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SUMMARY

The Kaiser Foundation International (KFI) component of
the Management of Rural Health Services Project in

Ghana, which began in January, 1975, came to a close in
October, 1979. The purpose of the Project was to support
the development in the Ministryy of Health (MOH) of suit-
able organizational arrangements and a system for plan-
ning, management and administration directed toward the

achievement of broad, low-cost and cffective health ser-
vices coverage.

The KFI Component had two broad objectives:

0 To establish a Planning Unit within the MOH
which would institutionalize a planning, pro-
gramming, budgeting and control process with-
in the Ministry.

o) To develop long-range, medium-range and
short-range health plans for Ghana which
focus on meeting the basic health care needs
of all Ghanaians, with particular concern
for those with the poorest health status in
the rural areas,

As the KFI role is phased out, these two broad objec-
tives have been achieved: (1) the National Health Plan-
ning Unit (NHPU) is now firmly established and self-
sustaining, and (2) a Primary Health Care Strategy has
been developed and its implementation has been initiated
in the first nine Districts, one District in each Region.

The most important accomplishments of the NHPU during
the three years that it hes been fully operational can
be divided into five main functional areas. Substantial
progress has been made in all five areas as follows:

1. Health Policy Formulation

Under the direction of the Director of
Medical Services, the NHPU drew up a state-
ment on National Health Policies for Ghana
which was widely distributed, discussed and
finally accepted leading to an explicict,
written health policy for Ghana.

Summary-1



2. Health Assessment, Program Evaluation and
Health Sector Design

The health data and data systems were exam-
ined for their value in health planning and
tecommended chanyes introduced. A method for
analysis of disease problems and henlth in-
tervention procedures was developed in order
to establish health program priorities. To-
gether with data from the other functional
areas, the health sector design analysis led
to the Primary Health Care Strategy referred
to below.

3. Human Resources

The most important product in this area was
an analysis of health manpower supply and
projected output of the many MOH training
programs. Manpower requirements for Primary
Health Care were worked out, but those of the
hospital-based services are yet to be estab-
lished. The analysis will serve as the basis
for future manpower planning.

4. Finance, Budget and Control

A major achievement was the development of an
improved planning-programming-budgeting ap-
nroach to be used throughout the MOH at all

levels which was based on a revised, simplifisd,
decentralizsd methed for the annual budget es-
timate preparation. This action planning ap-

proach nas provided the key zool for linkin

5. Deliverv of Health Care Services
In this broad area the NHPU was concerned wica
operaticnal or microplanniag iancluding hseal:zh
Zacilities design, logistical suppore systems
for supvlies, transport and communications, and
tae da2tails o7 getting services to the peonle
Special atzteuntion was devotad to the desizn o=
a communisations system fovr the ?rimarv Healcga
Care Svstam.
The 2fZor<s ian chese Zive mmc=icnal arsas facused upon
?rimaryv Health Care [?HC) whica is 3 major new zompo-
nent ZoT the aealti sYstam TH supplament che 3rssent
services whizh ares maizlv nospical-Hased The PHC

Summazrv-l



trategy fulfills the goals of the Health Policies and
is the strategy which best combines priority health
programs into an overall Health Sector Design. Major
planning activities will now have to center upon the
microplanning for logistical support and the training
and retraining programs needed for Primary Health Care.
As the implementation of the PHC Strategy progresses,
the Ministry will be lcoking to furthsr external aid for
gssistance in the implementation of this ambitious pro-
gram. X

In order to suppor: the Project purpose KFI developed a
teamwork approach with its Ghanaian counterparts in the
Planning Unit, working on a day-to-day basis on all
2spects of the Unit's work outlined above. In addition,
the KFI Associates contributed substantially vard the
planning and organization of the Unit's work aud in main-
taining forward momentum. ’

This approach resulted in the contractor team undertaking
more of an operational role than originally planned. 3But
their full-+ime presence over a sustained period of the
last 3% vears of the project served as a low-key influ-
ence for change among their counterparts ancd many other
government officials.

In order to phase-out KFI's participation in the NHPYU ,
the XFI Associates largely withdrew from the operational
aspects of the Unit's activities 1in early 1979 and were
able to concentrate their attention on the development oI
a2 series of Manuals and Guidelines :o document :the &x-
perience to dats and lay a foundation for future manage-
ment and pianning. The Manuals and Guidelines arve listed
in Exhibit 3 of this Report.

In the course of this project, many Ghanaians have been
trained in disciplines necessary for the planning and
management of health services. The return of five of
those receiving »arvicipant training before the end of
1978 has zllowed an appropriate transition to the phase-
out 0f the XFI Associates. The return of an additional
five in the next few months will bring the NHPU close to
full stariing.

This Final Contractor Report reviews the background oI
the overall prcject, the apprcach to planning that was
developed, the activities and achlesvements of the NHPU,
the staffing and training for the NHPU, constraints to
achievemens during the course of the project, basic
orincipliss that were reaifirmed and some lessons

nd future dirsctions for the Ministry of

i its new National Health Planning Unit.
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SECTION I

BACKGROUND

BACKGROUND: GHANA'S HEALTH SERVICES

Ghana, located on the Gulf of Guinea, in West Africa,
has a population of nearly 10 million. The country is
about 450 miles from north to south and 250 miles from
east to west. Geographically the couat~y can be divi-
ded into three areas going from south to north - 4
narrov coastal strip of savanna land, followed by a
broad tropical rain forest extending 150-200 miles north
which then merges into the nortliern savanna area. The
Volta Lake, formed when the Akosombo Dam was construc-
ted in the mid-1950's, is the largest man-made lake in
the world and is an important geographic feature of the
country.

Politically, Ghana is divided into nine regions, and

the regions in turn are divided into an average of

seven districts each (a total of sixty-four districts

in 1979) with populations of about 150-180 thousand per
district. Ghana's population has been increasing
rapidly with an annual growth rate of over 3 percent a
year. The major cities, especially Accra (the capital),
Kumasi, Sekondi-Takoradi, and Tamale have been growing
remarkably and about 30 percent of the population now
live in communities of over §,000.

