector Partnership

Collaboration with the private sector is quite good. These positive experiences now need to
be expanded and brought to regional and district levels. A private sector investment policy
should be drafted that support such initiatives and enhances opportunities for expansion of
such collaboration.

5. MOH - Development Partners

Review the recent 2002 Management Arrangements (CMA II) between the MOH and the
DP, updating ownership, alignment, harmonisation, results and mutual accountability, as
defined in the recently adopted Paris Declaration on Aid Effectiveness (March 2005).
Actively lobby to increase other partners to join the health fund, by inviting them to
participate in reviews and meetings.

6. Intersectoral Collaboration: DA — DHMT

MOH should instruct Regions and Districts to build partnerships with DA at all levels and
jointly define practical intersectoral activities (Guinea Worm, water & sanitation, nutrition,
pro-poor activities); Initiate an Intersectoral desk within MOH and the Regions to coordinate
intersectoral work. Regular and open communication will be the important first step towards
improving the existing relations. Structured sessions should be introduced to commit DHMT
to collaboration with the district authorities.

Policies towards inequalities

Financing and budgeting

Substantial financing needs to be infused into the sector, if the MDGs are to be attained.
While part of the increase may come from economic growth, increasing taxes etc., there is
still a need to press for increasing the health share of the GOG budget to reach the Abuja
declaration, with a focus on increasing the budget for non-wage recurrent expenditure.
Sub-district health management teams should be empowered to plan within their budget
ceiling, to know their approved budget and to be able to implement against the plan and
budget. The financial management system should be developed to allow for linkage of
financial information to outputs and objectives.

Resource allocation / pro-poor support

The accounting systems and data extraction for analysis should be further developed, e.g. at
CMS to allow tracking of procured items to beneficiary BMCs and in the MOH/GHS to allow
easy analysis of expenditure for BMCs at all levels, including sub-districts.
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Exemptions for direct user fees will gradually be phased out as NHIS is scaled up. The
identification of the indigent, the positioning of each member in the six different levels of
wealth that determines the premium level in the informal sector, remains a challenge. During
the transitional phase of scaling up NHIS, funding for reimbursement of exemptions should
be ensured to continue smoothly. Special attention should be given that the poorest and
deprived are to enrol earliest in the scheme.

The recently developed poverty map that identify deprivation down to sub-district level
provides an opportunity to plan a more targeted approach to improving services where they
are most needed. This would include working with the urban poor that may well in numbers
be comparable to the group of rural poor. The focus should be on targeting some very
deprived areas step by step with a comprehensive plan that brings all interventions together.

National Health Insurance Scheme

The NHIS is planned to be fully implemented within the next year. It is important to recognise
that it is a long process and that there will be a transitional and learning phase during which
not all Ghanaians will be covered by insurance and doubts on rules and packages,
premiums and tariffs will arise. The NHIS has the potential to make a difference for many
Ghanaians in terms of access, not least the poor, but it will be essential that there is
sufficient funding for exemptions, premium subsidies and for meeting the increased
demands, both in the NHIS and in the MOH budget. This should be monitored closely so that
adjustments can be made in time, if necessary.

Investment planning

Clear clarification of the roles of MOH and the agencies in investment planning and
implementation has to be in place. An infrastructure development plan should be part of
POW Il based on a review of the infrastructure development criteria, taking into account the
future resources available for maintenance. The system for planned preventive maintenance
should continue to be strengthened at all levels in order to reduce the future need for
rehabilitations and refurbishments.

Efficiency and effectiveness

Efforts to increase efficiency should continue. The emphasis on service delivery at the
lowest level of the system should continue. There should be an appropriate balance between
the inputs in service delivery - i.e. between human resources, drugs and supplies and other
costs - and their results. Taking into account the total resource envelope, this balance in
monetary terms has not shifted much over the past four years. However, we do not know
whether this is the optimal balance. Such an assessment will be an important input for the
next POW. There are indications that efficiency gains can be made at all levels and in most
of the elements that have been presented in this document. Continuous efforts to monitor
and take appropriate actions are needed.
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Chapter One: Introduction

1.1. Background

In 2001, the Ministry of Health (MOH) and Development Partners (DP) agreed a second five-
year Programme of Work (POW II) 2002-2006 that provided the framework for investments
and actions within the health sector. The POW Il represents the health sector response to
the Ghana Poverty Reduction Strategy (GPRS) and aims to bridge the inequalities in health
in the country. The 2004 Programme of Work (POW 2004) defines the strategies to be
implemented and the outputs and outcomes to be achieved against a resource envelope of
2.4 Trillion Cedis (274.9 million USD).

The review of the POW 2004 comes at a special moment in time. The recent findings of the
Ghana Demographic Health Study (GDHS-2003) showed decline in the main impact
indicators: Under Five Mortality (UFMR), Infant Mortality (IMR), Neo-Natal Mortality (NNMR).

Table 1.1. Impact Indicators 1988-2003 (GDHS).

Impact Indicators GDHS 1988 GDHS 1993 | GDHS 1998 | GDHS 2003
National IMR /1000 77 66 57 64
National UFMR /1000 155 119 108 111
National NNMR /1000 44 46.1 30 43

< 5yrs Underweight (W/A) - 274 24.9 22.1

When these findings were reported, both MOH and DP became concerned, as despite
increased financial support to regions and districts and improved budget utilisation, no real
improvements in a number of impact and output indicators have been registered.

The previous review of POW 2003 had pointed to similar findings, when stating:

“The review team therefore concludes that 2003 was a second year in which little progress
was achieved towards the strategic objectives of the POW Il. This lack of progress came in
spite of an overall increase of nearly 30% in health sector expenditure since 2001. Better
paid staff in more and better facilities has lacked the financial means to be more productive”.

1.2. Terms of Reference

Against this background, the essential questions posed for the review of POW 2004 are:
e Undertake a strategic review of the sector, critically analysing available evidence on
why the overall sector performance over 2004 is decreasing / slowing down; and
e Provide detailed suggestions on the way forward not only for the next POW 2005/06,
but also for the drafting of the third Five Year POW (POW lll, 2007-2011), taking
Ghana’s commitment to the new GPRS and the MDG into account.
The Terms of Reference further specify that the performance of the health sector in 2004 will
be placed in the context of the progress made in the sector indicators since 2002 i.e. trends
as well as cumulative performance. Performance will be judged against 2006 targets and the
MDG. The review will be sector-wide in scope and include all recipients of funds from
Government of Ghana (GOG) and DP. The analysis of sector-wide performance will aim to
demonstrate the performance of components of the whole sector as well progress in bridging
inequalities in the health sector.

09/03/2007 MoH PoW 2004 Report of the External Review Team April 2005 20



1.3. Methodology and limitations

This report has been compiled by an independent review team (RT), composed of national
and international consultants. The RT was asked to review the POW 2004, using inputs from
all Budget Management Centres (BMC), Regional reports, power-point presentations from
the national performance hearings, Agency reports, minutes of the two Summit meetings in
2004 and a half-yearly progress report by MOH, self assessments from DP, Progress reports
from GPRS and Multi-Donor Budgetary Support (MDBS), reports from the UN Millennium
Project, the GDHS 2003 and subsequent secondary analysis, the Ghana MDG progress
report, and — finally - various technical reviews that have taken place in the course of 2004.
This report also builds on the wealth of information provided in the earlier reviews of POW
2003 and POW 2002, together with the detailed studies that were part of these review
processes’ (Annex 8: References). For various reasons, the four in-depth studies that were
intended to be submitted to the RT as part of the POW 2004 have not been undertaken®.

