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EXECUTIVE SUMMARY

The following summarises the main findings and recommendations of the
independent review of the health sector 2007 POW. The review assessed progress
towards sector objectives and targets and specific areas under each of the POW’s
four strategic objective, and considered equity as a cross-cutting issue.

Sector progress and challenges

Progress towards sector-wide indicators There has been good progress towards
some sector-wide indicators. OPD attendance per capita increased significantly, from
0.52 in 2006 to 0.69 in 2007, reflecting expanded NHIS coverage. In child health, the
proportion of U5s sleeping under an ITN and the proportion of infants receiving
Penta3 and measles immunisation increased between 2006 and 2007 (from 41.3% to
58.3%, 84.2% to 88%, and 85.1% to 89%), and targets for 2007 were almost
achieved.

In communicable diseases, HIV prevalence in pregnant women declined from 3.2%
to 2.6%, exceeding the target for 2007, and the number of HIV-positive individuals
receiving ART doubled from around 6,000 to over 13,000 between 2006 and 2007,
although the increase was insufficient to meet the 2007 target. The TB treatment
success rate continued to increase, reaching 76.1%, although again the target for
2007 was not met. Incidence of guinea worm declined between 2006 and 2005,
exceeding the annual target, although at current rates of progress the 2011 target
may not be met.

With the exception of ANC coverage, which showed a slight increase in already high
rates, maternal health indicators worsened. The proportion of deliveries attended by
a trained health worker declined between 2005 and 2007 from 54.1% to 35.1% and
targets were not achieved in 2006 or 2007. After improving between 2005 and 2006,
institutional MMR worsened between 2006 and 2007 from 197/100,000 to
244/100,000. There is an urgent need to step up efforts to address these worsening
indicators.

The POW 2007-2011 also includes sector-wide indicators to track progress in sector
financing and equity. Data are not yet available to comment on these indicators, with
the exception of NHIS coverage, which achieved an increase in the proportion of the
population with a valid NHIS card from 25% in 2006 to 42% in 2007.

Challenges and future direction The Five Year POW 2007-2011 identifies
challenges facing the health sector as: slow improvements in health outcomes;
persistent under-nutrition; persistence of some diseases that could easily be
controlled; neglect of other diseases which intensify poverty; growing burden of NCD;
uneven performance and productivity; and missed opportunities for mobilising
resources for health development. The independent review identified the following
specific challenges, some of which are discussed in more detail in this report, which
need to be addressed to ensure effective future sector performance and achieve the
objectives of the Five Year POW and of the MDGs. These include:

» Intersectoral action — Achievement of the objectives of the POW 2007-2011 is
dependent on action by other sectors and by other actors in the health sector not
just by the MOH. Intersectoral and intrasectoral action will therefore be critical to
success. Establishing effective and efficient mechanisms for coordination and
collaboration will be a significant challenge for the MOH during 2007-2011.



= Engagement with DAs — Engagement with DAs, an increasingly important source
of funding for the sector at district level, will be essential to ensure a strategic
approach to capital investment in health facilities and staff accommodation,
support for health worker training and efforts to improve maternal health, and
action to create an environment that supports healthy lifestyles.

» Integration and linkages — Some initiatives, such as RHNP and HIRD are not well
integrated with district plans. Links between various initiatives intended to
improve MCH, including HIRD, CHPS, RHNP and IMCI, are unclear. It will be
important to ensure that efforts to accelerate action on MDG 4 and MDG 5 do not
result in further verticalisation and fragmentation of services and funding.

* Financing non-curative services — GOG funding for item 3 has reduced. While the
NHIS has increased provider revenue for curative services, this leaves a potential
gap in resources available for public health and non-curative services. District
dependence on direct programme and earmarked funding, which is not included
in district planning and budgeting and is not always predictable, is a concern.

» Resource-based planning and performance — Performance agreements and
contracts are based on an understanding that if resources are not provided,
targets cannot be reached and thus the agreement is not binding. There is a
need to institute resource-based planning from the lowest level, with aggregate
negotiated targets constituting national sector targets. Success will depend on all
activities being incorporated in one plan and monitoring framework at all levels.
District, hospital and regional targets should form the key agenda for periodic
reviews and the basis for management contracts for DHA, hospitals and RHA.

» Inequitable access to services — Inequities in health facility coverage and
distribution of health staff are stark. While this is recognised, and reflected in the
sector-wide indicators in the POW 2007-2001, there is no concrete plan to tackle
inequity in deprived districts that incorporates capital investment, procurement,
staff and other inputs as well as action to target NHIS registration to the poor.
Specific attention should be given to strategies to recruit and retain staff with an
appropriate skills mix, to fill existing gaps and address future gaps related to the
ageing work force.

= Containing costs — A major challenge for the sector is balancing expansion in
service coverage to reach MDG 4 and 5 and address inequities, which has
implications for infrastructure — for example, expansion of CHPS — and staffing,
for example, expansion of mid-level cadres, with containment of capital
investment and salary costs.

» Quality of care — There are no indicators in the POW 2007-2001 on quality of
care. Systems need to be put in place to ensure that expanded utilisation of
health services as a result of increased NHIS coverage does not compromise
quality of care.

Healthy lifestyle and environment

Regenerative Health and Nutrition Programme RHNP is an important initiative,
given Ghana'’s increasing burden of non-communicable disease (NCD) and demand
for health care. Good progress was made in 2007. RHNP was piloted in 10 districts
and 1,000 community change agents and 40,000 advocates were trained. Healthy



lifestyle messages were communicated through mass and community media. The
MOH developed a draft Strategic Plan and Communication Strategy and reviewed
pilot implementation experience.

Efforts have concentrated on healthy lifestyle messages, with less attention given to
other RHNP components. RHNP has not taken steps to target messages to different
audiences or adapt training to the local context. Limited progress has been made as
yet in collaboration with other sectors to define a package of interventions and
implementation responsibilities. Institutional and financial sustainability need to be
addressed, including integrating RHNP into sector plans and activities and exploring
potential DA and NHIS funding. There is no plan to collect baseline information or
data to monitor progress or measure impact. Recommendations include:

» |dentify priority public sector and private sector actors for action on RHN and
engage with these actors to mobilise commitment.

» Establish a core intersectoral task force comprising the above under the auspices
the proposed RHN Secretariat, to provide leadership in the following areas.

» Define key RHN objectives, indicators and targets at national and district levels.

» Work in partnership with priority public sectors to identify clear roles and
responsibilities and integrate these into existing policies, plans and activities.

= |dentify the potential contribution and role of the private sector and NGOs.

» Review the communication and training components of the RHNP.

» Develop an M&E strategy.

Health services

High Impact Rapid Delivery Planning workshops have been conducted in all
regions, and plans and budgets for 2008 developed for all districts. Funds were
released to all districts and regions in September 2007. HIRD has increased focus on
RCH interventions in some districts, largely because it provides specific funding for
service delivery. However, maternal health indicators indicate that there is a still an
urgent need to scale up coverage with key interventions and services.

HIRD planning was conducted separately from district health planning, and did not
involve hospitals. A separate M&E framework is being developed. Parallel planning
and funding has resulted in poor integration of activities and the perception that HIRD
is a vertical programme. This is exacerbated by the lack of a clear strategy and set of
agreed interventions. Some districts have used HIRD funds to fill gaps in their budget
or to pay debts rather than for MCH interventions. Recommendations include:

= Agree and disseminate a package of essential interventions.
» Ensure integration of HIRD planning into district resource-based planning and
budgeting processes.

Supervised delivery Coverage of ANC is high and increased slightly in 2007. The
proportion of maternal deaths audited has risen. Efforts have been made to increase
midwifery training, although uptake of places was low, and to upgrade equipment and
transport for obstetric services, including district deployment of ambulances. DHMTs
are using innovative approaches to increase supervised delivery including targeting
pregnant women for NHIS registration and providing incentives for TBAs to refer
women to facilities. DAs are improving access to supervised delivery and emergency
obstetric care by upgrading facilities and funding scholarships for midwifery training.

Despite these efforts, the proportion of deliveries attended by skilled personnel fell
sharply in 2007 and significant regional, urban and rural, and socio-economic



differences remain. Poor quality of care (related to lack of qualified staff and
equipment, limited awareness of current policies and inadequate training), distance
from health facilities and socio-cultural factors contribute to low rates of supervised
delivery. Anecdotal evidence suggests that the decrease in supervised deliveries
may be partly due to the ending of exemptions for delivery care and consequent
financial barriers for women not registered with the NHIS. Recommendations include:

= Strengthen dissemination of RCH policies to district and health facility levels.

= Use opportunities provided by high ANC attendance to promote supervised
delivery by a skilled attendant and create awareness of the benefits of NHIS
registration; and target pregnant women for NHIS registration.

» Promote midwifery as a career and uptake of available training places.

= Explore the potential to upgrade CHPS compounds in strategic locations, i.e.
where access to health facilities is limited, to community maternity homes; and
opportunities for DA financing of this.

= Identify localities within metropolitan areas with high home deliveries and work
with local health facilities to increase uptake of institutional delivery.

» Strengthen existing efforts to prioritise capital investment in essential obstetric
equipment and supplies and transport for emergency obstetric care.

= Encourage the national ambulance service to work with DHMTs to plan priorities
for deployment of ambulances, and CHPS to mobilise community-based
emergency transport for maternal care.

Family planning Health facilities are using innovative approaches to ensure that
women have access to advice and contraceptives as well as stepping up community
education. Although facility staff report a slow increase in uptake and more positive
attitudes towards FP, targets for FP indicators were not met in 2007. While CYP
using short term methods increased, use of long term methods declined markedly.

The vertical nature of service provision — for example, FP is not integrated with ANC
— limits opportunities to improve FP uptake. Lack of male involvement and support,
and opposition from traditional and religious leaders are critical barriers. A related
factor contributing to low uptake is the persistence of FP myths, some of which are
propagated by health providers. Some staff lack up-to-date skills and knowledge to
provide comprehensive FP services, including to adolescents. FP is not covered by
the NHIS, affecting FP access for poorer women and offering little incentive for
private practitioners to provide FP services. The funding gap for contraceptives is a
serious concern and commodity security needs to be addressed urgently.
Recommendations include:

» Integrate FP services into ANC to maximise potential of high ANC attendance.

*= Provide FP training for CHPS staff, including in long term methods, and integrate
FP commodity provision into CHPS outreach activities.

= Develop a joint RCH and HP unit strategy to tackle myths concerning FP.

» Strengthen provision of FP services for adolescents and young women.

= Explore with NHIA the potential to cover FP under the NHIS.

» Fully fund RH commodities within POW 2007-2011 procurement plans.

Health systems and capacity

Human resources The salary rationalisation programme has been implemented and
most staff are satisfied with the new salary structure. Abolition of the ADHA has
reduced administrative work load for managers. Salary rationalisation is reported to
have reduced staff attrition, but data to verify this are not yet available. The new
performance appraisal system was pre-tested in four regions and is expected to be
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rolled out nationally in 2008. Middle level training schools increased in 2007 from 7 to
14 and targets for increased production of some cadres, for example Community
Health Nurses and Medical Assistants were met or exceeded. A Central Deployment
Committee has been established and is considering implementation of compulsory
rural deployment to address inequitable staff distribution.

The salary rationalisation programme has, however, faced some administrative
challenges, principally related to placement of staff at appropriate levels, which are
currently being addressed. The programme was implemented hurriedly, to avert an
impending strike, without being linked to the introduction of performance
management and a knowledge and skills framework as originally planned. Although
performance targets are set every year by districts, there is no performance
accountability system across the continuum and also no indication that measurement
of performance in human resource management has commenced. Performance
management is, however, a priority in the 2008 POW. Productivity is also a critical
concern, but there is as yet no strategy for measuring or improving productivity.