Ghana, in 1957 was the first of the many colonial coun-
tries in Africa to achieve independence, and it estab-
lished a leadership position among the newly emerging
African nations. Universal education has been an im-
portant goal for the country, and more than 5C percent
of the school-age children receive a primary school
education giving Ghana the highest literacy rate in
Africa.

The major export continues to be cocoa, by far the lar-
gest source of foreign exchange for the country, with
timber being second. The largest industry is VALCO
(Volta Aluminium Company) powered by the electricity
generated at thc Akosombo Dam. A moderi. industrial
complex has been developed at the major port city of
Tema near Accra. However, the major occupations con-
tinue to be those of traditional farming, fishing a’ong

I-1



the coast, and trading. For a combination of reasons,
Ghana's economy has been undergoing a phenomenal de-

structive inflation rate in recent years, and the many,
once flourishing small businesses have been dying out.

According to the latest figures available, in 1977
Ghana had approximately 4,240 professional nurses,
3,648 auxilliary nurses and 1,480 midwives. In addi-
tion, an estimated 860 professioral and auxilliary
nurses were also qualified as midwives.

In 1978 there were 45 district hospitals out of a total
of 64 districts; each of the nine regions had a region-
al hospital for referrals; and there were two major
teaching hospitals, Korle Bu in Accra and Okomfo Anokye
in Kumasi. The total number -f hospital beds in Ghana
was approximately 13,500.

For the fiscal (financial) year 1977/78 the total
health budget including capital and current expendi-
tuve was £183,745,000, which amounted to 7.21% of
total Government expenditure. The 1978/79 budget tose
to £239,035,000 in actual cedis but this did not keep
pace with inflation.

It is well known that expenditures in real terms have
been dropping sharply in recent years. In its most
recent studies for which reliable figures are avail-
able, the Planning Unit estimated that health expendi-
ture per capita dropped from a high of £7.34 in FY
1974/75 to £3.31 in 1976/77. While no estimates are
available it can be assumed this figure had dropped
below 22.00 by FY 1978/79. (1972/73 is used as the
base year).

Although there are a number of doctors and midwives in
private practice in the large cities, most doctors are
employed by and virtually all medical care is provided
by the MOH. Mission hospitals which account for about

30 percent of the nation's hospital beds, are partially
funded and staffed by the MOH and are c¢losely coordin-
ated with the Ministry. There are also para-goveramental
militarvy and mines hospitals and medical services which
provide care to limiced population groups.

cz2rn of healtn prodolsms in Ghana remains charac-
ic of most less developed countries. The overall
infant mortality rate is about 130 per thousand live
births with a wide variation geographically. It ranges
ftrom i low of 63 per thousand in the Greater Accra
Region to a high of over 100 per thousand ia tne Upper
Region., Maternal mortalisy persists as a major problem.
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under hospital conditions to an es
thousand in rural areas.

Communicable diseases such as malaria, measles, tuber-
culosis and tetanus are the major causes of morbidi~v
and mortality. The disease problems of children gith
the interaction of malnutrition and gastroenteritils
with the communicable diseases are particularly severe.
In addition, there are serious non-cummunicable dis-
ease problems, including sickle cell diseasse, cirrhosis,
hypertension and stroke which though very impertant are
not readily controllable.

Tn the eighteen years since independence, there has
been a great wncrease in the rTesources going into
health - a threefold increase in the number of docctors,
a fourfold increase in the number of nurses, and a
nearly threefold increase in the number of hospital
beds. Furthermore, there has been a substantial in-
crease in the complexity of services being provided.

In spite of this significant increase in health r»-
sources, there has been little change in the admiris-
trative and managerial machinery to run the Ministry.

For these reasons che MOH ad a serious inte

Test in
establishing a strengtnened planning and management
capacity within +the Ministry. In the past, both before
and since indespendence, a2 number of health plans were
Zenerated by the Ministry. These plans usually wer

bv a specially selected committee. The 3Bracnott Repo
or 1967 was perhaps the most comprenensive of these
plans in <cope and served as the basic pian of the
Ministry for the nex:t ten years. ror sometime, however,
there has been an appreciation of the need Zor an on-
going planning c<apability within the Ministry.

put together by a visiting consultant or, in scme cases
Tt

(}]

MAJOR MILESTONES IN ESTABLISHING THE PROJECT

i

In Novemter, 1372, the MOH requested
USALD to aprly '"'moderm manazemen:t T2
methods in the management of the rap
nealtzh servizes 1in the country'". Sp



assistance was requested for the testing and imple-
menting of the Danfa Project® research results.

In May, 1973, a USAID team visited Ghana to consult
with the MOH about the proposed project.®* The es-
tablishment of & planning unit in the MOH was a major
recommendation of the team. This recommendation was
accepted by the MOH, and in August, 1973, a forma®' re-
quest was made to USAID for assistance in setting up a
health planning unit.

Initially, because of its connection with the Danfa
Project, the University of California at Los Angeles
was considered for the role of contractor. This was
subsequently shifted to Kaiser Foundation International
(KFI). Dr. Paul Zukin, £FI Vice President, visited
Ghana for four months (April - July, 1974) as a USAID
consultan. to initiate the project. He teamed up with
Dr. Xwasi P. Nimo who had been designated Senior
Mediczal Off.cer in Charge of Plzaning. Together they
deveioped the initial plans for a health planning unit.
Subsequently, USAID signed a contract with KFI in
January, 1875,

The title of the project whis* is, '"The Management of
Rural Health Services'", directly erphasizes the impor-
tance of management and also the rriority for services
to the underserved rural population. In order to
achieve improvements in health care for the rural
people, however, it was essential to develop a planning
unit that would have an overall view of health problems
and health rssources. A well-functioning centrali plan-
ning unit was thus identified as a prerecuisite for
actually iaproving health status in rural areas.