In addition to reviewing the wealth of written material, the RT has based its views on
interviews with a large number of informants, coming from the MOH, the Ghana Health
Services (GHS), the Church Health Association of Ghana (CHAG), Korle-Bu Teaching
Hospital (TH) and health staff working at regional and district levels in Northern Region,
Ashanti Region and Greater Accra (Annex 1/ 2: People met and work programme). The
choice of these regions was partly based on findings from a recent review of the DHS 2003,
pointing to worsening performance in Ashanti, Volta and Upper West Regions, while the RT
felt that at least one of the four deprived regions in the north of the country should be visited.

In comparison with the review of POW 2003, the preparation process has much improved:
many of the documents needed and the overview of the SWAp indicators were available
during the first days of the assignment. This allowed the RT to analyse findings and look for
trends early in time. Most informants knew about the presence of the RT and flexibly allowed
interviews at very short notice. Nevertheless, partly due to Easter with four holidays, it was
not always possible to interview some of the informants at national level.

A limitation of the effectiveness of the review process is the ‘disconnect in time’ that exists
between the presentation of results and recommendations of the previous POW at the
Summit meeting in June each year and its non-inclusion in the next POW, that has already
been drafted and presented at the Summit meeting at the end of the previous year. For that
reason, the RT could find none of the suggestions made in POW 2003 back in the POW
2004 and only few transpired in the POW 2005. For example, the suggestions (Review POW
2003) relating to selective targeting of anti-poverty related activities and inclusion of poverty
indicators in national, regional and district health plans, has seen little follow-up in the
presentation of POW 2005 (Annex 3). Another limitation of the review process is the lack of
consistency and follow-up in the presentation of the expected outputs (EO) in the three
consecutive POW (see Annex 9).

® These studies were in 2003: Ghana'’s pro-poor agenda, the clinical services review; the appraisal of Information,
Monitoring and Evaluation (IME) system; and the maternal mortality study. In 2002 studies reported on: aligning
exemption policies with poverty reduction goals; the proposed National Health Insurance Programme; and the
Private-Public Partnership in Health.

® These were (i) an evaluation of the deprived areas staff incentive, (ii) an analysis of child health policy and
programmes, (iii) an evaluation of the planning and budgeting process at district levels and (iv) a review of the
National TB Control Programme (NTCP).
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Chapter Two: Sector Performance POW 2004

2.1. Introduction

The 2004 POW is implemented by the Ministry of Health and its Agencies established by
law. Achievements in the sector are therefore considered a joint responsibility of MOH, GHS,
Teaching Hospitals and Statutory & Regulatory Bodies:

Ministry of Health (MOH) provides stewardship, coordination and mobilization of
resources. It also has the responsibility of harnessing support from the other sectors
such as Education, Water, Agriculture, Gender, Transport and Communication.

Ghana Health Service (GHS) provides public health and clinical services at regional,
district and sub-district levels, including management of all public health facilities at these
levels. GHS also provides tertiary services in some selected disciplines (e.g. mental
health). All these functions are realised through contractual agreements with the RHMT,
DHMT, CHAG and self financing private providers, while GHS remains responsible for
their performance. CHAG is a patrticularly significant player, providing up to 48% of
clinical services at district level and below.

Teaching Hospitals (TH) are responsible for tertiary care, focusing on referred cases that
need specialist attention. In addition, TH train doctors and ensure appropriate balance
between, service delivery and training.

Statutory Bodies are responsible for monitoring and enforcing ethical standards and
practice of various professional and technical groups. They are, in addition, expected to
educate the public on their rights to seek quality care.

Development Partners support the GOG in implementing agreed policies, facilitation of
SWAp, provision of technical and financial support and sharing information on
international best practices.

Overall, GHS remains the lead provider of outpatient and inpatient services in 2004.
However, the percentage distribution appears to indicate a shift towards more private sector
OPD and IPD admissions as compared with the public sector (GHS and TH).

Table 2.1. OPD and hospital admissions by Agency 2003-2004

2003 2004
AGENCY | OPD % Admission % | OPD% Admission % | COMMENTS
GHS 68 53.7 63 51.8 Down
CHAG 14 27.1 19 30.6 Up
TH 9 135 7 12.1 Down
Quasi 6 4.1 5 4.1 Stable
Private 3 1.8 6 14 Up / down

Note: Military and Trust Hospitals in Accra not included. Private sector data not complete.
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2.2. Overview of sector performance

2.2.1. Data reliability and utilization

The MOH clearly is improving on data management as indicated by the publication of the
Health Information Bulletin and the recent appointment of a Director for Information and
Research. This should help to harmonize data collection, speed up analysis and provide
user friendly feedback. MOH/GHS publishes its own analysis and will in future provide a full
statistical digest to enable others to perform different types of analysis, or check the
assumptions underlying the analysis. In this review, the RT had access to aggregated data
for most performance indicators. As with previous reviews, the RT made every effort to
check consistency, completeness and reliability of the data. CHPS are not consistently
included in all districts reports. There were inconsistencies in the data submitted by some
regions. Quality control of the data is still inadequate and is not uniformly applied.

The quarterly district and regional reviews were observed to be taken place and provided an
opportunity for feedback and use of data for planning. However, this is constrained by delays
in collation and weak culture of data utilization by management. The multiplicity of data
sources and the inconsistencies in the numbers from different sources is another
impediment to utilization.

Output indicators at national level continue to correspond quite well - using the population
proportions from the 1984 census - with the population based information recently collected
by GDHS. This indicates that at least for these indicators, figures collected by MOH do
provide a reasonable perspective of the situation in the country.

Table 2.2 shows performance against targets in 2003 and 2004. Overall sector performance
in 2004 is summarized in table 2.3.

Table 2.2. Selected performance indicators against Targets 2003-2004

MOH Targets Achievement* Target MOH Targets | Achievement* Target
Indicators 20037 2003 (actual) Achieved 20048 2004 (actual) Achieved
OPD Visits/capita 0.55 0.50 No 0.60 0.52 No
Hosp Admis/1000 36 35.9 Yes 38 345 No
U5 Malaria CFR % 15 3.67 No 12 2.8 No
TB Cure Rate 50 61.0# Yes 65 NA No
CPR % 25 22.6 No 28 243 No
ANC Coverage % 99 91.2 No 94 89.2 No
PNC Coverage % - 55.8 Yes 55 53.3 No
Supervised Deliv % 55 51.9 No 80 534 No
DPT3 Coverage % 80 76 No 100 75 No

* = The figures presented here include Teaching and Psychiatric Hospitals. # = From 2002 Cohort Analysis

For most sector-wide indicators, performance in 2004 did improve compared to set targets.
Of 20 indicators (70%) for which performance targets have been set and data are available,
7 achieved their target, while 13 did not (Table 2.3). There were also marked variations in
regional performance. In addition to this there are equally significant intra-regional variations
within the same program.