The inequitable distribution of health personnel in Ghana is a serious challenge.
While there was some improvement during 2005-2006, especially for midwives, a
more mixed pattern is observed for nurses and Medical Officers. Recruitment and
retention of staff is a particular challenge in hard to reach districts. Inadequate staff
accommodation is a critical factor. Staff are now expected to pay rent to local
authorities; this may exacerbate retention challenges. The expansion of the NHIS
has significantly increased demand for health services and the resulting increase in
work load is a problem in facilities with shortages of staff. Ghana is also facing a
succession challenge. Most Medical Assistants and Enrolled Nurses are aged 40-60
with fewer than 10% in younger age groups. Recommendations include:

» Complete implementation of the salary rationalisation programme.

= Strengthen performance-based management on the basis of resource-based
district, hospital and regional negotiated targets that are consolidated into
national targets in one plan and monitoring framework, guiding the different levels
to regularly review performance and be held accountable for results consistent
with government-wide procedures.

= Take steps to enhance productivity.

= Strengthen HR planning and projections through a review of staffing norms.

= Develop and implement a plan to address inequitable staff distribution.

Health Management Information System A draft Health Information Management
Strategic Plan 2007-2011 has been developed as well as a draft legal framework.
The sector has made good progress in developing a robust data management
system, introducing a District Health Information Management System (DHIMS) in
2007. Health Information Officer positions have been established at district level and
efforts made to recruit and deploy staff. However, the sector has also introduced a
public health information system (Health Service System Database) at regional and
district level in 2007, which is running parallel to the DHIMS, although many
indicators are common to both systems. Maintaining two systems contributes to
duplication of effort and undermines the principle of establishing a single repository
and the Paris Declaration’s one monitoring framework.

The DHIMS does not yet produce summary performance statements for district use
and serves only as a path for data acquisition by the centre. As a result, districts
have developed a further parallel method of summarising information required for
decision making. Most health facilities and some districts do not have qualified health
information staff. Completeness of data from facilities and reporting from the private
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sector remains a challenge, but should improve once the necessary legal framework
is established. There is a need to ensure that the HMIS is able to detect inequities in
areas such as allocation of resources, service outputs and quality of care.
Recommendations include:

= Urgently bring together the two systems into one repository to avoid duplication
and enhance data management efficiency and effectiveness.

* Improve the DHIMS database so that it can generate information to inform
decision making and regular performance review meetings.

» Address health information staffing issues.

» Enhance analysis and use of information.

= Explore in the short to medium-term ways of incorporating management data into
DHIMS to facilitate sector-wide reporting.

Capital expenditure Prudent management reduced capital investment debt from
GH¢7.0 million in 2005 to GH¢O0 by early 2008. To address the reduction in available
funds for capital investment in 2007 and annual growth of unpaid bills, the MOH
employed clear prioritisation and allocation criteria. The Final Draft Capital
Investment Plan (CIP) Il was developed with key stakeholders. CIP Il includes
budget lines for ambulances, general vehicles and basic equipment for delivery care,
although the allocation for these items is limited. DAs are increasingly funding
infrastructure, mainly construction or rehabilitation of CHPS compounds, staff and
office accommodation, although this contribution is not currently captured. Policy was
issued on setting aside a proportion of service delivery funds at district level for PPM
of equipment. Guidelines on PPM of buildings have not yet been issued.

Inadequate funding, including a reduction in budgeted GOG funds resulting from the
energy crisis, and over-centralisation of the payment of works were key constraints
for the 2007 CIP. Budgeted activities were affected as priority was given to settling
pending bills and over 200 on-going capital projects. Only 75% of available vehicles
are roadworthy and, in all regions, most vehicles have been in operation for 5-10
years. There is a growing need for capital investment, to address deterioration of
existing health infrastructure, provide staff accommodation and infrastructure in
deprived areas, expand and improve the quality of existing facilities to meet
increased demand created by the NHIS, and replace or upgrade vehicles and
equipment. However, existing commitments and budget constraints provide little
scope to address these areas or to redress inequity. Recommendations include:

= Relate CIP lll priorities to the 3 scenarios by applying specific resource allocation
criteria for 1%, 2" and 3" call on available resources.

» Enter into dialogue with MOFEP on acceptable decentralised capital investment
payment mechanisms to enhance expenditure effectiveness.

= Develop an overview of the total resource envelope for district capital investment.

= Develop a medium-to-long-term capital investment plan that prioritises
addressing inequities and achievement of MDG 4 and MDG 5.

= Strengthen PPM.

Procurement and logistics Essential medicines and supplies, with the exception of
vaccines, are distributed through the national logistics system. Overall, the system is
working well and facilities do not experience stock outs. Reliable supply has provided
a sound basis for the introduction and expansion of the NHIS. However, CMS and
RMS are not consistently following national policy concerning distribution.
Specifically, CMS is not delivering to all RMS, and some RMS are not delivering to
facilities. This requires RMS and facilities to make specific trips to place orders and
collect supplies, which is an inefficient use of resources. Challenges identified by
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RMS include inadequate vehicles, staff and storage facilities. Recommendations
include:

» Ensure CMS delivers to all RMS and all RMS deliver to all facilities within their
region in accordance with national policy.

= Explore ways to increase efficiency of distribution from RMS to health facilities.

» Plan and budget for RMS to be properly resourced, including with appropriate
vehicles and staff capacity.

= In the medium-term, maintain the EPI delivery parallel system to avoid disruption
whilst improving the overall logistics system.

Governance and financing

Sector financing The continuing shift by DPs to budget support financing for the
sector is a positive development. The proportion of total DP funding earmarked fell
from 43.5% in 2006 to 39.5% in 2007. DP funding through the Health Fund has
declined from 15% in 2005 to a projected 6% of the resource envelope in 2007. NHIS
funding as a share of sector financing increased from 5% in 2006 to a projected 29%
in 2007 and this has been accompanied by a fall in GOG share between 2006 and
2007, despite an increase in the nominal value of the GOG contribution.

Mismatch between funding capture on-plan, on-budget and on-account continues to
be significant. The agreed Health Financing Task Force to review the situation and
prepare a health financing strategy has not been established. A comprehensive
overview of sources, flows and uses of funds is essential to strengthen the financial
base for the sector, ensure allocations are in line with priorities, and link financial
resources with improving outputs and outcomes. The fragmentation of non-SBS
sources of external funding to the sector is a concern. Recommendations include:

» Develop a comprehensive overview of sector financing — sources, flows, uses —
to inform the planned Health Financing Strategy.

Maintain dialogue with MOFEP about share of GOG budget allocated to health.
Strengthen MOH capacity to request funding from MOFEP in a timely manner.
Renew calls for DPs to improve the predictability of their funding.

Ensure all providers separate NHI and other IGF resources in BMC reporting.
Analyse 2007 expenditures from an equity perspective

Public Expenditure Review The MOH saw a continuing increase in the absolute
value of its budget, from GH¢ 504 million in 2006 to GH¢ 589 million in 2007,
although growth was slower than in the previous year. Budget execution (release
against budget) was close to or more than 100% for all sources for which data were
available, although significant ‘over-spend’ implies weaknesses in budgeting and
predictability of funding. 2007 GOG item 3 releases improved over 2006, both in
absolute terms and releases against budget. The September 2007 Financial
Statement indicates that share of expenditure allocated to district level BMCs
increased from 41% in 2006 to 43%. A detailed Public Expenditure Tracking Survey
was undertaken in late 2007. It was expected that a more detailed analysis of budget
execution would be part of the independent review. However, the draft 2007
Financial Statement was not available and difficulties were also experienced in
accessing MOFEP release and MOH disbursement data. Recommendations include:

» Clarify outstanding queries on available disbursement data with MOH.

» Prepare a comprehensive review of 2007 budget, adjusted budget (as done for
Capital Investment Plan), releases and disbursements.
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» Following release of the Financial Statement for 2007, supplement the above
review with analysis of actual expenditures, for areas above and also by region.

» MOH PPME should design a simple recording format for reporting on releases
from MOFEP and disbursements to BMCs during the financial year.

* Incorporate recommendations of the PETS into ongoing plans to strengthen
public finance reporting and financial management as appropriate.

= Review per capita total health spending, expenditure by item and by selected
sources to determine the extent of geographical differences and inform a more
comprehensive strategy for addressing inequities within the system.

National Health Insurance Scheme NHIS coverage has expanded significantly,
with the number of district schemes reaching 145 by December 2007. By the end of
2007, 55% of the population was registered with the NHIS and 42% had received ID
cards. The NHIS has had a considerable impact on utilisation of health services.
OPD and IPD use more than doubled from 3,213,450 in 2005 to 6,835,104 as of the
end of September 2007. The NHIA has developed a new comprehensive medicines
list and tariffs based on diagnostic-related groupings, to be rolled out by April 2008.

Administrative challenges include lack of a standard timeframe for issuing cards and
of a uniform premium system across schemes (with implications for portability and
equity within the national scheme), and reimbursement of claims from districts other
than the district of the health facility. Other challenges relate to managerial and
technical capacity of scheme staff and scheme governance.

Defining and targeting the poor is a critical issue. The current exemption system
covers those classed as ‘indigents’, who represent only 1% of the population,
whereas approximately 18% of the population is categorised as poor in absolute
terms (GLSS). The budget for 2008 allows for up to 10% of the population to be
registered as indigents, but it is unclear how the poor will be defined. Limited efforts
appear to have been made to target the poor, due in part to the lack of a
standardised approach to incentives for agents. There are concerns about the impact
of increased tariffs on the unregistered poor who do not qualify as indigent and who
will be required to pay higher out of pocket payments. There is as yet no indication of
when decoupling children from parents or guardians will be implemented.
Recommendations include:

= Review criteria to define indigents and agree clear criteria for identifying the poor.

= Standardise premiums as well as incentives for registration agents across all
schemes and ensure compliance.

= Develop a policy and system to ensure that claims for reimbursement from other
district schemes are paid.

= Take steps to implement decoupling children under 6 so that such children can
be registered for free coverage.

= Develop a clear policy and guidance on scheme board membership including
guidelines on management of potential conflict of interest.

= Develop a standardised reporting template that can provide disaggregated data
in terms of sex, age, utilisation by membership type, and disease diagnosis.

» Strengthen monitoring of registration and use of services by the poor, of
differential utilisation rates for insured and non-insured members to strengthen
planning for increased membership and to identify any potential moral hazard,
and utilisation and cost by DRG to facilitate planning for future workload.

= Discuss information needs with GHS and NHIA to ensure that data requirements
for monitoring NHIS in the context of changing sector financing are captured
within DHMIS and NHIA routine reporting.
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= Explore scope for synergies between the DHMIS and NHIA computerised MIS
and claims management system.

Financial management Budget information is more comprehensive, in particular
ability to show sources of income and direction of expenditure by programmes.
Channelling item 2 funds through the treasury system has streamlined and speeded
up funds flow. The MOH has increased training for national and regional finance staff
and work is advanced in automating accounting and financial management systems
at national and regional levels. Structures are in place within MOH and its agencies
to ensure financial controls and effective utilisation of resources. There has been
improvement in the timeliness of the conduct and release of audited financial
statements and management letters. Oversight of the MOH by external bodies has
also improved. The MOH finance unit has initiated steps towards review of the ATF
rules but is awaiting the new accounting manual for all MDAs from the Controller and
Account General's Department (CAGD).

There are still some reported concerns about budget credibility. Factors driving this
concern include use of needs- and resource-based budgeting, financing gaps,
capturing earmarked funds, and difficulties in comparing the budget and expenditure
as different formats are used for the budget and Financial Statement. There are also
concerns about the capacity of health sector finance staff to respond to NHIS
recording and accounting requirements, in particular the introduction in April 2008 of
claims based on diagnostic-related groupings. Lack of adequate numbers of
appropriately skilled staff, in particular at the lower levels of the health system, is a
major challenge. The MOH internal audit unit is also seriously under staffed and
documentation of internal audit queries and management responses is weak.
Recommendations include:

» Strengthen staff capacity.