The initial contract was for seven months. During

*The Danfa Comprehensive Rural Health and Family ?lan-
ning Project was a joint University of Ghana Medical
School - UCLA School of Publiic Health program, spon-
sored by USAID as a nmultipurpose training, research,
and institutional development project. A major em-
phasis was on broad investigations into heal:ih carse
research for a derined rural population.

**Report and Recommendations Ragarding the Administra-
tion, Organizaticn and Management or the Devpartment of
Hdea.tnh oz Gnana. Dy, Joan .. Hanlon and Alzrad
Davidson. June 1, 1973.



+his time the National Health Planning Unit (NHPU) was
physically established, personnel were assigned, and
KFI provided a number of sonsultants. Also during this
time, Dr. Nimo was sent to the United States for par-
ticipant training in health planning; and plans were
developed for further training of other Ghanalans to
serve in the NHPU.

During .he initial contract in 1975, it became evident
that a longer term, more sustained input from the con-
tractor would be highly desirable. Since then the con-
tract has gone through several revisions and exten-
sions, but the overall purpose of the project has re-
mained the same. '

Following this first seven month contract, there was a
six month hiatus in KFI support to the NHPU during
which time there were changes in the Government of
Ghana and a new contract extension was negotiated. By
March, 1976, KFI had posted two long-term associates
to work with the Planning Unit on a continuing basis,
and the MOH had assigned permanent staff to the Unit.

Thus there was a period of base building Zor about
fifteen months which was required to develop the physi-
cal setup, select the staff, both Ghanaian and KFI, and
to fully define the functions and the rtole of the NHPU
within the Ministry.

OBJECTIVES OF THE NATIONAL HEALTH PLANNING UNIT

The original objectives of the MOH in establishing a
planning unit were as follows:

o To institutionalize an ongoing planning pro-
cess in the MOii.

o) To establish a system of planning and deliv-

ery of low cost, effective health services
for the entire country.

- With this in mind, the NHPU was initially assigned the
follow ng functions:

o} To assistc the MOH Directorate in health
policy formulation.

o) To develop long-range, medium-rangs and

I-5
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short-range health plans.

o To interpret health data for health planning
purposes in collaboration with the Center for
Health Statistics.

Following '"Operation Dialogue', and acceptance of the
Plan of Work, (See page 1I-2 under The Approach to
Planning in the following Section) the NHPU was given
the additional responsibility for the preparation and
presentation of the annual budget estimates for the
Ministry, thus providing the opportunity for directly
linking the budgeting process with the planning process.

MANAGEMENT TRAINING

The original project design included a management train-
ing component. A series of Management Skills Seminars
were specified to be conducted at the regional level of
the health services. This was an initial responsibility
of the contractor.

During the early months of the Project, in 1975-76,
the Office of Development Administration of the USAID
Mission assisted directly in conducting two-week
regional seminars. Five were held in all. Staff of
the newly-formed Planning Unit participated in the or-
ganization and conduct of these seminars. The intent
was that the contractor would continue this effort.

However, this was put aside durin- the years 1¢77-79
in order to concentrate on establishing an effective
Planning Unit and institutionalizing planning and
budgeting in the Ministry.

In retrospect there were four underlining reasons why
the original approach for management training was not
followed., First, the management training side of the
program was not urgently wanted by the Ministry. It
was premature and the Ministry did not have a counter-
part to work with.

Secondly, the initial approach to the mangement train-
ing seminars in the Regions was based mainly on ex-
amples from U.S. business which many Ghanaians could

not relate to. (Nevertheless, these seminars were very
well received by the participants). Obviously, ex-
amples used in management training should be based upon
the local situation, but it takes time to develop these,.
Furthermore, i%t is most useful 1if the training sessions

I-6



are closely integrated with ongoing activities such as
done later with the budget planning and Primary Health
Care workshops.

A third aspect was that the Ghana Institute for Manage-
ment and Public Administration (GIMPA) was involved in
management training in an effective way already, though
it was limited and directed at the higher echelons of
the Ministry. The MOH wished to expand this, to extend
it to lower levels in the organization, and to have
their mangement training linked with Ghana's own insti-
tutional set-up.

Finally, the management seminars that were being con-
ducted in 1975-76 were consuming a majority of avail-
able staff time of the Planning Unit (50% or more),
leaving little time for initiating a planning and
budgeting process which was the primary function of the
Unit.

Nevertheless, over the four year period of the Planning
Unit's existance, the need for management training within
the Ministry has become increasingly recognized. Indeed,
in the written Health Policies Statement of July, 1978,
the Ministry stated the need to strengthen the manage-
ment and administration of health services as the first
of three broad objectives.

Now, starting in December, 1979, USAID will be assist-
ing the Ministry directly with management training as
an extension of this project. A Management Training
Specialist, with four years' experience in Ghana work-
ing with the Ministry of Agriculture will extend his
tour for an additional two years to be assigned tc¢ the
Planning Unit and GIMPA for this specific purpose.

I-7
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SECTION [I

THE APPROACH TO PLANNING

GETTING STARTED

During the early phases of the project as the NHPU was
becoming operational, an approach to planning for the

MOH was gradually evolved. A detailed description of

this approach is given in "An Approach to Planning the
Delivery of Health Care Services', Manual Number One,

in a series of manuals prepared by the NHPU and KFI.

Initially, the.overall apprcach to planning was to focus
on the planning for the MOH as an ongoing organization.
It was considered important to get down to the opera-
tional level and plan for those services for which the
Ministry of Health was directly responsible. The work
was divided into five functional areas as follows:

Policy

Needs Assessment/Systems Design
Human Resources

Finance, Budget and Control
Production/Delivery

O O O 00

Although the major efforts initially were devoted to the
MOH as an organization, from the beginning it was rec-
ognized that the health of the people depended upon many
factors outside the control of the MOH. Therefore, the
Planning Unit early developed relationships with the
other Ministries, particularly with the Ministry of
Economic Planning and the Ministry of Finance. Later
with the development of the Primary Health Care
Strategy, much more active cooperation and direct links
were built with the Ministry of Local Government, De-
partment of Social Welfare and Community Development,
Ministry of Education, Ministry of Agriculture, Ghana
Water and Sewerage Corporation, Church Hospital Associ-
ation of Ghana (CHAG),.and others.