7 MOH, The Ghana Health Sector Annual Programme of work 2003, January 2003
8 MOH, The Ghana Health Sector Annual Programme of work 2004, January 2004
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Table 2.3. Overall performance in Sector Wide indicators and Targets 2004

Indicator 2004 Targets 2004 Achievements |Comments
Objective: Improved Health Status

Infant Mortality Rate / 1000 live births 64 64 Same as 2003 GDHS
Under five mortality Rate/ 1000 live births | 111 111 Same as 2003 GDHS
Under five who are malnourished 22.1 29.9 Below target
Maternal Mortality Ratio/ 100, 000 live births [ 214 N/A Maternal mortality survey planned
HIV Sero Prevalence 3.0% 3.6% Below target
Objective: Improved Service Outputs and Health Service Performance

Performance of Clinical Care (Coverage and Quality)

Outpatient per capita 0.55 0.52 Below target

Hospital admission rates per 1000 popul. |38 34.48 Below target

Bed occupancy rates 65% 63% Below target

# specialized outreach services 158 162 Target met
Tuberculosis Cure Rates (%) 58% 61% Target met

Under five malaria case fatality rate 3.50% 2.8% Target met

% Tracer drug availability 90% 87% Below target
Performance of Reproductive Health Services (Coverage and Quality)

% FP acceptors 24% 24.3% Target met

% ANC coverage 94% 89.2% Below target

% PNC coverage 57 53.3% Below target

% Supervised deliveries 60 53.4% Below target

% Maternal deaths audited 85% 70.5% Below target
Performance of Preventive Services and Surveillance

EPI coverage (Penta) 80% 75% Below target

EPI coverage (measles) 85% 78% Below target

Guinea worm cases 5000 7275 Worsened, target not realistic
AFP non polio rate >1 15 Target met
Objective: Improved Level and Distribution Health Resources

Human Resources

Doctor to Population ratio 1:16,500 1:17,615 Below target

Nurse to Population ratio 1:2,000 1:1,513 Target met

Health Infrastructure

No. completed CHPS zones [85 [84 [ Target met

2.2.2. Health status

Although health status indicators cannot be calculated on an annual basis, important
reference is made to the findings of the various Demographic Health and Surveys carried out
over the last 15 years. The substantial improvements in outcomes made since 1984

worsened over the last five years

¢ Infant Mortality: The GDHS (2003) gave an IMR of 64/1000. IMR accounted for

75.6% of USMR in 2003. The same pattern of worsening mortality rates was seen in
rural-urban trends although the gap narrowed due to greater increase in urban areas.

¢ Neonatal Mortality: NNM Rates, particularly Early Neo Natal accounted for a

significant proportion of the Infant Mortality. Coupled with high Peri-Natal Mortality,

these findings suggest insufficiencies in Safe Motherhood interventions (birth spacing
and breastfeeding practises).
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Figure 2.1. Trends in Childhood and Neo-Natal Mortality 1988 — 2003

Trends in Ghana’s childhood mortality rates
for the five year periods preceding the DHS:
CMR (12 — 59 months), Post-NMR (1 — 11 months) and NMR (< 1 month)

Source: 1988, 1993, 1998 and 2003 DHS
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Figure 2.2. Trends in IMR and UFMR 1988 — 2003

Trends in early childhood mortality rates

B Infant mortality & Under-five mortality

Deaths per
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2003 Ghana Demographic and Health Survey For the 5_year period before the su rvey
GSS, NMIMR, ORC Macro

e Malnutrition is very prevalent in Ghana: According to GDHS (2003), 30% of U5 had
chronic malnutrition (stunting), 7% were wasted and 22% were underweight.

e Maternal mortality: The real levels of MMR in Ghana are still unknown. Community
based data from IDSR continue to register much lower levels than the regional
average, with significant regional variation.
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HIV sero-prevalence: After the initial increase from 2.9% in 2001 to 3.6 in 2003, HIV
sero-prevalence in pregnancy seems to have stagnated at that level in 2004,
although results of the sentinel survey are awaited. Barring dramatic changes in
2005, it is unlikely that the 2006 target of 2.6 will be realized.

2.2.3. Priority health interventions

Clinical care: The Ghana Clinical Care Service Review of March 2004 has important
recommendations that should be studied and put into effect. Clinical Care outputs
had mixed results in 2004. OPD attendance per capita increased from 0.5 to 0.52,
while the admission rate per 1000 pop decreased from 35.9 to 34.5. Targets were not
met for facility based activities but were met or exceeded for activities that had a
significant share of community-based and outreach work (like ANC, EPI). This is an
important observation with implication for health indicators that rely on the quality and
performance of clinical care.

Disease control services: Targets were not met for EPI while the situation even
worsened for Guinea Worm Eradication. The TB indicator was met, due to the
improved performance of the TB program in 2004 (under the Global Fund supported
activities in Accra and Kumasi).

As Table 2.4 shows, the performance of most of the indicators over the last three years
(since the start of POW II) has been mixed.

Table 2.4. Priority intervention indicators 2001-2004

Indicators* 2001 | 2002 | 2003 2004 | Observations Observations

2003 2004
OPD Visits per capita 0.49 0.49 0.50 0.52 Stable Up
Hosp Admission Rate 34.9 34.1 35.9 344 Better Down
Bed Occupancy Rate (BOR) 64.7 60 66 63.0 Stable Stable
Bed Turnover Rate 40.6 39.6 39.7 43.0 Stable Up
Average Length of Stay (days) 5.8 6.0 5.9 4.3 Stable Down
Specialist Outreach (days) 135 160 175 162 Better Stable
Under Five Malaria CFR NA 3.74 3.67 2.8 Stable Better
% Tracer Drug availability 70 85 93 87.5 Better Stable
TB Cure Rate # 58.9 53.8 61 NA No trend Up
CPR 20.3 21 22.6 24.3 Better Up
ANC Coverage 935 93.7 91.2 89.2 Worse Down
PNC Coverage 52.9 53.6 55.8 53.3 Better Down
Supervised Delivery* 49.2 52.6 51.9 534 Stable Up
DPT3 Coverage 76.3 779 76 75 Stable Down
HIV Sero-Prevalence 2.9 34 3.6 NA Worse Up
Guinea Worm Case 4738 | 5611 | 8290 7275 Worse Stable

Source: CHIM Report 2003. # From 2002 Cohort Analysis; DHS = deliveries by health professionals.
* = “Supervised Delivery” = deliveries by health professionals & Trained TBA;
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2.3. Detailed performance assessment

The list of priority health interventions to address the health problems in POW Il are shown
below. They are divided into Services, Disease Control, Surveillance and Intersectoral
collaboration. The various programmes that operate under these headings will be briefly
presented below.