* Improve communication between budget and finance units of the MOH and GHS
and consistency of budget and Financial Statement presentation.

= Return to comprehensive, resource-based planning within known ceilings, at both
central and BMC level, in order to address issues of predictability, financing gaps
and budget credibility.

= Conduct a study on the relevance of the ATF rules, once the CAGD new financial
management manual is available, in order to determine changes required.

» Determine financial reporting requirements at each level and design and
implement a single financial management system that will generate reports
relevant to management needs at each reporting level.

» Ensure that the internal audit unit increases its focus on assurance and
introduces systems to document issues related to internal and external audit.
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1. INTRODUCTION
1.1 Programme of Work 2007-2011

The theme of the Ghana health sector Five Year Programme of Work (POW) 2007-
2011 is Creating Wealth through Health. The POW aims to to: ensure that people live
long, healthy and productive lives and reproduce without risk of injuries or death;
reduce excess risk and burden of mortality, morbidity and disability especially in poor
and marginalised groups, and reduce inequalities in access to health, population and
nutrition services and health outcomes. These are to be achieved through four
strategic objectives:

» Healthy lifestyle and environment

= Coverage of high quality health, reproductive and nutrition services

» Strengthened health systems and capacity

= Good governance and sustainable financing

The Five Year POW 2007-2011 represents a shift in emphasis from the POW 2002-
2006, with increased financing of curative services through the National Health
Insurance Scheme, an expanded role for the MOH in prevention, and a stronger
focus on tackling health inequalities. The POW 2007-2011 represents an
improvement on previous POW in that it links Goals with Strategic Objectives and
defines indicators for measuring progress.

This report summarises the findings and recommendations of the independent review
of the health sector 2007 POW, which is structured around the same four strategic
objectives as the Five Year POW.

The MOH emphasised that assessment of progress in 2007 should be viewed in the
context both of changes in health sector financing and of 2007 as a transition year
between the POW 2002-2006 and POW 2007-2011, with implementation
commencing in 2008.

1.2 Independent review of POW 2007

The overall purpose of the independent review, conducted 10-28 March 2008, was to
assess progress towards health sector objectives and targets and to identify
constraints and opportunities for improving sector performance. The review team
focused on assessment of progress towards the following priority areas in the terms
of reference (see Annex 1):

Regenerative Health and Nutrition Programme (RHNP)
High Impact Rapid Delivery (HIRD)

Human resource rationalisation

National Health Insurance Scheme (NHIS)

In addition, the team reviewed four areas of interest identified by the MOH:

= Equity within the health sector, including geographical and financial access

» Reproductive health services, in particular supervised deliveries and family
planning

= Capital investment

= Public Expenditure Review
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The team was also asked to test the methodology for holistic assessment of sector
performance and to comment on the challenges of applying this methodology. Time
limitations restricted the extent to which this was possible.

The independent review is part of a wider process of annual assessment of progress
in the health sector, and is preceded by Budget and Management Centre (BMC)
performance reviews, district and regional performance hearings, and agency,
development partner and technical reviews. The independent review methodology
therefore included validation and synthesis of reports resulting from this self-
assessment process, as well as review of other background documents provided by
the MOH (see Annex 2). The review team also met with key stakeholders at national
level and conducted field visits to Greater Accra, Upper East and Brong-Ahafo
regions (see Annex 3).

The team faced a number of constraints in conducting the review. Progress reports
were not available for some key areas, including human resources, HMIS,
procurement and logistics, and the financial statement for 2007 and GHS annual
report for 2007 were not finalised at the time of the review. Efforts to collect data
therefore took up considerable time and it was not possible to obtain figures for 2007
performance for some indicators included in the POW 2007. The health economics
and finance international team member was only able to participate for two out of the
three weeks of the review period. The review coincided with Easter, which reduced
the number of working days available for meetings with stakeholders.

Sections 2-5 of this report are structured around the four Strategic Objectives and
summarise achievements, key issues and challenges, and recommendations in each
area of focus in the terms of reference, as well as briefly reviewing progress towards
POW 2007 indicators and targets. Annex 4 provides a summary of progress,
provided by the MOH, with implementation of Aide Memoire recommendations.
Annex 5 provides comments on the holistic assessment process and a summary of
the output of the holistic assessment.
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2. HEALTHY LIFESTYLES AND ENVIRONMENT

2.1 Indicators and targets

Key results and indicators 2006 2007 target 2007
achievement achievement
Prevalence of hypertension/ N/A Baseline to be Data not
mean systolic BP established available
Prevalence of adult and child N/A Baseline to be Data not
obesity established available
Prevalence of tobacco use N/A Baseline to be Data not
established available
Per capita alcohol N/A Baseline to be Data not
consumption established available
% condom use (current use 20% (2005) 22.5% Data not
among women) available
% food vendors clinically N/A Baseline to be Data not
certified established available
% rural population with access | 52% (2005) Indicator changed Data not
to safe water sources in POW 2007-2011 | available

It is not possible to comment on progress towards the majority of POW 2007
indicators for this Strategic Objective, since baselines and targets, and approaches to
measuring progress, have not yet been established. The review team did not pursue
this since MOH reports that indicators for 2007 were provisional and that the POW
2008 indicators for this Strategic Objective will be used to measure progress on an
annual basis during the remainder of the Five Year POW (2007-2011). There are
three indicators in the POW 2008: prevalence of obesity in the adult population; the
percentage of households with sanitary facilities; and the percentage of households
with access to an improved source of drinking water.

POW 2007: Strategic Objective 1 Progress

Priority activity

Develop and pilot RHNP The RHNP was piloted in 10 districts in 2007
Milestone

RHNP document developed and finalised by | Draft RHNP strategy was developed in 2007.
end of 2007 and presented at first business | MOH reports that the draft strategy will be
meeting in 2008 finalised in March 2008

The Regenerative Health and Nutrition Programme (RHNP) was the main focus of
activity under Strategic Objective 1 in 2007. The POW 2007 included two other broad
areas of programming under this Strategic Objective — public health legislation and
intersectoral advocacy and action — and related activities including review and
enforcement of public health legislation in partnership with regulatory agencies,
dialogue with MOFEP concerning taxation of alcohol and tobacco, and efforts to work
with the National Development Planning Commission (NDPC) and District
Assemblies (DA) to strengthen sector collaboration. It is unclear to what extent these
have been taken forward.

2.2 Regenerative Health and Nutrition Programme
Achievements
= Focus on health promotion and disease prevention — The Regenerative Health

and Nutrition Programme (RHNP) is a new public health programme initiated by
the MOH in December 2006, which emphasises health promotion and disease
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prevention, with a focus on tackling illness related to lifestyle and environment.
The aim is to improve the health status of Ghanaians, largely through non-
medical interventions. The four components of the RHNP are: healthy lifestyle,
nutrition, maternal and child health (MCH), and a healthy and enabling
environment. Healthy lifestyle messages focus on eating a healthy diet, drinking
plenty of water, practising good hygiene, taking exercise and adequate rest. The
RHNP has three main areas of activity: training and orientation of change agents
and advocates for healthy lifestyles, nutrition and MCH; communicating healthy
lifestyle messages through the mass media and at community level, and
promoting services and facilities that support an enabling environment, for
example, water, sanitation and health services and physical fithess facilities.

The RHNP is timely — The RHNP is an important initiative, given Ghana’s
increasing burden of non-communicable disease (NCD) and increasing demand
for health care. The draft RHNP Strategic Plan 2007-2011 reports that stroke and
hypertension were among the top ten causes of in-patient death in 2003, based
on data from 32 sentinel hospitals. Diabetes prevalence is reported to have risen
from 0.2% in the 1960s to 6.4% in 2003. National OPD hypertension cases
increased from 60,000 in 1990 to 250,000 in 2005. DHS data show an increase in
prevalence of obesity in adult women from 10% in 1993 to 25.3% in 2003.

Pilots implemented — The RHNP has been piloted in 10 districts in 7 regions —
Amasaman and Ada in Greater Accra Region, Akim-Oda in Eastern Region,
Hohoe and Keta in Volta Region, Askikuma-Odobeng-Brakwa in Central Region,
Tamale and Gushegu in Northern Region, Bolgatanga in Upper East Region, and
Wa in Upper West Region. Lack of funding prevented implementation in the
additional 14 districts targeted for 2007. Activities undertaken in pilot districts to
promote an enabling environment included training hospital matrons, TBAs and
home science teachers in the MCH and nutrition components of the RHNP.

Training implemented — More than 1,000 change agents and 40,000 advocates
were trained in the 10 pilot districts. Individuals were selected for training in
collaboration with DAs. Change agents, who include public sector workers such
as hospital matrons and teachers and those working in community-based
institutions such as markets and keep fit clubs, are expected to serve as role
models and to provide practical advice and support for healthy living, while
advocates, who include traditional and religious leaders, are expected to create
awareness, motivate communities and disseminate information.

Positive impact on change agents and advocates — An independent review of
training in July-August 2007 found that change agents were applying
regenerative health and nutrition (RHN) to their own lives and that a core group
were disseminating messages more widely in communities, churches, schools,
workplaces and keep fit clubs. Advocates were engaged in activities including
talking about RHN to friends, educating food vendors, organising weekly health
walks, teaching school children, establishing regenerative health clubs and
putting up billboards. Field visits by the independent review team in pilot districts
confirmed that RHNP has had an impact. Examples given included an increase in
the number of keep fit clubs and talks given at health facilities on healthy lifestyle
and diet, as well as individuals reporting that they have started to exercise more.

Orientation conducted — Orientation on RHN was conducted for MOH, GHS and

other MDA staff as well as for the media and Ministry of Information regional staff,
including through visits to Benin and Israel to see RHN in action.
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National mass media campaign — During 2007, RHN and healthy lifestyle
messages were communicated through national TV, radio and newspapers and
through local radio, film shows, community mobilisation and use of traditional
media. The Ghana Telecom Company has also disseminated messages through
its mobile phone network. The communication component of RHNP has yet to be
evaluated, but anecdotal feedback indicates that messages were widely
disseminated.

Strategic Plan — The MOH has developed a draft RHNP Strategic Plan 2007-
2011, a draft Communication Strategy, and an agenda for action in 2008, which
includes training, orientation, production of IEC materials in local languages,
policy dialogue, advocacy and partnership development. The MOH reports that
5,000 RHN activists — young people who have completed national service — will
be recruited at district level and will be remunerated by the National Youth
Employment Programme with funds generated by the Talk Time Tax.

Review of RHNP conducted — A review of RHNP implementation experience in
September 2007, following 6 months of piloting, identified actions required to
scale up RHN. These actions, and opportunities for strengthening the RHNP, are
included in the following discussion. The MOH reports that the Strategic Plan is
now finalised and that this addresses many of the issues identified below, but the
final version was not available to the team at the time of the review.

Key issues and challenges

Focus on healthy lifestyles — The main emphasis of the draft RHNP Strategic
Plan 2007-2011 is on the first component — healthy lifestyles. Limited attention is
given to the other three components — nutrition, MCH and healthy environment.
Healthy lifestyle has also been the focus of activity in 2007. Efforts have largely
concentrated on communicating healthy lifestyle messages and training
community change agents and advocates to promote healthy lifestyles.

Relevance of messages — The healthy lifestyle messages are perhaps more
appropriate for some segments of the Ghanaian population than others. For
example, messages about taking more exercise and reducing intake of fatty,
processed foods are in general more relevant for urban and wealthier populations
than for rural and poorer communities. During field visits, health workers reported
that communities in rural areas were unclear about the purpose of organised
health walks, when their daily lives already incorporate a considerable amount of
physical activity.