During the first phase of building the base for the
Planning Unit, a series of group problem identification
workshops involving key MOH decision-makers was con-
ducted to promote an understanding of the value of 2
planning unit within the MOH and to dispel possible
suspicion and misunderstanding of what a planning unit
might be doing. Meetings were conducted, both in Accra

I1-1



and in regions with key Ministry personnel in order to
identify problems affecting the delivery of health ser-
vices. Care was taken to involve and work with those
individuals who make crucial decisions in respect to
these health service problems. The sessions concentra-
ted on problems that are potentially controllable since
problems about which nothing can be done are unsolvable
and considered a waste of time. In addition, it was
useful to concentrate on those problems toward which the
Planning Unit could contribute solutions in the fore-
seeable future.

In these sessions as the problems were identified, they
were grouped into one of the five functional areas list-
ed above. Thus a logical framework was developed to
assist in problem resolution, and a strategy for plan-
ning was demonstrated to the participants. The conduct
of these sessions nelped to build a broad base of under-
standing for the Pianning Unit.

Early in the second phase as the Planning Unit was be-
coming operational, a second series of small group dis-
cussions was organized which was called "Operation
Dialogue'". Two basic documents were prepared for the
participants in advance of the meetings. One was a draft
paper on the strategy of planning for health and the
second was a preliminary plan of work for the Planning
Unit. For these meetings, members were selected for a
cross section of views among those with authority and
influence and included many people from outside the MOH
as well. A series of twelve different discussion meet-
ings was held in May and June of '76. Following this,
the Planning Unit revised its plan of work and then
actively launched into its activities. Many of the 58
key participants were later invelved in a continuing
collaboration with the Planning Unit as advisors and
members of project teams. Detailed reports on the Group
Problem Identification approach and "Operation Dialogue"
are included in Manual Number One, "An Approach to Plan-
ning the Delivery of Health Care Services' mentioned
apove.

ACTION PLANNING

roach to planning,

The ?Planning Unit has termed its
a teristics of action

"action nlanning'. The major <ha
pianniag are as Zollows:
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transla:ing plans into action. The coordina-
tion and preparation of the annual budget es-
timates serves as the mechanism for allocat-
ing resources for carrying out the programs
as planned.

Top-Down and Bottom-Up

The principle of top-down and bottom-up plan-
ning recognizes that contributions from all
levels are necessary for effective planning.
From the top must come policies, guidelines
and priorities whereas from the bottom must
come data, evaluation and recommendations
based upon experience. This implies that the
planning process must involve people at every
level and particulary must involve the "doers"
in the planning of their own work.

Consultation with Users

Users of the health services must be consult-
ed, both directly and indirectly. The

system must include a means for determining
tne needs of the people and a means to find
out about their complaints and problems.

Linkages

The development of linkages with all health-
related departments, ministries and units,
both within and outside the Ministry of Health
is an essential element to operational plan-
ning.

Decentralization

Planning and budgeting should be conducted at
every level. The NHPU originally emphasized
planning at the Regional level, but District
level planning will come to be the major focus
for planning and budgeting in the future.

N¥orking for Results

Operational planning emphasizes results. The
Plan of Work approach discussed below, pro-
vides a listing of the specific tasks and time
tables required to reach the objectives on an
annual basis.

1I-3



7. Short-Range Action Plans

In order to relate planning to the budget es-
timates it is essential to develop annual
"action'" plans. These plans must be formu-
lated on the basis of the medium term or five
year plan, but they are not simply a break-
down into five annual pieces. Each year
there should be an annual review of program
activities with reformulation of plans on an
annual basis. The shorter the time involved,
the more realistic plans can be, and there-
fore, the more manageable can be the imple-
mentation.

PLAN OF WORK

In order to carry out the work of planning, the Plan-
ning Unit used two basic mechanisms - one, the Plan of
Work and two, the project team approach.

The Plan of Work was organized into five sections ac-

cording to the functional areas of responsibility in-

dicated above. In each of these five areas of work

specific functions and tasks were defined. Starting

and completion dates for each were listed, and the es-

timated staff time required for each function and task -
was specified in terms of person-days of work. Thus,

the Plan of Work specifically outlines, - one, what

needs to be done; two, when it should be done; and

three, who 1s responsible for the work.

The Plan of Work has many applications. Among them are
the following:

o) Communicating with others, both within and
outside the Ministry, as to the responsi-
bilities and functions of the Planning Unit.

0 Reviewing and gaining the Directorate's ap-
proval of work to be done.

0 Coordinating work with colleagues and col-
laborating departments, ministries and in-

stitutions.

o) Allocating time and efrfort,.

o) Staffing and assigning work.

o) Monitoring work, measuring progrsss and
performance.

IT-4
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o Developing a cooperative work environment by
involving staff in work planning and control
of implementation.

To be effective, the Plan of Work must be used on a
regular basis, at least weekly. At every staff meeting
the Plan of Work should be reviewed for progress and
problems. Further, it needs te be revised onr a regular
basis, perhaps every six to nine months. The develop-
ment and revising of the Plan of Work should be the re-
sponsibility of the entire staff of the Planning Unit.

PROJECT TEAMS

A project team approach was developed in order to carry
out much of the work of the Planning Unit. The team
members were drawn from the senior staff of the Plan-
ning Unit, and were supplemented by others from the
Ministry of Health, from the Universit¢ty and from other
ministries. The Planning Unit members of the team
usually served a secretariat function. When KFI had
consultants for specific subject areas, they always
worked with a project team. This approach of having
project teams, which were established to conduct a
specific task within a specified period of time, had a
number of distinct advantages as follows:

0 It added sorely needed staff capacity.

0 It added depth of experience and expertise
in specific subject areas.

o) It increased the direct participation of
many different decision makers.