Priority Health Interventions

e 1. Services

0 Maternal and Reproductive Health Services

o Child and Adolescent Health Services

0 Accident and Emergency Services
e 2. Disease Control

o HIV/AIDS and STI Prevention and Control
Tuberculosis and Buruli Ulcer Control
Malaria Control
Guinea worm Eradication
EPI - Polio eradication and Measles Elimination
Prevention of Blindness

o Non Communicable Disease Prevention and Control
o 3. Integrated Disease Surveillance and Response
e 4. Intersectoral collaboration

O O0O0OO0Oo

2.3.1. Health services

Maternal and Reproductive Health services

Expected output:
o  80% supervised delivery
50% of Public Health facilities meet standards for EOM
10/100000 maternal mortality ratio
28% family planning acceptor rates
1,200,000 couple year protection

e o o o

Reproductive health outcomes have not improved in recent years and are therefore of great
concern to the sector. Uncertainty of the actual MMR estimates is another concern since the
current estimate of 214/100,000 is not supported by recent studies. The 2004 POW focused
on strategies to improve access to essential and emergency obstetric care, family planning
to reduce unwanted pregnancies and harness synergy with HIV/AIDS and STI interventions.
Selected priority activities for this period were: Dissemination of the revised RH policy,
development of standards and protocols; strengthen institutional capacity to provide EmOC;
training in Life Saving Skills (LSS) and FP; intensifying health promotion activities in Safe
Motherhood and FP; improving the referral system from community to health facility;
institutionalizing maternal audits and making maternal death a notifiable event; scaling up
PMTCT; strengthening Post Abortion Care (PAC); scaling up cervical cancer screening, and
implementing exemptions for supervised deliveries.
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Most output indicators improved over 2003. However, the 2004 targets were generally not
met and wide regional variations persisted. The exemption policy was implemented but it
may be too early to assess the impact. Family planning improved slightly by two percentage
points over 2003 but missed the target by 5%. This unfortunately has been the trend over
the years. The RT observed that FP services in Ghana were still largely facility based. The
crunch on human resources, including a high turnover of staff is likely to affect FP service
provision. The RT therefore recommends intensification of community based approaches
within the CHPS concept. ANC coverage decreased in 2004 to 89.2, which was worse than
the 2001 baseline of 93.6. The average number of ANC visits increased slightly to 3.3.
Supervised deliveries also increased marginally from 51.9 in 2003 to 53.4 in 2004. This was
however well below the POW target of 60%. It should be noted that Ghana includes trained
TBAs in this group which is not captured in DHS. Given that the DHS reported supervised
delivery rate of 47% in 2003, it would be of interest to analyse what proportion of deliveries
are actually supervised by trained TBAs, including the trends. CHPS provides an excellent
opportunity to begin addressing this situation, but will require that the CHOs be provided with
requisite basic skills, supplies and support.

Institutional MMR decreased from 2.2/1000 to 1.8/ 1000 between 2003 and 2004. Maternal
audits, on the other hand dropped drastically in this period, from 85% to 55.9%. This was
even lower that the 2001 baseline figure of 60%. Maternal Mortality is a central concern in
Ghana and the RT recommends that the planned MM survey be done immediately in order
to clarify the situation and provide an agreed baseline against which future progress will be
assessed. Making MM notifiable will also help improve the reporting. It is reported that
67.3% of district and regional level facilities offered emergency obstetric care (basic and
comprehensive) but the quality of the service needs to be looked at, given the human
resource situation. Post natal coverage seems to have stagnated at below 55%.

Unsafe abortion remains a significant cause of maternal mortality in Ghana. Although an
internationally acknowledged Post Abortion Care program that allows nurses to perform
MVA has been in place for over a decade, its expansion to the districts has been rather slow.

The RT noted with appreciation the concern and effort put in addressing maternal and
newborn mortality in Ghana. In general, Ghana has adopted the right approach and is trying
to put in place recognized cost effective strategies. The 2003 Maternal Health review
brought out many issues that need to be addressed both in the short and long term. They
are endorsed by the RT. The major issues stalling improvement can be summarised as:

¢ inadequate coverage and slow pace of expansion;
inadequate attention to quality of services;
inadequate integration with other priority programs (especially HIV/AIDS, Malaria),
inadequate supportive supervision;
Weak referral system, and

e inadequate community participation.
As will be seen in the next chapters most of these have strong systems and inter-sectoral
components that can only be addressed with commitment from higher echelons of
administration. RCH units need to identify champions at those levels to sustain advocacy.

The RT emphasizes that that there are no quick fixes to reduce maternal mortality. Family
planning must be intensified to reduce the number of high risk pregnancies. No country has
managed to impact on maternal mortality without marked improvement in this area. In
addition, there is no alternative to increased and sustained investment to increase access to
guality ANC and supervised delivery. The RT observed the adverse effect the HR crisis is
having on emergency obstetric care, because some district hospitals have neither a doctor
nor anaesthetist. This is discussed in detail by the Maternal Mortality report and can not
improve unless appropriate action is urgently taken.
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Table 2.5. Reproductive health indicators 2001-2004

RCH Indicators MOH | MOH MOH MOH DHS Observations Observations

2001 | 2002 2003 2004 2003 2003 2004

ANC Coverage 93.6 93.7 91.2 89.2 91.9 Worse (target 99) Same

ANC Average No 2.8 2.9 31 3.3 NA Better Better

Visits

PNC Coverage 52.9 53.7 55.8 53.3 NA Better Stable

Supervised Delivery* N | 49.3 52.6 51.9 53.4 47%* Stable (target 55) Marginal

increase

Contraceptive Prev 20.3 21 22 24.3 18.7 Better Better

Rate (CPR)

% Malnourished 25% NA 29.9 22

Children

Institutional M. 2.6 2.0 2.2 18 NA Unclear GPRS:

Mortality1000 1.6/1000 (05)°

% Maternal Audits 60 75 85 55.9 - Better (73-100%) Low

Caesarean Section 4.7 5.3 6.0 5.7 - Better (WHO: 5-15%) Stable

Rate

EOC Facilities % 67.3

Basic + Compr/EmOC

* = “Supervised Delivery” = deliveries by health professionals & Trained TBA;
** = DHS uses the definition of ‘Deliveries by Health Professionals’.

Child and adolescent health services

Expected output:
e  20% malnutrition rate among children attending CWC
80% of districts implementing complete IMCI
20% of Public-private facilities providing babe friendly maternity service
Functional ICC for school health in place
50% pre-service institutions teaching IMCI

Priority activities selected for child and adolescent health were the incorporation of IMCI and
pre-service training, scaling up of IMCI in all districts, making more institutions baby and
adolescent friendly, improving growth monitoring and education of mothers on nutrition,
establishing child health week and developing a joint MOH/MOE strategic plan for school
health. The GDHS 2003 showed increasing U5 and IMR, particularly in Upper West, Ashanti,
and Volta region. The high Neo-Natal Mortality rates have already been presented in Fig 2.1.

IMCI: The year 2004 saw the first district level IMCI training and increased collaboration with
the private sector. The number of districts and regions actively implementing IMCI increased
as 575 health workers were trained in 62 districts. In total 56.% of districts were
implementing IMCI in 2004. IMCI was also incorporated into training curricula of MAs and
Nurses. Nutrition did not fare that well as indicated by the proportion of malnourished
children which increased above the 2001 baseline. Breast feeding showed remarkable
improvement, as indicated by the 135 facilities currently accorded baby-friendly status

® The Maternal Mortality Review conducted in March 2004 (as part of the review of the 2003 POW) mentions the
target of the GPRS being 1.6/1000 live births in 2005 and the target of MDG being 0.54/1000 live births in 2015.
However, it is not clear whether these figures refer to institution based (as presented in this table) or population
based data. As no population based figures are available, the real situation concerning Maternal Mortality in the
country remains unclear.
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(compared to only 83 in 2003). Exclusive breastfeeding at 6 months stood at 53%. The
major bottleneck in nutrition is the weak community level interventions and inability to
overcome dangerous traditional feeding practices. Both growth monitoring and education of
mothers have not been adequately scaled up.

School health: There are several activities in school health, including production of a draft
policy, draft guidelines for service provision for GHS, 69,313 children physically examined
(up by 2.5% on 2003), 16.6% of schools given health talks (only 1% increase over 2003).