Lack of targeting — The draft Strategic Plan and Communication Strategy do not
refer to the specific needs of different regions, socio-economic groups, men and
women, urban and rural communities, or address the need to target messages.
While the draft Communication Strategy refers to segmented target groups, it
does not specify who these groups are, with the exception of young people and
people with disabilities.

Adaptation to local context — RHN messages and activities would be more
effective if they were tailored to district and community disease profiles. A related
issue is the extent to which RHN training for change agents and advocates is
adapted to the local context. The independent review of training in July-August
2007 highlighted concerns among change agents about cultural appropriateness,
for example, the emphasis on eating certain foods that are not locally available or
are expensive and confusion about whether they were supposed to promote a
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vegetarian diet. Health workers cited concerns about contradictions between
MOH policy on childhood nutrition and the content of RHN training. This reflects
lack of consultation with MOH and GHS nutrition staff in the design of the RHNP.

Supportive services and enabling environment — While it is important to
encourage individuals and communities to take responsibility for their health,
effective health promotion and disease prevention requires behaviour change
communication to be complemented by action to provide supportive services and
an enabling environment. The RHNP is intended to be an intersectoral initiative
involving health, local government, education, water and food safety among
others in providing services and creating an enabling environment — for example,
ensuring that health facilities have the capacity to monitor blood pressure, advise
about diet and managing chronic diseases, encouraging local authorities to
provide adequate water, sanitation and waste disposal services and schools to
integrate dietary and physical education into the school curriculum. The RHNP
draft Strategic Plan briefly outlines the roles of different sectors and actors.
However, since the RHNP is still at a formative stage, limited progress has been
made in working with other sectors to define a package of RHNP interventions
and sector responsibility for implementation. Although this is a priority activity in
the POW 2008, there is a need for a more concrete plan to take this forward.

Intersectoral collaboration — Intersectoral collaboration requires leadership and
coordination. Progress has been constrained by the inability of the NDPC to fulfil
its supra-ministerial coordination role. The MOH has therefore proposed the
establishment of an RHN Commission, which will act as a Secretariat and take
responsibility for policy and strategy development, leadership and coordination,
mobilisation of resources, and monitoring and evaluation. At national level, RHNP
activities are currently implemented under the auspices of PPME, MOH.

District commitment — The RHNP is also intended primarily to be a district level
initiative. The MOH expectation is that a district intersectoral committee will be
established, under the leadership of the District Chief Executive (DCE), which will
take responsibility for planning, coordinating and monitoring RHN activities and
that the District Assembly (DA) will take responsibility for financing these activities
within the existing district budget. The RHNP progress report does not provide
data on the establishment or functioning of district intersectoral committees.
Feedback during independent review team field visits indicated that district RHN
committees are not active and that health promotion and disease prevention are
less of a priority for DAs than provision of tangible infrastructure and services.
The findings of the independent review conducted in July-August 2007 indicate
that, while pilot districts had developed RHN plans, there had been no progress
with implementation, since districts expected funding to be provided by MOH.
Depending on DAs to finance RHN may not be feasible.

District planning — District RHN plans are reported to be comprehensive and
budgeted. However, the July-August 2007 review found that plans were
developed without the involvement of change agents or advocates, NGOs or the
private sector. In some districts visited by the independent review team, the
DHMT had little involvement in development of district RHN plans. District health
services are unable to take forward RHN because they do not have the mandate
to coordinate activities and their participation in DA sub-committees is limited.

Institutional sustainability — The MOH has highlighted the need to integrate the

RHNP into the ongoing work of sectors such as health, education, water and
local government, to ensure sustainability. Consideration is being given to
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establishing ‘Regenerative Health Friendly’ health facilities and a RHN Centre.
Within the health sector, there is a need to identify the roles of different cadres of
health worker, including health education and health promotion staff, and different
levels of the health system, including CHPS, health centres and hospitals, in
particular dietetics units, as well as the role of health workers operating in other
sectors, for example, workplace and school health nurses. Clarity concerning
roles and responsibilities needs to be supported with appropriate guidance and
training. Informants also highlighted the need to clarify how RHN fits with other
initiatives that include disease preventive and health promotion such as HIRD
and CHPS, and to link activities relating to MCH and nutrition. Within other
sectors, there is also a need to identify roles, responsibilities and deliverables.

Selection and support of change agents — The independent review conducted in
July-August 2007 indicated that only a core group of change agents and
advocates were active in the wider community. Change agents highlighted the
need for materials to support activities, for example, leaflets, for refresher
training, supervision and recognition of their work. It will be important to focus
future efforts on selecting and training public sector and community actors who
are the most effective agents of change, to determine more clearly what they are
expected to do, and to identify ways in which their commitment can be
maintained. Consideration needs to be given to where responsibility lies for
monitoring and supporting change agents and advocates.

Monitoring progress — It is unclear how progress concerning healthy lifestyles and
the impact of RHNP on behaviour and NCD will be monitored, without baseline
information, indicators and targets, and a plan for collecting data. Monitoring
progress will be critical to measure the impact of RHNP activities, identify which
approaches are most effective, and justify allocation of resources. The specific
indicators for Strategic Objective 1 relate to water, sanitation and adult obesity.
While data on water and sanitation coverage is already collected, it is unclear
how data on adult obesity will be obtained, although it is reported that this will be
included in the next DHS.

Financial sustainability — Funding for the RHNP is a key concern and should be a
priority for the MOH. The potential to secure resources from the NHIS, which has
an interest in preventing disease in order to contain costs, is one option that
could be explored. Justification for this will require systematic analysis not only of
the impact of RHNP activities but also of the cost of claims for treatment of NCD.
A rapid analysis of 3,032 claims made in New Juabeng district in January 2007,
cited in the July-August independent review of the RHNP training, showed that
hypertension cases accounted for 16% and diabetes cases for 6.7% of claims.
There was a significant difference in payments for chronic and infectious
diseases, with the former each costing around GH¢ 87,000 and the latter around
GHg¢ 48,000.

Recommendations

Identify priority public sector — focus initially on health, education, water,
sanitation, NHIA and regulatory agencies — and private sector actors for action on
RHN and engage with these actors to mobilise commitment.

Establish a core intersectoral task force comprising the above under the auspices

the proposed RHN Secretariat, to provide leadership in the following areas.
Institute a rotating chair for leadership of the Secretariat and task force.
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Define key RHN objectives, indicators and targets at national and district levels —
the latter should be integral to district plans.

Work in partnership with priority public sectors to identify clear roles and
responsibilities, in line with objectives, indicators and targets, at national and
district level, and integrate these into existing policies, plans and activities.

Specifically:

o Health — engage with GHS to determine roles and responsibilities of health
facilities and workers at different levels of the health system, clarify the
interface between RHN, HIRD and CHPS, build capacity to provide
appropriate community education and facility advice about healthy lifestyle
and screening for risk factors for NCD, and strengthen national and district
capacity in Health Promotion.

o Education — engage with MOE to integrate healthy lifestyles issues into the
school infrastructure and curriculum (for example, school meals, physical
education, health education) and to determine roles and responsibilities of
local education authorities, schools, head teachers and teachers.

o Water and sanitation — engage with national ministries responsible for water
and sanitation to ensure a coherent approach to achievement of POW 2007-
2011 indicators related to water and sanitation.

o Local authorities — engage with DAs to clarify roles and responsibilities and
build support for specific district government actions to increase access to
safe water and food, adequate sanitation and facilities for physical exercise
as well as to improve environmental health.

o NHIA - engage with NHIA to explore options for financing health promotion
and disease prevention activities.

o Regulatory agencies — engage with regulatory agencies to identify key actions
to strengthen enforcement of existing public heath legislation.

Identify the potential contribution and role of the private sector and NGOs (for
example, private sector workplace activities, private provider involvement in
provision of advice and screening, NGO community education).

Review the communication and training components of the RHNP.

Specifically:

o Refine the Communication Strategy and develop and implement a plan for
targeted communication of healthy lifestyle messages, based on formative
research and audience segmentation, through mass and community media.

o Ensure that the communication campaign also includes messages to raise
awareness about public health legislation.

o Develop a clear strategy, with objectives and targets, for community
mobilisation and clear criteria, based on assessment of the effectiveness of
different cadres, for future selection of change agents and advocates for
training.

o Review the content of training for change agents and advocates in
partnership with Ghanaian experts (for example, in public and environmental
health, MCH, NCD and nutrition), and increase Ghanaian involvement in and
capacity for training, to ensure that it is consistent with national policies and
appropriate to the local context.

o Ensure that training for change agents and advocates includes
communication skills as well as factual information and develop a plan to
provide follow-up support for change agents and advocates.
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» Develop an M&E strategy that includes establishing baseline information and a
clear plan for data collection, focusing on using existing information systems

where feasible.

Specifically:

o Consider small sample surveys to collect baseline information about existing
knowledge, attitudes and practices (KAP) so that the impact of activities to
communicate healthy lifestyle messages can be measured with subsequent

KAP surveys.

o Consider how facility data on the number of people seeking screening for
hypertension or diabetes could be used to monitor the impact of messages to
promote awareness of NCD.

o Consider how facility data on NCD and analysis of NHIS claims could be used

to monitor progress.

» Take the above steps in order to establish a clear strategy for implementation

before scaling up RHNP to other districts.

3. HEALTH SERVICES

3.1 Indicators and targets

Key results and indicators 2006 2007 target 2007 performance
achievement
% ITN use in U5 41.3% (GHS, 60% 58.3% (GHS,
NMCP) NMCP)
EPI coverage (PENTA-3) 84.2% (GHS) 85% 88%
TB treatment success rate 72.6% (figure for | 60% 76.1% (figure for
2005) 2006)
No. HIV clients receiving ART | 6,000 25,000 13,429 (NACP,
MOH)
Incidence of guinea worm 4,136 <3,500 3,358
No. districts with established 0 2
screening programmes
(NCD)
CPR >800,000 >1,000,000 CYP long term
187,386; CYP
short term 765,566
Proportion deliveries attended | 44.5% 60% 35.1%
by skilled personnel
% children 6-59 months 81.6% 80% 100%
receiving vitamin A (once)
% CWC attendants N/A Baseline to be
malnourished at 9 months established
OPD attendance per capita 0.52 0.60 0.69 (GHS)
0.58 (MOH)

Institutional MMR

187/100,000

180/100,000

224/100,000

No. districts with established 13 25 Data not yet
ambulance service available
No. district hospitals providing | N/A Baseline to be

care in herbal medicine established

No. clients accessing care at | N/A Baseline to be

limb fitting centres established

There has been good progress in key areas in 2007, in particular in efforts to improve
EPI coverage, increase effective TB treatment and eradicate guinea worm. Targets in

1




these areas were exceeded. Although targets were not met for ITN use or for
antiretroviral treatment (ART) for people living with HIV/AIDS (PLHA), the proportion
of children sleeping under a treated net has almost doubled and the number of PLHA
receiving ART has more than doubled. There was a significant increase in OPD
attendance per capita, exceeding the target for 2007, and reflecting the positive
impact of expansion of coverage under the NHIS. Indicators relating to maternal
health have, however, worsened, with a significant decrease in the proportion of
supervised deliveries, from 44.5% in 2006 to 35.1% in 2007, and a significant
increase in the institutional maternal mortality ratio from 197/100,000 live births in
2006 to 224,100,000 live births in 2007.

The 2007 POW aimed to implement High Impact Rapid Delivery (HIRD) strategies in
order to achieve at least 90% coverage with priority cost-effective interventions and
ensure progress towards MDGs 4 and 5. The independent review team was asked to
focus on HIRD and on maternal health, in particular low uptake of supervised delivery
and FP. Child health is therefore only addressed briefly. A brief review of current
policies and strategies for RCH, which was also included in the terms of reference, is
summarised in Annex 6.