0 It created needed linkages within the MOH
and with other ministries and agencies.

0 It provided a method for closely coordinating
and supervising the work of consultants.

o) It provided flexibility and the capability to
shift the emphasis of work as needed in the
Planning Unit.

For each project team, a Project Team Specification was
prepared in advance of appointing the membership. This
contained the definition of the why, what, who, how,
when and where of the project team. It stated the ob-
jectives, specified end results expected; designated the
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the team composition of assigned staff, seconded per-
sonnel and consultants; indicated the resources re-
quired; listed the assumptions and constraints; iden-
tified linkages with other groups; outlined the method-
ology to be used; and listed the time schedule and
milestones to be completed.
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SECTION III

ACHIEVEMENTS OF THE PLANNING UNIT

From the time the Planning Unit became fully opera-
tional in July, 1976, the activities of the Unit have
been guided by the Plan of Work and it's revisions. The
five functional areas, slightly modified from the initial
areas, have remained as follows:

0 Policy Formulation

0 Health Assessment, Program Evaluation
and Health Sector Design

0 Human Resources

) Finance, Budget and Control

0 Delivery of Health Care Seivvices

The major accomplishments of the Planning Unit over the
past three years are summarized under these headings
below and compared with the targets as set in the Plan
of Work.

NATIONAL HEALTH POLICY FORMULATION

From the beginning of the Planning Unit's establishment,
it was appreciated that explicit formulation of the
policies of the Ministry would be necessary to carry

out effective planning. During "Operation Dialogue"
this need for clear policy guidelines was emphasized
time and again by th: participants as a prerequisite

to planning. As with most nations, Ghana's policies
were unwritten and somewhat vague. The generally under-
stood policy of '"the best health care possible for
everyone' was subject to a great variety of interpre-
tations and could not serve as a firm basis for plan-
ning an overall health care system.

The role of the Planning Unit in policy formulation was
to serve as a secretariat to the Directorate of the
Ministry, to circulate drafts of the policy for broad
review, and to conduct workshops for discussion of the
draft policy statement in preparation for final accept-
ance.

Following a series of meetings in 1977, the Director of

Medical Services (DMS) prepared a draft statement for
the Planning Unit to develop. Because of its importance
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and its sensitivity, the policy draft wrs circulated and
revised several times until a consensus within the
Ministry was reached. Thereafter a series of discus-
sion meetings held with groups having members both
in and out of the MOH. By the end of 1977, the final
draft of the Health Policies for Ghana statement had
been prepared and distributed widely to other Ministries
and non-governmental agencies in Ghana.

The policy explicitly states that the goals of the
Ministry of Health are the following:

0 "To maximize the total amount of healthy life
of the Ghanaian people'', and

0 To assure that "Every Chanaian shall have
ready access to basic and primary health care”
...and that there will be "mechanisms for
prompt teferral' of those requiring higher
levels of care.

The Primary Health Care concept paper of 1977 goes on to
specify two objectives to be met by 1980:

0 To achieve basic and primary health care for
80% of the population of Ghana, and

0 To effectively attack the disease problems
that contribute 80% of the unnecessary death
and disability afflicting Ghanaians,.

More specific sections of the policy statement deal with
the strengthening ¢f the management of health services,
nealth manpower development, and the organization of
comprehensive health services. The Primary Health Care
Strategy for Ghana, discussed below, fully incorporates
the prlnCLDles and guidelines of these new health poli-
cies of Ghana.

Although the health policy statement has not been form-
ally approved by Government, it has provided the broad
gui idelines for the preparation of tne 1978-79 and 79-30
oudget estimates. ~rFurther, the MOH Divisions nhave used
it =0 serve as the basis for the framing of their ob-
jectives and for setting targets.

e

A policv statement 15 not a static instrument, however,
but rather one that must gvolve with time. Virtually
all the specific cbjectives coversd ian the present po’ -
icv statement require redinement and furzher definiticn.
NMevertheless, %the Dolicy statement as it now stands, has



widespread support and provides useful guidelines for
the conduct of planning activities. Ghana today is one
of the few countries in the world that has a written
health policy statement.

HEALTH ASSESSMENT, PROGRAM EVALUATION, AND HEALTH SECTOR
OESIGN

The Planning Unit is responsible for the preparation of
long term (more tham five years) and medium term (three
to five years) plans for the health sector. The pur-
pose of this functional area is to assess the needs of
the population and to determine the activities and pro-
grams that will most adequately provide for these needs.

The Planning Unit has developed criteria and methods for
assessing the importance and impact of disease jroblems
on the population, has determined the major reasons for
lack of health status improvement in recent years, and
has started the necessary reorientation of the health
services from the present focus on service delivery
points (hospitals, health centers, and health posts) to
the involvement of the people themselves at the com-
muaity level. This reori ntation was initiated with

the development of the Primary Health Care Concept paper
in September, 1977. TFollowing intensive discussions

and a series of workshops, the concept was develcped

and refined leading to the Primary Health Care Strategy
paper in April, 1978.

The Health Assessment area was divided into four main
pa.ts as follows:

o) Assessment of the health status of the popu-
lation.

ol Development of 3 framework for establishing
health program priorities.

0 Evaluation of the health programs of the MOH.

0 Design of an.overall '"Health Sector Design'.

1. Assessment of Health Status

The first task undertaken by the Health
Assessment Project Team was to determine what
data were needed for planning and to examine
the present data system for its value in
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planning. The project team found that the

data available, though scattered in many
places, were of considerable value. However,

a number of changes were recommended including
revised out-patient and in-patient forms and

a change in the procedures concerning death
certificate analysic. (See the report entitled
"Evaluation of the Data Collecticn Systems and
Data Which are of Value for Health Assessment
in Ghana'", December 12, 1976).

A method for assessing the health status of
the population was developed so that there
could be a comparison of the relative impor-
tance of different disease problems in Ghana.
Since the health policy states that the goal
of the MOH is toc maximize the total amount of
healthy life of the Ghanaian people, a means
was developed to measure healthy life. The
major information needed to apply this method
included the following:

e The annual incidence of the disease.
0 The disability caused by the disease.
0 The case fatality rat> of the disease.