Adolescent health: Interventions continued to receive support from the African Youth
Alliance (AYA) project, with focus on establishing youth-friendly services. Thus, 9 of 10
regions trained resource teams and more than 500 health workers were trained. This was
accompanied by establishment of Youth friendly corners in some facilities in GAR, VR, CR,
ASR and UWR. There was also an attempt to disaggregate data to highlight adolescent
health issues. Staff shortage, attrition and infrastructure continue to hamper scaling-up of
youth friendly services across the country. More needs to be done in this area. It needs to be
integrated in pre-service curricula to ensure sustainability. Production of relevant IEC
materials should also be stepped up, under the coordination of the Ghana Population
Commission and involving NGO's.

Table 2.6. Child health indicators 2001-2004

RCH Indicators MOH 2001 MOH 2002 MOH 2003 MOH 2004 | Observatio
ns 2004
% Malnourished Children 25% NA 29.9
% District implementing IMCI 56.4
Babe friendly facilities 40 62 83 135 Better
Pre-service schools teaching IMCI All Started
Functional school ICC* Done

* |CC: Interagency coordinating committee

Scaling-up remains an important step in improving both child and adolescent health
outcomes. Activities have been intensified in only a few districts and institutions, mainly
where designated funds are available or there is a special program supported by an external
agency (e.g. AYA and UNICEF). In Northern Region, it is unlikely that the same level of
intensity in IMCI can be sustained, leave alone scaling it up, when the financial inputs from
UNICEF cease. MOH does not have the resources to sustain such successful pilots. The
challenge to improving child and adolescent health is scaling up from successful pilots and
increase real coverage while maintaining intensive support-supervision and quality of
services.

Accident and emergency services

Expected output:
o 5 Regions linked to the ambulance service
o 20% Facilities meet functional criteria
e  Policy to include Ambulance in NHIS

Most health facilities in Ghana, especially public ones, provide 24 hour services. A National
Ambulance Policy was developed in 2003 and received cabinet approval in 2004. The 2004
priority was therefore to implement this service and improve management of emergencies.

Selected activities included — operationalising the national ambulance service; development
of standards and protocols for emergency care; equipping accident and emergency centres;
training of hospital teams; review of hospital fee exemption scheme to include emergencies
and including payment of ambulance service in the NHIS and vehicle insurance schemes.
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The Ghana Ambulance Service (GAS) began as a pilot in 7 locations (high accident
incidence areas) in 3 regions during 2004. A draft policy has been passed by cabinet forming
the basis for ongoing drafting of legislation for a bill to be presented to Parliament in July
2005. The implementation plan is slightly delayed but most targets are on track. There is a
provision within the draft policy for hospital preparedness to meet criteria for accreditation for
NHIS to receive ambulance patients.

Free emergency treatment for the first 48 hours has been implemented but procedures for
re-imbursement of hospitals have yet to be worked out. The rate of expansion of the GAS is
dependent on training of Emergency Medical Technicians (EMTSs). The target set was 400
trained by 2005. With 150 trained in 2004 and an additional 100 in 2005 it is anticipated to
meet the planned target in 2006. The EMT is a new cadre that needs to be captured in the
sector HRH policies and strategies when the latter is reviewed. Attention should be paid to
the findings and recommendations of the Ghana Clinical Care Service Review, March, 2004.

2.3.2. Disease control

HIV/AIDS and STI prevention and control

Expected output:
o 6 facilities providing ARV therapy
e 2000 patients on ART
e 6000 mothers on PMTCT
e  40% Health workers trained in STI and opportunistic infections management

The programme continued to focus on delivering the health component of the HIV/AIDS and
STI prevention control, working closely with the Ghana AIDS Commission. In 2004, it paid
particular attention to scaling up of ART and traditional prevention strategies.

This was implemented through the following activities: scaling-up ART based on the 3X5
strategy; increasing access to VCT services; strengthening sentinel surveillance and scaling
up PMTCT,; Strengthening capacity of both public and private providers in managing STI and
opportunistic infections; implementing Behavioural Change and Communication (BCC)
strategy, including improved perception of risk, increased demand for condoms/VCT and
reducing victimization of PLWHA.

The HIV/AIDS program is well resourced, with additional funding expected from the World
Bank’s Treatment Acceleration Programme (TAP) for accelerating ART. Progress is
attributed to increased funding, more focused management, pre- and in-service training in
VCT and PMTCT, linkage of VCT/PMTCT and integration with FP/RH activities.

Sentinel surveillance: A sentinel survey system has been in operation in Ghana since 1990.
It is based on annual sero-prevalence survey of selected sentinel sites using unlinked
anonymous method and antenatal clients. The sites increased from 30 in 2003 to 35 in 2004,
with improved testing kits and better dissemination of reports. Each region now has at least
one rural site.

VCT and PMTCT: These have been more closely linked, leading to rapid increase in sites
from 2 in 2002, 19 in 2003 to 52 in 2004. PMTCT has been expended to all the ten Regional
and Teaching hospitals. They have also been integrated in pre-service training.
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Table 2.7. HIV/AIDS indicators 2001-2004

HIV/AIDS Indicators MOH MOH MOH MOH Observations
2001 2002 2003 2004

HIV Sero-prevalence (median) 2.9 34 3.6 NA Up
VCT Centres 0 4 26 52 Up
Clients receiving VCT 6,698 15,490 Up
PMTCT sites 0 2 19 52 Up
Women put on Neverapine 249 - 190 Down
ART sites 0 2 3 4 Up
Facilities providing ARV 3 4 Target not met
Patients on ART 197 2,028 Target met
Mothers on PMTCT (accessing) 8,490 Target met
Health Workers trained in STI case mgmt NA NA NA No data available

ART: Although improvements were recorded, targets were missed for all ART related
indicators. There are now four sites offering ART, two less than planned for 2004. Only the
Korle-Bu Teaching Hospital offers a comprehensive care package. The number of patients in
ARV therapy increased from 197 in 2003 to 2028 in 2004. Plans are in place to establish
ART sites in all regional capitals, 4 private facilities and 15 district hospitals by the end of
2005. National Accreditation Criteria will be used to assess site readiness, focusing on
districts with prevalence above 5% or where there is a concentration of PLWHA.

Despite all these achievements, HIV sero-prevalence seems to increase. This may be due
to: targets have not been set realistically; there is inadequate focus on prevention and BCC
and IEC and too much attention to ART/PMTCT and PLWA, or annual assessments take
place too frequently. Obviously more work is needed to address these bottlenecks.

Tuberculosis and Buruli Ulcer

Expected output:
o  80% districts with functional diagnostic centres
e 65% TB Cure rate
e  Establish BU prevalence rate

TB has increased steadily due to the HIV/AIDS epidemic. Priority activities selected for 2004
were: Training public and private providers in DOTS; establishing TB diagnostic centres in
every district; strengthening defaulter tracing; and intensifying community education on
prevention and care.