POW 2007: Strategic Objective 2 Progress

Priority activity
Scale up HIRD to all regions, targeting | HIRD has been scaled up
malaria

Milestone
All regional HIRD plans finalised during 2007 | HIRD regional planning workshops held in all
and incorporated in 2008 plans regions and plans developed

3.2 High Impact Rapid Delivery
Achievements

= Planning completed — HIRD planning workshops started in 2005 in the four most
deprived regions and were conducted in the 6 remaining regions in 2007. Plans
and budgets for the last quarter of 2007 and for 2008 have been developed for all
districts and Regional Health Authorities (RHAs). Funds were reported to have
been released to all districts and regions in September 2007.

» Increased focus on and funding for RCH — HIRD appears to have focused district
attention on RCH interventions, largely because it provides specific funding for
service delivery. Districts in Upper East Region, for example, reported that HIRD
had increased funding available for RCH by as much as 200-300% compared to
their usual budget. In Brong-Ahafo Region, some districts reported that HIRD was
the only source of funding for RCH.

» Use of HIRD funds — Some districts have used HIRD funding to improve services
for women and children, for example, conducting immunisation days, paying
NHIS premiums for pregnant women who would not otherwise be able to afford to
register, providing incentives for TBAs to refer women for institutional delivery,
procuring equipment to improve the quality of ANC, and providing transport and
fuel for CHPS outreach work.

Key issues and challenges

*» Planning and M&E — Planning for HIRD was conducted separately from district
health planning. It is unclear why a parallel planning process was required, when
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the intention of HIRD is to enhance existing services and activities. The HIRD
planning process did not involve hospitals. Consequently there were missed
opportunities to ensure that clinical interventions that contribute to reducing
maternal and child mortality were included. Lack of district baseline data and
weak district capacity for planning were also identified as challenges. There have
also been efforts to develop a separate HIRD M&E framework. Again, monitoring
of these key interventions should be part of routine district M&E and the DHMIS.

= Budgeting — Both planning and budgeting were needs based and districts were
supposed to receive 80% of the requested funds initially, with the remaining 20%
disbursed upon submission of financial and activity reports. Districts that have not
fulfilled the reporting requirement have not received the remaining 20% but in
some cases appear not to know why. During field visits, some districts reported
that they had not received any funds since the second disbursement in 2007 and
are unclear whether, when or what additional funds will be made available.

» Integration — Parallel planning and funding has contributed to poor integration of
similar activities and a perception at regional and district level that HIRD is a
vertical programme. This is exacerbated by the lack of a clear strategy for HIRD
and of a clear set of agreed interventions.

= |nappropriate use of HIRD funds — Some districts visited by the independent
review team have used HIRD funds to fill gaps in item 3 funding for services or to
pay for fuel or stationery, repay debts or purchase TV sets for CHPS zones.

Recommendations
= Agree and disseminate a package of essential interventions.

» Ensure integration of HIRD planning into district resource-based planning and
budgeting processes, and ensure that districts are aware of how much funding is
available and when funds will be disbursed.

3.3 Maternal health
Achievements

» Antenatal care — Coverage of ANC is high and there was a slight increase in
coverage from 88.4% in 2006 to 89.5% in 2007, although average visits reduced
slightly from 3.3 in 2006 to 3.2 in 2007. The latter may reflect efforts to ensure
that ANC attendance is no longer double counted; districts introduced a system in
2007 where a pregnant woman uses one health card for all the visits made during
pregnancy. A slight increase was observed for first and third trimester registration
from 33.5% to 34.8% and 17.4% to 18.6% respectively in 2006 and 2007.

» Transport and equipment for essential obstetric services — A comprehensive
mapping of essential equipment requirements has been conducted by MOH and
a proposal for procurement has been developed and submitted. There has been
an increase in the availability of ambulances at district level in some regions (see
Annex 7C: Table 4) and further procurement of ambulances is included in Capital
Investment Plan Ill. This is a positive development in terms of the potential to
improve access to emergency obstetric care.

» Promoting supervised delivery — Districts are using a range of approaches to
increase supervised delivery. These include, targeting pregnant women for NHIS
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registration and using HIRD funds to pay NHIS premiums for pregnant women,
community awareness raising through CHPS zones and CHO outreach education
and mobilisation of community leaders, and provision of incentives for TBAs to
refer pregnant women to a health facility and to educate women about the
importance of delivery with a skilled provider. In some districts in Upper East
Region, midwives are conducting home deliveries for women who are unable to
deliver at a facility because of family or community attitudes.

Quality health facilities and health care — Field visits in Upper East and Brong-
Ahafo regions indicate that where there have been improvements in the
proportion of women delivering in health facilities, this is partly due to the
presence of a medical superintendent or obstetrician and gynecologist, as well as
of a theatre and a blood bank. The availability of staff and equipment appears to
be an important factor in encouraging women to seek supervised delivery.

DA contribution — DAs are taking steps to improve access to supervised delivery
and emergency obstetric care. One DA in Brong-Ahafo Region has upgraded a
health centre into a district hospital, funding provision of a blood bank, piped
water and staff accommodation. DAs have also funded scholarships for midwifery
training to improve availability of skilled attendants at delivery.

Reintroduction of midwifery training — Steps have been taken to increase the
availability of places for midwifery training and this is a positive development.
However, as discussed in Section 4, uptake of places has been relatively low.

Maternal death audit — The proportion of maternal deaths audited has increased
from 58.2% in 2006 to 66.7% in 2007. District Directors of Health Services
reported to the team that maternal death audit is conducted together with the
relevant facility staff. It would be useful, however, for the MOH to review maternal
death audit findings in depth, to identify strategies to address the causes of these
deaths. Facility based indicators' on how many women have been saved will help
to monitor and improve the quality of care provided by skilled attendants.

Key issues and challenges

Dissemination of policies — While Ghana has a conducive policy framework for
improving RCH, there is a lack of awareness of existing policies, especially at
implementation level. Dissemination of policies and strategies to districts and
facilities is weak. Staff in management positions are more likely to be aware of
policies than staff involved in direct service delivery. Regions and districts do not
conduct regular monitoring of policy implementation.

Adolescent ANC attendance — Adolescent registration at ANC declined from 14%
in 2005 to 13.2% in 2006 and to 12% in 2007. The reasons for this are unclear
and require further investigation. It would be useful, for example, to disaggregate
deliveries by facilities and by TBAs by age to help determine whether the
reduction in adolescent ANC registration reflects a reduction in the number of
pregnant adolescents.

! Data that was reviewed seem to suggest that either women came to the health facility very
late in their second stage of labour, or that they were very sick and therefore died. It will be
important for health providers to improve their life saving skills which can be measured by
how many lives they have saved, or what was done to attempt saving the woman.
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Anaemia — The proportion of third trimester registrants with haemoglobin of less
than 11g/dl increased from 24.2% in 2006 to 25.7% in 2007, although it is also
important to note that some health centres do not have equipment to measure
haemoglobin level. The team did not explore this in depth, but the data indicate a
need to strengthen malaria diagnosis and treatment, and IPT interventions, for
pregnant women.

Changes in reporting — From 2006, districts started to separate deliveries
conducted by TBAs from those conducted by skilled attendants. Completeness of
data is still a problem and 2007 data may still include deliveries conducted by
TBA, although the level of misclassification is likely to be lower than that in 2006.
This may in part explain the decline in supervised deliveries by skilled attendants
between 2006 and 2007.

Inadequate advice — It was reported to the team that health workers neglect
discussion of birth preparation and plans for delivery with pregnant women and
their families. As a result women go into labour unprepared and without transport
plans or money to pay for services if they are not registered with the NHIS.

Regional and socio-economic disparities — There are significant regional, urban
and rural, and socio-economic differences in the proportion of deliveries attended
by skilled personnel. Analysis of DHS 2003 data shows that the proportion of
home deliveries ranges from 13% in Dangbe West District in Greater Accra
Region to 95% in Savelugu-Nanton District in Northern Region. Districts with the
highest proportions of home deliveries are concentrated in the three northern
regions, which also have the highest levels of poverty. Greater Accra and Ashanti
regions, the two most developed regions in Ghana, have the lowest proportions
of home deliveries. Home deliveries are higher, at 23%, in Accra Metropolis than
in the rest of Greater Accra Region, and this may be due to the growth in peri-
urban slum communities. The situation is similar in Ashanti Region, where
Kumasi Metropolis has a higher proportion of home deliveries compared to the
rest of the region. Though nearly 70% of women had at least 4 ANC visits, the
quality of these and related maternal care indices show socio-economic
differentials using mother’s education as a proxy.

Financial barriers — Anecdotal evidence from field visits indicates that the ending
of exemptions for delivery care may have contributed to the decrease in
supervised deliveries. There was no funding for implementation of the exemption
policy for free ANC and delivery care in 2007. Although facilities do not turn away
women who cannot pay or who are not registered with the NHIS, health workers
believe that inability to pay deters women from delivering at facilities. Health
workers also report that women registered with the NHIS tended to present early
for delivery whereas unregistered pregnant women report late, including during
obstetric emergency. Staff at the regional hospital in Upper East noted that
institutional maternal mortality and stillbirths were more likely among unregistered
women. Financial factors may also partly explain the apparent increase in the
proportion of deliveries attended by a TBA from 13.8% in 2006 to 15.7% in 2007.

Socio-cultural factors — Field visits also indicate that socio-cultural factors, for
example, the need for women to obtain permission to attend health facilities,
opposition from men to institutional delivery, and practices such as administering
traditional herbs to facilitate quick progress of labour, hinder efforts to increase
supervised delivery and reduce maternal mortality.
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= Non-availability of services — Non-availability of services is a critical barrier to
supervised delivery and to emergency obstetric care. Lack of access to health
facilities with appropriate equipment and staff, including obstetricians and
midwives, is a particular problem in rural and more remote areas of Ghana. This
is exacerbated by lack of a functioning referral system, including transport.

= Role of CHPS — CHPS are intended to provide basic community health care and
education through outreach services. CHPS are not intended to substitute for
static clinics or health centres or to provide services such as delivery care.
However, some CHPS are staffed by midwives who do not conduct deliveries.
Given the lack of access to health facilities and shortage of midwives in some
districts this represents a missed opportunity to provide supervised delivery by a
skilled attendant. The GHS conducted a needs assessment for CHPS roll out in
2007, including staffing and equipment. This could be built upon to include
maternal care in specific locations and it will be important to revisit the CHPS roll
out strategy in the context of efforts to increase deliveries by skilled attendants
and to reduce maternal mortality relating to lack of timely access to supervised
delivery.

» Increased Institutional Maternal Mortality Ratio — The increase in IMMR between
2006 and 2007, from 197/100,000 to 224/100,000, is a serious concern. Urgent
attention has to be paid to improving the quality of care in health facilities. At the
time when the country is encouraging skilled attendance at delivery, health
facilities need to ensure that fewer women die when they are in the care of a
skilled provider.

= Poor quality of care — Lack of appropriate equipment and facilities for basic
emergency obstetric care at many health facilities was reported as one reason
why women feel that there is not much difference between delivering at home
and at a health centre. A facility survey conducted in Kassena Nankana District
found that none of the health centres or clinics met the criteria for basic
emergency obstetric care. None could provide assisted vaginal delivery and only
two could treat complications of spontaneous or induced abortion. Although these
facilities had staff that could perform manual vacuum aspiration, only two had
manual vacuum aspirators (Mills, 2007). Stillbirths have reduced in some facilities
but generally remained high in northern Ghana. One contributing factor is late
referrals, while another is that use of the partograph remains a challenge for
many health providers. Poor monitoring of the progress of labour contributes to
delay in referring women for further management and consequently to poor
neonatal outcomes.