These data are not routinely available, but
the project team developed best estimates of
these variables for each of the major disease
problems in Ghana and ranked them in order of
relative importance using as a criteria the
amount of healthy life that each disease prob-
lem costs a community of 1,000 people each
year. (See the paper developed by the Plan-
ning Unit. entitled, "Health Care Priorities
for Less Leveloped Countries: Results of a

New Analytic Approach in Ghana'. This paper
discusses the advantages and limitations of
expressing the benefits of health intervention
procedures in terms of healthy days of lives
saved by the procedure, and the value of quan-
tifying the benefits and costs of alternative
procedures and programs in order to assist in
estadblishing priorities.)

Establisning Health Prog—am Priorities

Developing a measure for determining the
relative “mportance of disease problems is
only the £first stsp toward estabdlishing healtn
nrogram priorities. The obilective is to
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determine how the Ministry of Health should
allocate its resources in order to achieve
the best level of health of the people. The
project team took a three step approach which
included the following:

o) The ranking of disease problems in order
of importance as measured by the cost in
terms of healthy life lost, as indicated
above.

0 The effects of health activities on these
problems as measured by the potential
benefits i.e., by the saving of healthy
life,

0 The costs of different mixes of these ac-
tivities into the health programs.

Programs that would be given high priority
would be those that produce a greater saving
of healthy life for a given cost.

There are a number of levels of priorities to
be considered. Each disease problem was ex-
amined to see what kinds of procedures or ac-
tivities might reduce the loss from that dis-
ease the most. First, the alternative pro-
cedures that might affect each of the disease
problems was considered. Then, different pro-
gram alternatives consisting of different
methods of administering the procedures were
examined; and finally, alternative systems
incorporating program alternatives were
studied. By comparing the amount of healthy
life saved per cedi expended, health program
priorities <could be established on a technical
basis. This approach makes every assumption
and each step explicit so that if there are
disagreements with conclusions the underlying
assumptions and data can be reexamined.

At present, the project team is refining the
data which will be assembled into a reference
book rfor the Planning Unit to be entitled,
"Guidelines for Health Assessment, Program
Formulation, and Evaluation', in the series
by the NHPU and KFI.
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Evaluation of Health Programs

Originally it was planned to conduct an evalu-
ation of each of the major divisions of the
Ministry in terms of the effectivenes, of
their activities and the efficiency of their
services. Following informal inquiries of the
major divisions, it became evident that formal
evaluation would not be useful. The basic dif-
ficulty was that the divisions did not have
clearly defined objectives nor specific tar-
gets for measuring achievement and a meaning-
ful evaluation could not be undertaken. In-
stead, efforts were directed toward assisting
each of the divisions to establish their ob-
jectives and targets and to develop built-in
evaluation methods for each. Further, as the
Primary Health Care Strategy was delineated,
it became clear that the most important place
for evaluation would be at the operational
levels in the regions and districts rather
than being carried out c¢cn a divisional basis.
Th2 NHPU is presently working out an informa-
tion system for the PHCS which should provide
the necded data for ongoing evaluation of each
of the operation levels.

The basic health data gathered by the healtnh
assessment prvoject team indicated that there
was a high frequency of preventable illness,
disability and death, and that despive a con-
siderable increase in resources devoted to
the health sector over the last decade, there
had been little or no reduction in these pre-
ventable disease problems. Thus the evalua-
tion of the health system overall was that,
for whatever reason, it was not effectively
coping with Ghana's health problems.

Insight inta the reasons were prcvided by a
valuable study carried out by the Institute
of Development Studies, University of Sussex,
in collaboration with the Institute of Sta-
tistical, Social and Economic Research,
(ISSER), the Department of Community Health
of the University of Ghana Medical School and
the Planning Unit. This study provided a
detailad evaluation of health services in the
Jasikan and 3irim districts and was published
in two volumes under the title "Health Needs
and Health Services in Rurzal Ghana'.
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Health Sector Design - The Primary Health
Care Strategy

As mentioned above, the health assessment
project team had gathered sufficient data on
the workings of the health system to indicate
that in spite of the considerable increase in
resources going into health care activities
in the last decade, there had been little if
any improvement in the health status of the
people during this time. An analysis of the
pattern of disease problems indicated that
the major need was for widespread coverage of
the population with relatively simple proced-
ures including immunization, anti-malarials,
improved nutrition, improved sanitation and
water supplies, etc. The hospital based sys-
tem was not designed for doing those things
which have the most impact on the health of
the people.

It became clear that a supplement to the ex-
isting system which is based on service de-
livery points (health posts, health centers
and hospitals) was needed in order to reach
the people in tural areas and urban slums.
From the knowledge gained in Ghana from the
Danfa Project, the BARIDEP Program in Kin-
tampo, and work carried out in the Bawku
District, along with experiences drawn from
other countries, a detailed Primary Health
Care Concept paper for Ghana was prepared and
widely discussed toward the end of 1977.

The concept of primary health care put fo-th
in the paper rests on the premise that healthy
living cannot be separated from total social
and community development and that effective
health measures call for the involvement of
the people at the community level. Thus, it
recognizes that the most important resource
for primary health care is the community
itself. '

The base for the three-tier primary health
care system that is now being implemented will
be Level A community health workers, selected
and compensated by the community itself.

They will be trained by the MOH in primary
preventive and promotive procedures and in
simple first-level curative measures, with

I11-7



emphasis on pregnancy management, child health
promotion, environmental protection, and mobil-
ization for health related community projects.

The second level, Level B, will provide for
community health nurse midwives with addi-
tional training in therapeutic procedures and
managerial skills, and for community environ-
mental development officers. The principle
responsibilities at this level will include
the technical supervision of the community
health workers, routine immunizations which
will be performed at Level A, and care of
patients referred from Level A.