Performance of TB program has improved in the last year, fortified by increased funding
from the Global Fund. Success was also attributed to innovation (private sector participation
in Greater Accra/Ashanti regions and treatment supporters) and stronger regional ownership
of activities. However, case detection rate fell from 58% to 52%, lower than the 2004 target
of 55%, but Cure rate is increasing to 61% (2003 target of 60%).
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Table 2.8. TB Indicators 2001-2004

TB related Indicators MOH MOH MOH MOH Observations
2001 2002 2003 2004
Case Detection Rate/100.000 62 59 58 56 Stable; (NTP data)
TB Cure Rate 47.9 55.1 61 NA Better
TB Defaulter Rate 17.6 14.8 135 NA Stable

Although only two regions failed to meet their targets, formidable challenges still persist.
Scaling-up of the innovation will require additional intensity. Both CHPS and private sector
offer opportunities, but it will require additional sustained investment. Health systems issues
such as human resources, drugs logistics and laboratory facilities should also be addressed.
The program recognizes weakness in its IEC component. An extensive review of the NTP is
recommended in order to maximise the use of the expected funds from GFATM.

Figure 2.2. TB Treatment outcome analysis trend 1996-2003
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Buruli Ulcer.

The main activities planned in 2004 for control of Buruli ulcer included: Training of providers
and equipping of health facilities to improve diagnosis and management; Review of the
exemption policy to include treatment of Buruli ulcer; integration of Buruli ulcer surveillance
into the surveillance system.

Cases of Buruli ulcer increased in 2004, probably a factor of intensified case detection in
some districts and better reporting. This was particularly evident in certain districts in Ashanti
region. Planned activities were largely realized. The exemption policy was effected and BU
is now included in the disease surveillance system. Training was however limited, mainly
due to limited resources.

Malaria control

Expected output:
o Reviewed malaria policy
e  43% targeted population sleeping under ITNs
o 25% <5 malaria case fatality rate
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Malaria remained the leading cause of OPD attendance in 2004. The focus in 2004 was to
scale up both prevention and case management. Priority activities were: revision of malaria
control strategy to scale up ITN and IPT (children U5 and pregnant women); updating the
anti-malaria drug policy; consolidating use of pre-packed anti-malaria drugs in home and
institutional treatment and; pilot voucher system in the Volta Region.
The new drug policy was implemented 2004, but more work needs to be done to ensure
application at clinical level. Backed by additional funding from Roll-Back Malaria (RBM)
Initiative and the Global Fund, intensified malaria activities in 2004 led to positive outputs in

all areas, especially in the 20 pilot districts:

e Overall morbidity in health facilities fell (from 45% in 2003 to 43% in 2004) but
increased in 4 out of 10 regions. Case Fatality Rate fell to 2.8%, compared to 3.5% in
2001 (regional variation was from 2-5%).

e IPT coverage rose to 33% in the 20 pilot districts. Plans are underway to scale this

up nation-wide in 2005.

¢ Knowledge on fever management in homes increased from 22% to over 70%.

¢ Innovative approaches, including vouchers, community and facility based subsidy of
ITN and social marketing, are credited for the sharp increase in ITN coverage from
3.5% in 2003 to 15% in 2004. NR has the highest ITN coverage of over 40% and was
not include in the internal assessment made by the Malaria unit.

Table 2.9. Malaria Indicators 2001-2004

Malaria Indicators MOH2001 | MOH2002 | MOH2003 | MOH2004 Observations
Under Five Malaria Case Fatality Rate 35 3.74 3.67 2.8 Declining
<5 Yrs under Bed Net 12.2% NA NA 15 DHS 2003: 14.6%
<5 Yrs under ITN 4.1% NA NA NA DHS 2003: 3.5%
% of all OPD cases 437 45.33 435 Stable

The program was hampered by several system issues: lack of human resources, inadequate
integration of malaria with other health activities and lack of district-level ownership. The
latter was not helped by the fact that planning of Malaria activities is still highly centralized
and the districts are not aware of the resources available to them in advance. This means
that the actual activities implemented during the year are not specified in the districts annual
POW or budget. This may lead to distortion of focus and time allocation when the plans are
introduced midstream. The capacity for nation-wide scaling up is questionable, as is the
ability to sustain the gains in the 20 pilot districts without the additional inputs.

Best practices that have added value to the Malaria control program are: Public-private
partnership on vouchers and on ITN subsidy; Sustained IEC encouraging ITN use;
Collaboration with selected programs (e.g. RCH and EPI/NID).

Guinea Worm Eradication (GWE)

Expected output:
e 800 Guinea worm cases
e  50% endemic communities have potable water
e  70% Guinea worm cases contained

Priority activities put in place during 2004 included strengthening of community based
surveillance, case containment and more effective inter-sectoral action, especially with the
Water Department.
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Table 2.10. Guinea Worm indicators 2001-2004

INDICATORS 2001 2002 2003 2004 Observations
Reported Cases 4749 5611 8290 7275 Still high
% Endemic communities with 39 38 38 46 Stable
potable water
% Guinea worm cases 68 66 51 56 Stable
contained

Despite the plans, reported Guinea Worm cases in 2004 showed only a marginal drop from
2003 and remained the second highest in the last four years: from 4739 in 2001 (baseline) to
5611 in 2002, 8290 in 2003 and 7275 in 2004. In 2004 the highest cases were reported in
Northern (4979: 68.3%) and Volta Region (1604: 22.04%). This trend cannot be attributed to
better case detection alone and must be due to ineffective interventions. Inter-sectoral
collaboration remains weak at all levels and community participation needs further
strengthening. There is need to do a thorough review of the whole program build on the slim
gains in 2004 and strengthen linkages with other communicable diseases, (especially
Malaria and Onchocerciasis) and with the District Assemblies.

EPI - Polio eradication and Measles

Expected output:

100% DPT/HepB/Hib coverage

6000 Measles cases recorded

Wild polio eliminated

80% stool from AFP collected within 48 hours

Although EPI had made significant progress, Polio eradication stalled, with identification in
2003 of 8 (1) new polio cases after two years of polio-free status in the country. Priority
activities for 2004 were: Revision of the EPI strategy to incorporate targets for measles and
tetanus; sustaining high levels of routine immunization coverage by strengthening static and
outreach services as well as targeted supplementary activities; conducting four nationwide
NIDs; strengthening Acute Flaccid Paralysis (AFP) and measles case-based surveillance,
and; implementing a financial sustainability plan for immunization.

Table 2.11. EPIl indicators 2001-2004

EPI related Indicators MOH 2001 | MOH 2002 | MOH 2003 | MOH 2004 DHS 2004
2003 Observations

Penta-3 (DPT3) Coverage 77 779 76 75 76.4 Stable
Measles Coverage 82.4 83.7 79 78 83.2 Worse
# Suspected Measles cases 14,948 4,341 2,443 NA Down
Malaria as % morbidity 0.2% 0.1% 0.01
AFP Non Polio Rate 2.8 2.0 13 152 NA (Target 1.0)
Suspected measles cases 13,476 12,130 2,642 2,443 NA Stable
Wild Polio 0 0 8 0 NA
% Stool timeliness (80%) 70 85 75 84 NA Target met

Measles and DPT coverage did not improve in 2004, although fewer cases of measles were
reported than the targets. Polio eradication however was stepped up with continuation of
four NID per year. Indeed there was no new case of polio in 2004. However, given the effort
that goes into NID and the shortage of human resources in the country, it is possible that this
activity is taking the focus away from routine immunization, hence the stagnation. The cold-
chain system functioned satisfactorily in 2004.
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The differentials in resource allocation between NID and other public health activities in
Ashanti Region is an indicator of the distribution of investment and efforts. The financial
sustainability plan for immunization was not completed in 2004. It is important to note that
the routine EPI performed badly in Kumasi and Accra, where service priority was shifted
towards the realisation of Global Fund goals.