= Process indicators are not captured in reviews — Analysis and use of data
appears to poor in most regions. A summary of figures without any analysis is
presented and process indicators are not used as part of monitoring process.
This makes it difficult to analyse strategies and assess their effectiveness. Better
use of data will help in monitoring strategies that aim to decrease institutional
maternal mortality and increase institutional deliveries.

Recommendations
» Strengthen dissemination of existing policies on RCH to district and health facility

levels and ensure that policies and strategies are integrated into curricula for in-
service and pre-service training.
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Use opportunities provided by high ANC attendance to promote the importance of
supervised delivery by a skilled attendant, to create awareness of the benefits of
NHIS registration, and to provide education about good nutrition, in particular
consumption of locally available iron-rich foods, and ITN use during pregnancy.

Target pregnant women for NHIS registration.

Specifically:

o Engage with DMHIS to encourage their agents to target pregnant women for
registration during the first trimester including through ANC clinics and TBAs.

o Explore with NHIA and schemes the potential to fast track card issue and
active membership for pregnant women.

Implement a campaign to promote midwifery as a career and uptake of available
training places, for example through talks in schools by midwives, publicity in the
media, and outreach by midwifery training institutions.

Explore the potential to upgrade CHPS compounds in strategic locations, i.e.
where access to health facilities is limited, to community maternity homes that
can provide delivery care as well as ANC and PNC.

Specifically:

o Review existing CHPS coverage and identify CHPS compounds in locations
where access to health facilities is limited.

o Prioritise deployment of midwives and provision of delivery kits and basic
obstetric equipment to these strategic CHPS.

o Engage with DAs to explore the potential for local authority funding for
upgrading of CHPS compounds to maternity homes.

Identify localities within metropolitan areas with a high proportion of home
deliveries and work with local health facilities to develop and implement activities
to increase uptake of institutional delivery.

Strengthen existing efforts to prioritise capital investment in essential obstetric
equipment and supplies and transport for emergency obstetric care.

Encourage the national ambulance service to work with DHMTs to plan priorities
for deployment of ambulances, including at zonal level and at health facilities that
face the greatest difficulties in referring women for emergency care.

Encourage CHPS staff and community volunteers to mobilise community-based
emergency transport for maternal care.

Ensure that RHMT and DHMT representation includes medical superintendents
or medical officers in charge of RCH and senior midwives and that meetings
review MCH indicators, including process indicators, and plan action to address
challenges.

3.4 Family planning

Achievements

Flexible provision of services — To address negative attitudes towards FP in
some areas, including opposition from religious and traditional leaders and from
men, health facilities are using innovative approaches to ensure that women have
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access to advice and contraceptives, including arranging clinic opening times
early in the morning or late in the evening and making home visits.

* Increased health education efforts — Education on FP methods is conducted in
facilities and the community, by health providers and CHPS staff. Field visits
indicated that health workers are using community leaders to promote FP in the
community including working closely with Chiefs and Queen Mothers. Health
providers are invited to give talks in schools and this complements the school-
based life skills education.

» Positive change — Staff report a slow increase in uptake of FP. One example of a
positive change in attitudes towards FP encountered during field visits in Upper
East and Brong-Ahafo regions was mothers accompanying adolescents to FP
clinics to access services.

Key issues and challenges

» Low uptake of FP — Targets for family planning indicators were not met in 2007.
Couple Year Protection for short term methods increased from 616,049 in 2006
to 765,566 in 2007. For long term methods there was a dramatic decrease from
276,904 in 2006 to 187, 386 in 2007. Although this is attributed in part to the fact
that only three regions reported on Jadelle in 2007, the reasons for the decline in
use of long term methods need to be explored. The low uptake of FP in Ghana,
estimated at 13%, may be a factor contributing to the high incidence of unsafe
abortion, which is estimated to account for 22-30% of maternal death in the
country. This is significantly higher than the WHO global estimate of 13%.

Indicator Target Performance
CYP short term method 1,000,000 765,566

CYP long term method 300,000 187,386

FP acceptor rate 28% 24.3%

= Lack of integrated services — The vertical nature of service provision is a
challenge. Health workers at antenatal and postnatal clinics either do not discuss
FP or refer women to the FP clinic. CHPS staff do not consistently include FP
commodities as part of their outreach activities, as provision of FP is considered
to be a facility-based intervention.

= Socio-cultural factors — As with institutional delivery, lack of male involvement, as
well as opposition from traditional and religious leaders, is critical. In Upper East
Region, for example, district health teams noted that there is a preference for
large families and that the main religions in the region — Traditionalist, Catholic
and Muslim — are all fundamentally opposed to FP.

» Myths and misperceptions — A related factor contributing to low uptake is the
persistence of myths about FP. These are rarely addressed by health workers
during counseling or health education activities. In some districts visited during
the review, staff stated that FP myths are propagated by service providers.

» Provider bias — Some health providers favour particular methods or lack skills to
provide advice about or administer other methods. Lack of choice of method can
have an adverse effect on uptake of FP. The review team also noted that some
health providers use outdated practices, such as insisting that women wait for the
onset of their menses before taking a method, which can result in lost clients.
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Long term methods only provided by midwives — Research by Health Research
Unit and the Population Council on IUD service delivery in selected CHPS zones
found that CHOs achieved lower coverage for long term methods, including IUDs,
than midwives because their training does not cover these contraceptive
methods.

Services for adolescents — Most health facilities do not provide FP services for
adolescents and young women. Limited efforts have been made to provide peer
educators with the knowledge and skills to provide FP advice and methods, an
approach that has proven effective in other African countries.

Financing FP — FP is not covered by the NHIS, so women have to pay for
services and contraceptives. In addition, women are sometimes requested to
undergo a pregnancy test, which represents an additional expense. These factors
affect access to FP, especially among the poor. Lack of inclusion of FP in the
NHIS also provides little incentive for private practitioners to offer FP services.

Funding for commodities — The 2007 POW allocated US$3 million for FP, but it
appears that only US$1 milion was made available for purchase of
contraceptives. In 2007 a Financial Sustainability Plan for contraceptives was
developed and adopted by the Inter Agency Coordinating Committee on
Commodity Security (ICC/CS). ICC/CS donors averted a potential shortage of
male condoms in 2007 — USAID purchased 21 million and UNFPA provided an
additional 31 million condoms. Engender Health donated 1,000 Jadelle implants
and 2,000 Copper T IUDs. Projections indicate a funding gap of around US$22
million during 2008-2010 (USAID, 2007) unless there is further commitment from
DPs. Although UNFPA has indicated it is likely to provide between US$1 million
and US$3 million a year over this 3-year period, the funding gap is significant and
commodity security remains a challenge.

Recommendations

Integrate  FP counseling and services into ANC and PNC to maximise
opportunities presented by high ANC attendance and increase uptake of PNC.

Extend training for long term FP methods to CHOs and integrate FP commodity
provision into CHPS outreach activities.

Develop a joint RCH and HP unit strategy to tackle myths concerning FP.
Strengthen provision of FP services for adolescents and young women, including
through creating awareness of services available, training for health providers,
and establishing youth-friendly opening hours.

Explore with NHIA the potential to cover FP under the NHIS.

Fully fund RH commaodities within POW 2007-2011 procurement plans.

3.5 Child health

Achievements

Revision of policies and strategies — The RCH Division of GHS has reviewed and
revised child health policies and strategies, establishing a steering committee that
included programme managers and unit heads from GHS, MOH, DPs and NGOs.
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Situation analysis — Part of the process of policy revision included a situation
analysis, which reviewed the current status of child health and child health
interventions throughout a continuum including pregnancy, delivery, the neonatal
period, infancy and childhood up to age five. The findings of the situation
analysis, which will be available in 2008, will inform the revised child health policy
for 2008-2011.

Malaria prevention and treatment — As noted earlier, the proportion of under fives
sleeping under an ITN more than doubled between 2006 and 2007. The
proportion of children suffering from malaria in the last month before the annual
NMCP survey was conducted who received appropriate and timely treatment
improved from 54% in 2006 to 61% in 2007.

EPI coverage — EPI coverage remained high and improved for some vaccinations
in 2007. The proportion of infants who received BCG remained almost the same
at 100%, while there was an increase in the proportion of infants who received
Penta3 from 84% in 2006 to 88% in 2007. The proportion of children aged 9
months vaccinated against measles increased from 85% in 2006 to 89% in 2007.

Key issues and challenges

Neonatal health — Neonatal mortality remains a challenge, related to the low rate
of supervised delivery among other factors. Medical assistants and senior nurses
lack the skills to manage neonates appropriately and training in neonatal
resuscitation appears to be inadequate. There was an increase in stillbirth and
low birth weight rates between 2006 and 2007, from 2.2% to 2.3% and from 6.2%
to 6.8% respectively.

IMCI — Field visits indicate that training in first-line management of sick children
and IMCI is inadequate, as is monitoring and supervision of care for children
provided by health workers. Doctors view IMCI as an approach for lower cadres
of health worker.

NHIS registration — The current policy of linking registration of children to
registration of their parents restricts access to health care for children of
unregistered adults. Some schemes insist that both parents are registered before
children can be registered, while others allow registration of children to be linked
to that of the mother.

Equity — Data from the MICS 2006 indicates significant regional variations in
U5MR and IMR. For example, IMR ranged from 45 in Western Region to 114 in
Upper West Region and USMR from 66 to 191 in the same two regions. There
are also significant variations between wealth quintiles, with IMR of 75/1,000 in
the poorest quintile and 64 in the richest and USMR of 118 in the poorest quintile
compared with 100 in the richest.

Recommendations

Strengthen child health and IMCI pre-service and in-service training, including for
doctors, and upgrade the skills of health providers in hospitals on care of the
neonate.
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Finalise the analysis of the financial feasibility of decoupling children under the
age of 5 years and take steps to implement decoupling so that such children can
be registered for free coverage.

3.6 Private sector contribution

Private and faith-based health facilities administer approximately 40% of health care
services in Ghana, and many provide ANC, FP, delivery, emergency obstetric care
and child health services. A national consortium that brings together government and
NGOs — R3M - has been established to reduce maternal mortality and morbidity
through provision of FP and PAC services. The consortium works with both the public
and private sector and advocates for access to comprehensive RH services.

Key issues and challenges include:

The majority of deliveries in the private sector are conducted by midwives at
maternity homes. There appears to be limited collaboration between these
private facilities and the MOH.

Catholic mission hospitals or clinics cannot, for religious reasons, always provide
a comprehensive range of RH services. For example, some facilities do not offer
FP or safe abortion services.

RCH data combines public and private sector activity. Data is, however,
disaggregated only at the point of collection, and consequently there is no
national data on the contribution of the private sector to, for example, supervised
deliveries by skilled attendants or FP uptake.

Key opportunities for the private sector and NGOs to contribute to RCH include:

Private sector involvement in RH and FP services, in particular in creating and
responding to market demand. Use of the private sector by wealthier clients could
free up scarce public sector resources for those most in need. While GOG and
donors cannot mandate private sector expansion and roles, they can create
conditions that induce private providers to enter the RH and FP arena.

Social marketing of contraceptives, ITNs and point-of-use water purification kits is
another area where the private not-for-profit sector can support achievement of
RCH objectives. Some DPs already fund social marketing activities, subsidising
the provision of commodities for the poor, but there is scope for further
expansion.