The district level, Level C, will be the Xey
level for management of the entire system. A
District Health Management Team (DHMT) (con-
sisting of the District Medical Officer,
District Public Health Nurse, District Health
Inspector, a Communicable Disease Technical
Officer, and in those districts with a hospital,
the head of the hospital) will work in direct
relation with the District Chief Executive in
order to assure an integrated appreach to
total community development.

Throughout this last year, the Planning Unix
devoted much of its time and ensrgy to re
fining and delineating the Primary Health C
Strategy. The implementation of the Strate
over the next t¢2n years wiil be the princip
instrument £or carrying out the major objec
tives of the Ministry as stated in the nhealtn
policy. e smphasized, however, is that
the PHCS s samen<s and extends the present
largely ho al-pased health services, and
in no way n=s them; rather ig should
enable the l-based servicss to concen-
trate on rer th1e specializad rafavvil
care that n &5
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of the PHCS were developed. These included
the following:

) An outline of the major training and
retraining programs required for the
PHCS.

¢ A model district health action plan.

o) The basic drug and medications require-
ments for the PHCS for a district and the
total country.

o A summary of the estimated annual costs
including both the current and capital
expenditures for the PHCS, both on a dis-
trict and nation-wide basis.

Now that the district health management teams
have begun their work, the Planning Unit will
assist them in developing the detailed micro-
planning for the work at Level B health sta-
tions and in the Level A communities

HUMAN RESQURCES

Human Resources, one of the most important areas re-
quiring planning, has been the most understaffed of the
functional areas during these first four year's of the
Planning Unit's activities. The key individuals who
will have responsibility for health manpower planning
and training in the future were away for participant
training for much of this time. Nevertheless, a health
manpower project team, working together with a consult-
ant from Canada, was able to develop a manpower plan-
ning methodology, to gather considerable information
about health manpower and training, and to produce a
report entitled '""Health Manpower Analysis for Ghana' in
June, 1978. This 72-page document brings together in
systematic order a large amount of information and data
on manpower supply and training programs, and will pro-
vide the base for future manpower planning

1. Methodology for Health Manpower Planning

The basic methodology for health manpower
planning was established with the following
points:

o) Analysis of the present supply and
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projection of anticipated supply based on
current trends.

0 Estimation of anticipated requirements for
personnel.

o Identification of discrepancies between
the expected supply and anticipated re-
quirements.

¢ Analysis of these discrepancies.,

Inventory of Health Personnel and Projected
Requirements

Obtaining an accurate up-to-date inventory of
all health personnel in the country proved to
be a difficult undertaking. The method for
obtaining an inventory of Ministry of Health
personnel will be connected with the budgat
estimates in the future and should provide
accurate data on an annual basis for person-
nel employed by the Ministry and missions.
The computerized pay list prepared by the
Accountant General with small alterations
could provide this information on a quarterly
or monthly basis.

Projected needs for the Primary Health Care
System have been fairly well worked out, but
lack of criteria for personnel reguirements
for hospital-based services and administra-
tive support remains as the major deficiency
in ‘nformation needed for manpower planning.

Conclusions of the Health Manpower Analysis

The supply of health manpower for Ghana has
increased greatly over the past 10 years, and
training programs now in place are geared to
continue the output of increasing numbers of
trained health personnel for most major cate-

gories of health worksrs. The number of newly
trained health workers for 1977 was about
1,500 -- an increase of 15% over the 1976

total of 9,500 health personnel smployed.
This increase is far greater than the popula-
tion increase and greatly exceeds the econ-
omic growtn rate.

rr

Until recently, the overwhelming numbers of



health workers have been trained for and de-
ployed to hospital positions. The major ex-
ceptions have been the environmental services,
epidemiological services, public health and
community health nurses and nutrition exten-
sion workers. DBut all of these together total
less than a quarter of all trained health
workers. With the reexamination of health
service priorities and the development of the
Primary Health Care Strategy, a major train-
ing and retraining effort must be carried
out. However, by retraining presently avail-
able health personnel and by converting some
of the present training programs, it should

be possible to meet the requirements of the
PHCS with little or no increase in personnel
costs over the present projections.

The nurses are by far the largest group of
trained health personnel and their programs,
both professional and auxillary, must be care-
fully reviewed, particularly in the light of
the PHCS. Several of the most important
issues raised by the health manpower analysis
concern programs for nurses.

The generally high quality and broad coverage
of the State Registered Nurses (SRN) Training
Program is commendable, but with so many gradu-
ates now going into specialized areas, there
is virtually no increase projected for SRNs
for the general services. Psychiatric nursing
is the largest single specialized area, and,
as projected, this area alone would claim one-
third of all SRN graduates over the next 10
years. The very large number of nurses being
trained for institutionalized psychiatric care
of pavients must be reviewed, keeping in mind
the nation's priority needs for Primary Health
Care services.,

The Health Center Superintendent (HCS) program
was designed initially to provide Primary
Health Care at the heulth center and health
post level, but it has evolved to emphasize
curative care provide. to outpatients. If
midwifery were added and emphasis restored to
communitv health practice, the HCS would be
the ideal choice to serve as the Level B com-
munity health nurse midwife. However, the
numbers being turned out are far too few for
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this purpose, and the number of SRNs being
trained would have to be more than doubled to
meet the need. Careful examination of this
as a possibility was recommended at the NHPU
Workshop II on tHealth Manpower, May, 1978.

The projected increase in trained midwives
appears to be phenomenal, but this is largely
because of the policy adopted to train all
nurses in midwifery. Nevertheless, properly
deployed, the 6,000-plus midwives projected
for 1990 would be sufficient to deliver the
720,000 births anticipated that year, at a
rate of 10 births per month per midwife. This
potential should be borne in mind in relation
to plans for the extensive retraining of tra-

ditional birth attendants (TBAs).

The enormous projected increase in enrolled

nurses (EN) is much greater than can be ab-

sorbed by the health system and this consti-
tutues a very serious problem. The quality

of training for ENs is highly variable, and

all ENs require considerable supervision on

the job by qualified professional nurses who
will continue in short supply.