Prevention of blindness

Expected output:
e 650 cataract surgeries
e 1300 TT surgeries
o 85% antibiotic coverage for active trachoma in endemic communities

Ghana has a high prevalence of preventable blindness that POW Il intended to address in
2004. Priority was given to increasing cataract surgery and strengthening the implementation
of the 'SAFE’ strategy for Trachoma control. Planned priority activities included:
Strengthening regional and district capacity to conduct cataract surgery; promoting
community based surgery and; implement a program for identifying children with refractive
errors and providing corrective interventions. This program is hampered by human resource
constraints. The RT was informed about specialist outreach activities by ophthalmologists
but was unable to obtain the data.

Non-Communicable Disease control

Expected output:
e Updated NCD strategy
o 10% of target health workers trained in management of NCD

Non-Communicable Diseases (NCD), including mental health disorders and substance
abuse are on the rise but have not been given sufficient emphasis in national and district
programs. The 2004 POW intended to provide effective public health response by: updating
and implementing a national policy and strategy; establishing a cancer register; promoting
good practices and strategies for promoting health; establishing systems for surveillance and
reporting on NCD; strengthening capacity of health institutions to diagnose / manage NCD.
Although the NCD strategy has not been updated, the disease surveillance system has
begun to capture these data. Training in management of NCD is in pre-service. The RT was
unable to assess the quality of training in this area but noted that continuing updates were
rare, especially for rural staff. Given the rapid changes in management of NCD, continuing
medical education should be intensified and outreach specialist sessions expanded beyond
what is currently happening. It therefore calls for greater collaboration between GHS and TH.

Table 2.12. Selected Non-Communicable Disease indicators 2002-2004

INDICATORS 2002 2003 2004 Observations
# Hypertension cases 195055 212354 206925 Stable
(2.7%) (2.8%) (2.7
# Other Heart diseases 19162 18445 14983 Down
(0.3%) (0.2%) (0.2%)
# Diabetes 24716 28958 26408 Stable
(0.3%) (0.4%) (0.3%)
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2.3.3. Integrated Disease Surveillance and Response (IDSR)

Expected output:
o 80% of districts with epidemic response
e  3.5% AFP non-polio rate
e Revised guidelines for disease surveillance

The Integrated Disease Surveillance and Response (IDSR) system has been in place since
1998. Activities in 2004 aimed at improving the sensitivity of the system and epidemic
preparedness. Activities included: Revision of guidelines to strengthen community based
aspects and incorporate maternal mortality; strengthen public health reference laboratories;
strengthen district and sub-district capacity to carry out surveillance and; implement the
IDSR Reporting strategy.

The IDSR guidelines were revised and progress was made in incorporating maternal
mortality into the system. There was significant improvement in IDSR reporting and
strengthening of regional and district activities. IDSR has put in place weekly district reports
to the regions and from the regions to the centre, using the radio system, computers and
hard copies. The focus in 2004 was more on communicable diseases, especially polio,
malaria, meningitis, Yellow Fever, Cholera. A high (80%) epidemic response capacity may
already have been attained, given that all Districts in Ghana submit routine surveillance data.
There are however resistant pockets of poor or late reporting among hard to reach districts
(in some seasons) and CHAG institutions. Areas for improvement include strengthening
surveillance of non communicable diseases (diabetes, hypertension, cancer etc), improving
information sharing across all levels, the feedback loop and capacity for emergency
epidemic response. The wide coverage and cheap availability of mobile phones is a booster
that should be considered alongside more expensive radio communication systems.

IDSR suffers from several problems such as inaccurate and incomplete reporting by health
institutions and a weak community component

2.4. Regional performances

2.4.1. Regional differences in outputs

There are marked variations in regional performance. Coverage figures vary substantially as
in the TB Case Detection Rates of 20% and 80% in NR and CR respectively. There are
differences in FP coverage (47.9% in BAR vs 13% in Ashanti), in ANC (77% in Greater
Accra vs 110% in NR); and in Hospital Admission Rate being 52.1% in UWR vs 23.7% in
Greater Accra. There are also intra-regional variations in performances in same program
areas such as 46.3% TB Cure rate in CR compared to its case detection of 80%.
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Table 2.13. Regional performances 2004

Service Output Indicators by Region, 2004
Reproductive Health Preventive Services Clinical Care Services
Region Guinea OPD Hosp. Bed
worm per Adm. Occup.
%FP %ANC %PNC % Sup. Del % DPT3 | % Measles cases capita Rate Rate
Ashanti 13.2 79 52.8 56.2 67 85 0.61 37.26 60.4
Brong Ahafo 47.9 90 55 57.8 83 336 0.67 24.99 67.3
Central 33.6 107 70.6 76.3 84 0 0.50 34.42 64.9
Eastern 29.9 81.4 67.1 47.2 78 27 0.53 37.20 49.3
Greater Accra 18.5 71.7 40.9 46.2 55 3| 052 23.72 99.9
Northern 16.7 1104 62.9 48.2 93 4979 0.31 35.59 59.2
Upper East 20.2 102 48.4 71.2 86 15 0.59 43.38 413
Upper West 44.6 94.7 94.1 71.2 89 222 0.48 52.14 51.9
Volta 25.6 86.1 45.7 39.7 70 1604 0.42 38.65 475
Western 23.2 94.7 32.8 46.2 85 4 0.51 38.90 53.4
National 24.3 89.2 53.3 53.4 75 7275 0.52 34.48 63.0
Completeness of
Districts 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%
reporting.

More detailed analysis of some regional trends paint an interesting picture. In Ashanti region
for example, maternal mortality reporting increased progressively over a decade and
stabilized in 1999, though at a higher level than the baseline. The RT recommends in-depth
assessment of such regions to understand the dynamics, some of which have been raised in
this review, to achieve the desirable results.

Figure 2.3. Maternal deaths trends in Ashanti Region
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s
180 AR s
160
140 /W/A

6
120
g 100 o705

80 /9?

60 ¥5

40

20

o T

8 & 8 88 8 8 8 B B B B
[——Maternal Deaths |

2.4.2. Performance of the four deprived regions

The table below shows overall an improvement in the performance in the four deprived
regions between 2003 and 2004, except in a few areas such as TB control and ANC. NR, as
was observed in 2003, remained the weakest performer. CR, NR, UER made little progress
in Post Natal Care and FP. UWR made good improvements in these areas. The supervised
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delivery rate in the four deprived regions improved considerably, notably in UER; NR
however performed below the national average despite the free delivery package.

Access to professional (nursing) staff saw some improvement from 2003 to 2004 in the four
deprived regions. Population per doctor decreased considerably in three of the deprived
regions and was stable in UWR. Note, however, that there is some uncertainty regarding the
comparability of the figures between the two years, due to definitional differences (e.g. 2004
figures include private physicians).