Private manufacturer involvement in fortification of basic foods with
micronutrients, for example fortifying flour and iodising salt, is another way that

the private sector can play a role in improving the health of children.
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4. HEALTH SYSTEM CAPACITY

4.1 Indicators and targets

Key results and indicators 2006 2007 target 2007 performance
achievement
Health professional density:
Medical Officers 2057 2238 2231
Pharmacists 1550 1645 1660
General Nurses 7304 11459 9946
Midwives 2810 2962 3208
Community Health Nurses 3246 4275 3732
Medical Assistants 500 600 535
Health Care Assistants 0 0 0
Trained Herbal Practitioners 0 15 9
Output of training institutions:
Medical Officers 250 275 208
Pharmacists 90 100 136
General Nurses 1500 1650 1995
Midwives 200 399 197
Community Health Nurses 1173 1388 1478
Medical Assistants 50 103 100
Health Care Assistants 0 0 0
Trained Herbal Practitioners 15 15 9
% communities with trained Data not currently
volunteers in IMCI available
% facilities with 100% tracer 73.8% N/A as indicator
drugs availability changed in final
POW 2007-2011/
POW 2008 to %
RMS; data not
currently available
% districts with appointed 33% 51% 62.5%
Health Information Officer
District level capacity index (to | N/A Baseline to be Indicator not
be defined based on established included in final
standards) POW 2007-2011
% districts with minimum N/A Establishing N/A as indicator
health infrastructure (access to baseline changed in final
services) including POW 2007-2011
definition of POW 2008 to %
minimum health population within 8
infrastructure km of health facility

Source: HRH Directorate and RSMID, MOH

As with Strategic Objective 1, indicators for 2007 were provisional and the POW
2008 indicators for Strategic Objective 3 will be used to measure progress on an
annual basis during the remainder of the Five Year POW (2007-2011). Figures
available show progress overall in 2007 in numbers of key health cadres and in
production of General Nurses, Community Health Nurses (CHN) and Medical
Assistants. However, it is important to note that: 2007 figures from the private sector
are not yet available, affecting the 2007 actual achievement. CHN figures are from
payroll and further verification is ongoing. Doctor output figures are lower than actual
because some students were referred, and some interns have not been registered.

The response for enrolment in midwifery training was poor in 2007.

POW 2007: Strategic Objective 3 | Progress
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Priority activity

Rationalise salaries of health workers Salaries were rationalised.

Milestones

By end of 2007 new pay structure fully New pay structure implemented, although

implemented; HRD strategy completed and some administrative issues and anomalies

approved by government still to be addressed; HRD strategy
completed.

4.2 Human resources for health
Achievements

= Human resources planning and deployment — Human Resource Policies and
Strategies 2007-2011 and a HRH Scaling Up Cost Assessment 2007-2011,
released by the MOH in 2007, provide a policy framework and projections of staff
requirements for the Five Year POW. Projections are based on 2011 service
delivery targets, planned expansion of facilities and population to staff ratios. A
workforce observatory has been established.

» Salary rationalisation — Until 2006, personnel remuneration was based on the
government-wide Ghana Universal Scale. Remuneration included the Additional
Duty Hour Allowance (ADHA), which was financially unsustainable. Following a
job evaluation exercise in 2005, the MOH implemented a salary rationalisation
programme from mid-2006, which abolished the ADHA and increased salaries.
Notwithstanding administrative issues, discussed below, most staff are satisfied
with the new salary structure. Abolition of the ADHA has reduced the
administrative work load for managers. Salary rationalisation is reported to have
reduced staff attrition, but data to verify this are not yet available as monitoring of
the impact of salary increases on retention, distribution, motivation and
productivity in the health sector is planned for 2008. Salary rationalisation also
provides a platform for the introduction of performance management, to enhance
quality and efficiency of service delivery.

» Reduced attrition — There was a downward trend in attrition rates of nurses and
doctors in KATH and staff of GHS from 2003 to 2006 (Human Resource Policies
and Strategies 2007-2011). Figures show a significant reduction of KATH
doctors’ attrition through vacation of posts 2002-2005 and of attrition through
resignation and vacation of post by nurses 2003-2006 at the same hospital.
However, attrition of GHS staff 2003-2006 through retirement remained high,
consistent with the ageing work force (see below).

= Payroll cleaning — A head count was conducted to clean the payroll which
identified approximately 6,000 ‘ghost’ workers. A verification exercise, to
distinguish staff who were not enumerated from ghost workers, will be completed
by the end of March 2008.

= Performance appraisal — The new performance appraisal system was pre-tested
in four regions and is expected to be rolled out nationally in 2008. District
Directors of Health Services (DDHS) and Medical Superintendents have 4-year
deployment arrangements with annual targets agreed with the Regional Health
Authority (RHA).

= Health worker production — Middle level training schools increased in 2007 from 7

to 14, although the planned accreditation of regional and district health training
sites to rapidly deploy post graduate students to rural areas in collaboration with
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GCPS has been rescheduled to 2008. As noted above, targets for increased
production of General Nurses, Community Health Nurses (CHN) and Medical
Assistants were met or exceeded in 2007. The Ministry of Manpower, Youth and
Development trained 1,500 Health Extension Workers. District Assemblies (DAs)
are increasingly providing scholarship funds for medical and nursing training, to
increase the availability of local skilled staff in health facilities.

Deployment — A Central Deployment Committee has been established and
dialogue with key stakeholders is underway to implement a policy on compulsory
rural deployment for a given period.

Key issues and challenges

Salary rationalisation implementation — The salary rationalisation programme has
faced some administrative challenges, which principally relate to placement of
staff in appropriate levels, and there are reported to be delays in addressing
grading anomalies. These issues are currently being addressed by a Fair Wages
Commission established by the GOG.

Performance management — The original intention was to implement salary
rationalisation in tandem with the introduction of performance management and a
knowledge and skills framework (including job descriptions and required
competencies). However, to avert an impending strike by doctors, the
rationalisation programme was implemented hurriedly and without being linked to
the other components. Subsequent efforts have focused on addressing
managerial challenges rather than rolling out a comprehensive performance
management system to improve productivity. Although performance targets are
set every year by districts with the RHA, there is no performance accountability
system across the continuum. The April 2007 Aide Memoire agreed to start the
measurement of performance in human resource management using the
proposed indicators in the annual review report, but there is no indication that this
has occurred. Performance management is, however, one of the priorities in the
2008 POW. Productivity is also a critical concern of the MOH, but there is as yet
no clear strategy for measuring or improving productivity. The review had hoped
to conduct an initial productivity analysis, but data was not yet available.
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» Staff distribution — The inequitable distribution of health personnel in Ghana is a
serious challenge. Geographic distribution of nurses and doctors by agency is
concentrated in Greater Accra as well as in the KBATH and KATH. Regional
population per staff of selected key cadres in 2005 and 2006 (without factoring in
facility distribution and work load as indicators of staff distribution) shows wide
regional disparities. While there was some improvement during 2005-2006,
especially for midwives (see Annex 7A: Table 1 and above), a more mixed
pattern is observed for nurses and Medical Officers (see Annex 7A: Tables 2-4).
Western, Northern, Upper West and Brong-Ahafo regions have a relatively higher
ratio for these cadres. It would be useful to assess the trend over 3 years,
inclusive of 2007 data, when this is available. Funds were shifted in 2007 from
the Deprived Area Incentive Allowance, which was not having the desired impact,
to works in selected training schools. However, inequity in staff distribution is
recognised as an issue by the MOH and addressing this is included in the remit
of the Central Deployment Committee.

= Staff recruitment and retention — Recruitment and retention of staff is a particular
challenge in hard to reach districts. Inadequate staff accommodation is a critical
factor. Where accommodation is available, staff are now expected to pay rent to
local authorities. This is likely to exacerbate retention challenges. Health
professionals are also unwilling to move to areas where there are limited
educational opportunities for their children.

Ghana population OPD attendance OPD per capita
2002 19,973,609 9,753,634 0.488
2003 20,529,412 10,219,021 0.5
2004 21,102,667 11,074,213 0.52
2005 21,693,973 11,650,183 0.54
2006 22,303,947 12,241,163 0.55
2007 22,933,235 15,712,070 0.69
Source: CHIM
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Increased staff work load — The expansion of the NHIS has significantly
increased demand for health services, as evidence by increased utilisation rates
(see above). Staff in facilities visited by the independent review team reported
that OPD attendance had doubled since the introduction of the NHIS. This has
increased work load in facilities that already experience shortages of staff.

Ageing work force — Ghana is facing a succession challenge. Most Medical
Assistants and Enrolled Nurses are aged 40-60 with fewer than 10% in younger
age groups (Human Resource Policies and Strategies 2007-2011). Despite
efforts to increase the availability of midwifery training, uptake of training places
during 2007 was low. In Upper East Region, RHMT figures show that 45% of
nurses are in the 45-54 year age block and 80% of doctors in the 50-59 year age
block. This distribution pattern is due partly to inadequate staff retention in
underserved areas and partly to the posting process. Staff are posted centrally,
but move to other areas after receiving their reporting letter.

Staffing norms — The last staffing norms exercise was conducted in 1992,
although MOH attempted a review in 2003.

Recommendations

Complete implementation of the salary rationalisation programme.

Specifically:

o Address immediately outstanding managerial and administrative issues
related to the new salary structure.

o Determine and compare attrition trends before and since the introduction of
salary rationalisation.

Strengthen performance-based management on the basis of resource-based
district, hospital and regional negotiated targets that are consolidated into
national targets in one plan and monitoring framework, guiding the different levels
to regularly review performance and be held accountable for results consistent
with government-wide procedures.

Specifically:

o Implement the already developed performance appraisal system, linked with
sector targets.

o Promote and deploy staff based on attained performance.

o Introduce an annual recognition and reward system, which is independently
verified.

Take steps to enhance productivity.

Specifically:

o Conduct a review of approaches used to measure and improve productivity in
other countries.

o Conduct a productivity study, to determine current productivity and identify
scope for improvement, taking account of local context and challenges.

o Introduce job descriptions with appropriate skills and competencies, linked to
sector, region, district, agency and programme objectives and targets.

o Link productivity enhancement measures to performance-based
management.
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= Strengthen human resource planning and projections through a review of staffing
norms.

Specifically, review staffing norms in view of:

o Sector objectives set out in the POW 2007-2011.

Quality and efficiency input requirements of the NHIS.

Increased work load due to increased facility utilisation.

Findings of the review of CHPS functions (see Section 3).

Geographic and age distribution patterns with a focus on the specific needs of
deprived areas and population groups.

o Use of work load and demand rather than population.

o
o
o
o

= Develop and implement a plan to address inequitable staff distribution.

Specifically:

o Identify priority staffing needs in deprived areas, based on the above review
of staffing norms.

o Develop, implement and monitor the impact of innovative and region-specific,
non-financial recruitment and retention mechanisms — for example, bonding,
fast track promotion, training opportunities and other proposals included in the
2006 independent review report.

o Work with DAs to develop a strategic approach to provision of scholarship
funding and construction of staff accommodation by local authorities.

o Strengthen regional human resource management, in particular payroll
management, to ensure that staff reporting for duty remain in post.

4.3 Health Management Information System
Achievements

» Strategic Plan — The POW 2007 priority with regard to health information was: ‘to
generate and use evidence for decision making, programme development,
resource allocation and management through research, statistics, information
management and deployment of ICT’. A draft Health Information Management
Strategic Plan 2007-2011 has been developed with the aim of improving access
to health information, improving the quality of health information, and supporting
decision making.

= Legal and policy framework — A draft framework has been developed to
streamline the ethics of reporting health information within and across different
levels of health administration to better respond to MDBS information
requirements. The MOH is working with the Attorney General’s office to finalise
the draft and facilitate the process of legislation.

» Research agenda — A draft research agenda for the Five Year POW, which will
provide the basis for linking research to policy and operational issues, has been
developed and is currently being reviewed by key stakeholders.