Table 2.14. Performance in deprived regions vs national average 2003-2004
CR CR NR NR UWR UWR UER UER Nat Nat

INDIC lblEaiiehe 2003 2004 2003 2004 2003 2004 2003 2004 2003 2004
% Under five years who ? 316 ? 488 ? 341 ? 317 ? 29.9
are malnourished (Wt/A)

HIV sero-prevalence 54 NA 21 NA 22 NA 35 NA 36  NA
among pregnant women
Tuberculosis Cure Rate 47  46.3 NR 65 NR 52 41 59.6 53.8 61

e | ‘Sueniseddelveries 67 763 302 482 673 712 49 72 5L9 534
% FP acceptors (CPR) 26 336 16 167 36 446 19 202 226 243
% ANC coverage 1025 107 1027 1104 887 947 1002 102 912 892
% PNC coverage 697 704 621 629 758 941 501 484 558 533
EPI coverage - DPT3 83 84 8 93 87 8 83 8 % 75

Population to Dr Ratio 385 234 760 581 327 308 505 30,0 17,4 17,6
Population to Nurse R. 2900 1695 4070 2941 3169 1786 3159 1408 2598 1513

ACCESS
Hospital admission 329 336 377 218 505 639 411 411 35.9 345
rate/1000pop
% Maternal audits to 84 100 60 0 100 100 100 935 85 70.5
maternal deaths

QUALITY Maternal deaths (Inst) 159 240 100 248 220
Under-Five Malaria NA 21 NA 34 2.7 24 24 25 3.6 2.8
case fatality rate

R AFP non polio rate 100 100 080 170 0.60 1.67 22 200 1.43 152
Bed occupancy rate 61 673 59 = 519 48 4715 47 534 64.1 63.0

2.4.3. Rural-Urban differences

Rural-urban differences in sector performance persisted in 2004. In depth analysis of child
and maternal health outcomes and other priority intervention however reveal a complex
picture. The rural-urban gap is getting smaller, partly due to faster improvement of health
conditions in rural areas in addition to stagnant or worsening outcomes in urban areas.
Increased rural-urban migration with a faster urban population growth than national averages
has not been accompanied by commensurate expansion of urban health facilities. The
majority of these immigrants are jobless, poor and reside in temporary urban slums that lack
basic social amenities and public health interventions. Governments rarely invest in these
settlements, since they are illegal and considered temporary. Increasing poverty and lack of
health interventions are the primary cause of this trend. The RT suggests that MOH works
with urban authorities and undertakes actions to increase coverage of health facilities in
these urban slum areas.
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Figure 2.4. Rural vs Urban fully immunised children 1988-2003

% children 12 — 23 months who are fully immunized, 1988 - 2003
rural vs. urban
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2.5. Conclusions and recommendations

The performance of each priority intervention has been analyzed in detail above. The RT
has identified a number of issues that, almost invariably, apply across the board. Effectively
addressing them is likely to have a multiplier effect on all the individual interventions:

Overall, similar to the previous year, most performance targets were not achieved.
¢ Review the target setting process and inject realism;
e Bring conformity between national priorities and service delivery at the district;
e Focus on improving coverage and increasing utilization of services. Quality and
access are critical issues;

Public health related interventions did better than clinical ones.
e Focus on systemic issues that constrain clinical services e.g. HR, QA, infrastructure;
e Integrate the contribution of earmarked funds in the annual planning exercise.

Data quality, completeness, utilization and feedback remain a problem.
e Continue and strengthen the on-going reform of the information system (IME).

Integration of public health programs and linkage with clinical activities inadequate.
e Focus on human and behavioural factors with program managers
e Strengthen central coordination and communication with the districts

National priority interventions are generally not carried through to District activities
e Critical supervision of the “priority intervention chain”;
o Review why earmarked funds define district priorities and are seen as the only
resource for scaling up.
e Review sustainability of “pilots” supported by these funds.

Enhance health promotion and mainstreaming of IEC activities.
e Complete approval of the Health Promotion Policy and review strategies
¢ Include specific sector wide indicators for IEC performance
¢ Enhance behaviour change communication (BCC) to counter harmful practices
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Maternal Health requires sustained attention and investment.

Increase attention to FP with special focus on CBD and CHPS

Improve skilled attendance at delivery and access to EmoC in the districts by
investing both on HR, the referral system and infrastructure

Accelerate the National Ambulance service and link it strongly with maternal health
Improve neonatal care by those who attend to deliveries (TBAs and Midwives)
Conduct the MM study this year to provide a realistic baseline for Ghana
Institutionalize maternal mortality audit and make MM notifiable in Ghana

Mobilize communities and political support for safe motherhood following the PMMN
strategy and in line with the 3-Levels of delay

Take full advantage of CHPS. Improve obstetric skills of CHOs

Hasten the implementation of relevant recommendations of Ghana Clinical Care
Services Review, March 2004.

Child survival activities lack sufficient coverage and are often not sustained.

Expand IMCI beyond the 62 districts while assuring sustainability
Place increased attention on nutrition in facilities and in outreach work
Maximize CHPS to expand child survival activities; strengthen participation.

Gains made in communicable disease control have not yet been sustained

Intensify continuing medical education on NCD and outreach specialist sessions with
a collaborative arrangement between GHS and TH.

Strengthen regional and district capacity to identify refractive errors, corrective
interventions and conduct cataract surgery.

Thoroughly review the whole Guinea Worm Eradication program, Strengthen
linkages with other communicable diseases, (like Malaria and Onchocerciasis) and
with the DA.

Best practices that have added value to the Malaria control program must be
sustained and expanded (Public-private partnership on vouchers and on ITN subsidy;
Sustained IEC, ITN use; and collaboration with selected programs (RCH and
EPI/NID).

Scale-up innovation with additional intensity and work through CHPS and private
sector, but this will require additional sustained investment.

09/03/2007 MoH PoW 2004 Report of the External Review Team April 2005 41



Chapter Three: Bridging Inequalities

3.1. Introduction

In August 2001, Ghana'’s health performance was reviewed, almost at the end of the First
Five Year Programme of Work (POW 1). The executive summary of that document is
revealing, as it provides insights in the findings as seen at that moment in time:

Box 3.1. Lessons learned from POW I*

Performance: The overall health status of Ghanaians has improved,
but the gains have been slow and unequal. Utilisation has remained
constant; some public health services have increased outputs.

Persisting constraints have been:

¢ Financial barriers to access services have remained

e Targeting of the poor and vulnerable has not been optimal

e The delivery system has not been responsive to beneficiaries

e Potential of intersectoral work and contribution from NGO has
remained untapped;

¢ Building blocks of the organisational reform are in place, but
progress to achieve the expected efficiencies has not been
realised;

e Human resource strategies resulted in only marginal staff
increases. Addressing low salaries remains a dilemma;

e While budgetary targets were achieved, per capita
expenditure remained low and the allocation inequitable.

* Reflections on the First Five Year Health Sector POW, 1997-2001.

Based on these findings, the POW Il has been written with a clear focus on (i)
responsiveness to health needs; (ii) equity considerations and focus on the poor; (iii) a
change in roles and responsibilities of the MOH; (iv) an emphasis on establishing good
partnerships (under a SWAp mode) and (v) the intention to develop a national health
insurance system.

Now, four years later, this review is once more trying to make the balance. We will discuss
below physical, human resource, financial and socio-cultural barriers to access of care. At
the end we will provide some general reflections on health policy in a broader context.

09/03/2007 MoH PoW 2004 Report of the External Review Team April 2005

42



3.2. Physical barriers

The POW Il aims to reduce geographical inequalities by reducing physical access barriers.
The aim for infrastructure development is consequently to direct resources to the provision of
facilities in the deprived regions, towards district and sub-district community-based care and
to staff accommodation in rural areas. Whereas 25% of the population lives in the four
deprived regions, 23% of district hospitals, and 27% of health centres are located in the four
regions. This apparent ‘fair’ distribution should, however, be seen in the context of their
geographical situation that is characterised by a dispersed population, long dis