» Introduction of DHIMS — The sector has made good progress in developing a
robust data management system. A District Health Information Management
System (DHIMS) was introduced in 2007, following the recommendation of the
July 2006 Aide Memoire to conduct an assessment of the national and sub-
national systems by the end of 2006, and a process of rationalising data
collection tools and developing a comprehensive data reporting platform. The
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DHIMS, an important milestone in data management, especially for sector wide
indicators, is a health data repository with simplified reporting forms using
standardised entries and automated calculations. Health Information Officer
(HIO) positions have been established at district level and efforts made to recruit
and deploy staff; the proportion of districts with an appointed HIO increased from
55% in 2006 to 62.5% in 2007.

Health Service System Database — The sector has also introduced a public
health information system at regional and district level. Indicators for RH, EPI,
malaria and child health have been agreed, software has been developed, and
staff have been trained to use the system at district and regional levels.

Key issues and challenges

Parallel systems — The Health Service System Database that was introduced at
regional and district level in the last quarter of 2007 is running parallel to the
DHIMS software, which was introduced in the first quarter of 2007, despite the
fact that many indicators are common to both systems. Maintaining two systems
at regional and district level is contributing to duplication of effort and
undermining the principle of establishing a single repository. This may
compromise timeliness of data and the quality of data management (see current
information flow in Annex 7B: Figure 1), and jeopardise the streamlining of HMIS.

Use of data for decision making — The repositories do not yet produce summary
performance statements for district use and hence serve only as a path for data
acquisition by the centre. As a result, districts have developed a further parallel
method of summarising the information required for decision making (see
example in Annex 7B: Table 1). This is a serious issue as it will verticalise
information flows and information for district decision making is not standardised.

Lack of IT support — Districts visited by the independent review team reported
technical problems with the Health Service System Database software. This has
contributed to delays in submission of data, for example, the RHMT in Upper
East had received no information from districts for January 2008 as of the third
week of March. Information technology support for districts is inadequate. Data
from the Health Service System Database is received by the Public Health
Division, and verified by RSIMD and CHIM before it is returned to the
programme.

Staff shortages — The effective functioning of district and regional repositories is
threatened by the acute shortage of health management information staff. Most
health facilities and some districts do not have qualified health information staff. It
is estimated that training the number of staff required will take 18 years. In the
meantime, although statisticians are being recruited to help bridge the gap,
facility and district disease control and community health staff are performing
data collection, entry and submission. This is adversely affecting performance of
routine health duties, especially in facilities and districts with staff shortages.

Completeness of implementation and of data — The repository system is intended
for all providers but is currently confined to service delivery. Although the
Research Statistics and Information Management Directorate (RSIMD) and
Centre for Health Information Management (CHIM) are expected to play a pivotal
role in providing vital sector information, resources allocated are inadequate to
enable these institutions to fulfil their mandates, especially the additional
responsibility of MDBS information requirements. Completeness of data from
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health facilities and reporting from private sector continues to be a challenge, but
is expected to improve after the necessary legal framework is established.

= Equity — There is a need to ensure that the health management system is able to
detect inequities in areas such as allocation of resources, service outputs and
quality of care. Aggregate figures for regions may conceal inequities within
regions, including between districts and between socio-economic groups within
districts.

Recommendations

= Urgently bring together the two systems into one repository to avoid duplication
and enhance data management efficiency and effectiveness.

Specifically:

o Establish single district and regional repositories.

o Resource the district, hospital, regional and national information system to
enable it to provide quality and timely health information.

o Develop a Central Health Data Repository at CHIM as contained in the draft
Health Information Strategic Plan.

o Require RSIMD/CHIM to provide monthly information to all programmes and
quarterly summary reports to defined stakeholders that require information for
decision making to avoid the need for establishing a parallel system.

* Improve the DHIMS database so that it can generate information to inform
decision making and regular performance review meetings.

Specifically:
o Provide IT support to ensure that the DHMIS can generate district, hospital
and regional health performance summary statements.

» Address staffing issues.

Specifically:

o ldentify districts with a shortage of health information staff and deploy and use
existing trained staff strategically to provide targeted support and supervision
to staff involved in district and hospital data management.

o Institute systematic investment in the development of data management
capabilities rather than programme-focused and specific indicators.

» Enhance analysis and use of information

Specifically:

o Ensure districts and regions use information during performance review
meetings to analyse trends and determine required action by managers and
service providers (see Annex 7B: Figure 2).

= Explore in the short to medium-term ways of incorporating management data into
DHIMS to facilitate sector-wide reporting.

Specifically:

o Explore how DHMIS fields could be expanded to incorporate the specific
insurance indicators required by the proposed NHIS MIS.

o Review other sector inputs (e.g. human resources, financing) and
mechanisms for incorporating them into the DHIMS.
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4.4 Capital investment
Achievements

= Capital Investment Plan — The Final Draft Capital Investment Plan (CIP) Ill was
developed and discussed with key stakeholders. The CIP is based on three
scenarios: i) maintaining the current levels of services; ii) limited expansion of
health infrastructure and services; and iii) fully expanding the health infrastructure
and services. CIP Ill objectives are to keep existing facilities and institutions
functional and operational, to increase the scope of services consistent with the
needs of the population, and to increase geographical access. Steps have been
taken, as discussed below, to address these three priorities.

» Reduction of debt — Prudent management reduced capital investment debt from
GH¢7.0 million in 2005 to GH¢O by early 2008. In view of the reduction of
available funds for capital investment in 2007 (see Annex 7C: Tables 1-3) and the
annual growth of unpaid bills, the MOH developed prioritisation and allocation
criteria. These prioritised: projects requiring counterpart funding due to bilateral
agreements; projects procured under ICB with legal implications for delayed
payments; payment of all outstanding bills; projects earmarked for completion in
2007; projects urgently required in deprived areas especially those that address
NHIS demands and completion of suspended and/or abandoned projects that
address health-related MDGs.

» Construction and rehabilitation — During 2007, 13 hospital construction and/or
rehabilitation projects were completed and handed over, and construction of 22
health centres and upgrading of 3 health centres commenced. Ongoing
expansion, rehabilitation and/or new works were commenced in 5 new middle
level training institutions whilst 9 others were completed during the same period.
In addition, districts have received infrastructure support from DAs, mainly for
construction and/or rehabilitation of CHPS compounds, staff quarters and office
accommodation.

» Vehicles and equipment — CIP Ill includes budget lines for ambulances, general
vehicles, and basic equipment for delivery care, although the allocation for these
items is limited. Transport Operational Guidelines were finalised in October 2007
to complement the 2005 Transport Policy. These simple and user friendly
guidelines for MOH and affiliate transport units provide the procedures for
implementing the Policy.

» Systems and surveys — Most planned activities, such as establishment of an
expenditure and tracking system and separately a service and availability system,
were completed and are in use as planning and monitoring tools, although their
documentation is still being finalised. Training on the Health Service Planning
Methodology and Framework was conducted in 9 of the 10 regions. A survey of
all abandoned or suspended infrastructure projects was undertaken with a view
to reactivating and completing relevant projects.

= PPM - A policy was issued on setting aside a proportion of service delivery funds
at district level for Planned Preventive Maintenance (PPM) of equipment. All
agencies have functional estate management units that conduct PPM and have a
budget.

AR



Key issues and challenges

Budget constraints — Inadequate funding and over-centralisation of the payment
of works — payments are processed by MOFEP — were key constraints for the
2007 CIP. The budget was undermined by cost overruns resulting from unpaid
bills from the previous year’s expenditure. Budgeted activities were affected as
priority was given to settling pending bills and to the over 200 on-going capital
projects. The 2007 CIP was further affected by the energy crisis that necessitated
a 25% reduction of budgeted GOG funds and subsequent disbursement delay by
MOFEP of GH¢1,777,000 until February 2008. Protracted negotiation on the
value for money audit of the Tamale Teaching Hospital led to re-voting of the
adjusted budget for disbursement in 2008. Due to budgetary constraints, most
ICT activities were put on hold in 2007.

Poor state of vehicles — Although 399 vehicles are available, only 75% are
reported as being roadworthy (see Annex 7C: Table 4). Review of the regional
vehicle and motorbikes status in the CIP indicates that in all regions, the majority
of vehicles have been in operation for 5-10 years and the majority of motorbikes
for 4-10 years (see Annex 7C: Figures 1 and 2). District visits by the independent
review team indicated that most vehicles are over 5 years and are frequently off
the road undergoing expensive repairs. There are regional disparities in the
availability of roadworthy vehicles as well as in the availability of ambulances
(see Annex 7C: Table 4).

PPM of buildings — Guidelines on PPM of buildings have not yet been issued to
complement the equipment guidelines and guide investment in PPM. Information
obtained from agencies is neither timely nor complete.

Increasing demands — There is a growing need for capital investment, to address
deterioration of existing health infrastructure, provide staff accommodation and
infrastructure coverage in deprived areas, expand and improve the quality of
existing facilities to meet increased demand created by the NHIS, and replace or
upgrade vehicles and equipment. However, given existing commitments, which
appear to concentrate on tertiary facilities and training institutions, and budget
constraints, there is little scope to address these areas or to redress inequity.

Diminishing fungible resources — In the light of diminishing fungible resources for
capital investment, CIP Il provides 3 priorities and 3 financing scenarios. The
following shows links between sector capital investment requirements and the 3
strategic CIP lll priorities that would complement the 3 financing scenarios.

CIP 1l Status Opportunities for improvement

Priority

To keep Instruction on 1. Holistic PPM procedures and budgetary allocation
existing district/hospital guidelines and training to institute a PPM culture
facilities budget allocation

finstitutions for equipment PPM

functional/

operational

To increase | CIP Il planned 1. Institute strategies for early submission of

scope of investment with 3 proposals by districts to the DAs for funding of
services scenarios; District CHPS, health centres, district hospitals and staff
consistent Assembilies funding accommodation and incorporation in annual CIP
with the district projects planning (bottom-up resource-based planning).
needs of the 2. Determine inputs required for continuum of care
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population from community to district hospital for safe

motherhood and child health care.

3. Resource mobilisation for priority projects in line
with MDGs with a focus on safe motherhood, child
health: (i) equipment (i) infrastructure (iii) referral
and (iv) supportive supervisory requirements.

To increase | Construction of 1. Define CHPS to be upgraded into maternity homes
geographical | CHPS/maternity in hard-to-reach areas.
access homes, health 2. Construction of fully financed health centres in
centres in deprived underserved areas.
areas

Recommendations

» Relate CIP lll priorities to the 3 scenarios by applying the following resource
allocation criteria:

1% call on available resources:

o
o

e}

Complete on-going projects.

Infrastructure (theatre in district hospitals, maternities), equipment,
ambulances to support safe motherhood and child health in the continuum of
care from CHPS to district hospitals.

Upgrading of CHPS into maternity homes in defined hard-to-reach areas.

2" call on available resources:

o Vehicles for supportive supervision.

e}

Construction of health centres, district hospitals and staff accommodation in
underserved areas.

3" call on available resources

o Training institutions.
o ICT.

» Enter into dialogue with MOFEP on acceptable decentralised capital investment
payment mechanisms to enhance expenditure effectiveness.

= Develop an overview of the total resource envelope for district capital investment.

Specifically

e}

Ensure that all DHMTs submit timely proposals to DAs for consideration and
inclusion in district annual capital investment plans and budgets.

Incorporate annual planned district capital investment in the health sector into
the annual CIP to arrive at an integrated MOH and DA capital investment plan
and budget.

= Develop a medium-to-long-term capital investment plan that prioritises
addressing inequities and achievement of MDG 4 and MDG 5.

Specifically:

e}

Use the Service Availability Mapping and Health Service Planning
Methodology and Framework to identify priorities for upgrading or expansion
of facilities, equipment and staff accommodation in deprived areas.

De