The requirements for environmental health
workers needed for rural areas has been
worked out by the Ministry's Environmental
Health Division, and the number projected for
training programs appears reasonable. How-
ever, there are major problems in recrultment
and deficiencies in the training facilities.

For a number of categories of health workers,
much remains to be done. In particular, the
role and functions of the Medical Fileld Unit
(MFU) personnel require full examination in
the light of the Primary Health Care System.
This same applies to the Nutritional Techni-
cal Officers. The future requirements ot
laboratory workers, radiograpay workers,
pharmacists and all those related to hospital-
based services require carerul study and defi-
nition.

Although ideal criter
needs for the many ca
mav be 2staplished on ¢t
needs of the people, it

f health personnel
ries oi health workers
: o . 1

sis of the healtn
5 becoming clear that
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the major constraining factor on further growth
in health manpower is the economic capacity of
“he country to pay for the services. This is
particularly true of those who are most highly
trained; the doctors, professional nurses, and
technologists. These groups have alternatives
to the Ministry of Health for employment,and
increasing numbers are departing the service.

The MOH itself is responsible for most train-
ing programs for health personnel, and the
Government of Ghana is committed to employing
all Ghanaians who become qualified health
workers. In the past, this policy was appro-
priate, considering the enormous health needs
of the nation and the paucity of trained per-
sonnel. The analysis of the situation at
present, however, has made it clear that the
period of maximum training efforts and growth,
unrestrained by factors other than training
capacity, have come to an end; that many
training programs must be cut back and re-
shaped; and that a complete reevaluation of
the many cadres of health workers and thelr
training programs must be carried out.

The effects of health personnel in excess of
what the system can bear are already evident -
no housing for newly trained housemen, no
flats for nurses, recent nursing graduates
remaining on the nursing school roles for
many months after graduation, etc. The money
to pay for the increased personnel emoluments
must come from somewhere, but previous analy-
ses have indicated that the budgetary require-
ments for other health system factors such as
transport, drugs dispensed, etc., all closely
parallel the expenditures on professionally
trained health personnel. There is no point
in training people to perform their duties

and then not provide them with the necessary
equipment and supplies to carry out these
duties. ‘

Inputs into certain types of health improve-
ment activities, particularly those specified
in the Primary Health Care Strategy, can lead
quite directly to a tangible increase in
economic output for the nation, but the health
care sector cannot continue to expand at a 15%
increase eacnh vear when general economic growth
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is not keeping pace. If the present output
of trained health personnel is continued,
Ghana will soon be using its very costly
training programs, especially those for doc-
tors and nurses, largely for the benefit of
other countries. It is crucially important
at this time that a complete reexamination cf
all health personnel training programs be con-
ducted to bring into balance the priority
health needs of the nation and the resources
required to meet them.

4. Planning for PHCS Training

At present, the nine district health manage-
ment teams will soon be meeting for another
workshop to look at training programs for the
Level B health workers for their districts.
Initially, it is planned that the DHMTs them-
selves will carry out the retraining of those
presently in the districts that could serve
as Level B personnel. When these training
sessions are completed, it will be clearer
how much retraining of community health nurses
is required to fulfill the position of a
Level B health worker. At the same time, the
community health nurse training programs will
require revision to bring them into alignment
with the new skills the Level B worker must
possess.

FINANCE, BUDGET AND CONTROL

Financial systems are an integral part of the planning
process. Unless there is a clear linkage of the plan-

ning process to the budgeting process, there can be no

meaningful implementation of plans.

The Planning Unit was given the responsibility for the
nreparation of the annual budgets starting with the 77
78 financial year. The annual budget estimates has

heen the single most time-consuming area Of rTesponsi-
bility that the Planning Uait has undertaxen; but it has
also been the area most in need. The budgeting system
has now been fully analy:zed, it has been simplified and
codified, and many modifications have been installed.

Budget estimats training workshops held each year doth
at csntral headquarters in Accra, and in each Resgion,
have been the mechanism for disseminating the principles
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of action planning advocated by the NHPU and for instal-
ling the detailed methodology concerning preparation of
the annual estimates. These workshops have involved the
hundreds of personnel with planning and budgeting re-
sponsibilities in the MOH. In this last year the Regions
conducted their own workshops and should be largely self-
sufficient in the future. Considerably less time of the
NHPU will be required for the mechanics and more time
will be available for the planning. Principles and de-
tails of the budgeting process are included in Manual
Number Three, "Financial Planning and Budgeting for the
Delivery of Health Services', Accra, 1979, in the series
by the NHPU and KFI.

The tasks of the budget estimate project team have in-
cluded the following:

0 Description and diagnosis of the existing
system.
o) Recommendations for improvements and strength-

ening of the budget estimate system.

0 Protocol for ranking, justifying, and pre-
senting capital and recurrent budget requests
using standard costs where applicable.

o Training methods for introducing the budget
estimates for preparation at regional and
division levels.

0 Coordination, analysis and presentation of the
MOH annual budgets.

o) Special studies of health sector operations
and finances for planning, budgeting and man-
agement applications such as %the costing of
diet and provisions, drugs and dressings, etc.

0 Investigation and coordination of sources of
external funding for health sector projects.
1. Budget Estimate Preparation

Nearly all the tasks within this area have
been completed. A major step in accomplishing
them was the preparation of the "Ministry of
Health Budget Manual' for the 78/79 Budget Es-
timates. This Manual was divided into two
parts, the first covering general principles
of pnlanning and budgeting and the second
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containing a complete set of forms to be used
in preparing the estimates. There were 18
forms in all, organized into three groups:

(1) general and analysis, (2) current; and

(3) capital. Each form was accompanied by a
written set of instructions. On the basis of
experienced gained in the 78/79 Estimate prep-
aration, further modifications were made for
the 79/80 edition. The Manual has been used
as the basis for the central and regional work-
shops.

Starting in financial year 79/80 the prepara-
tion of the annual estimates was extended to
recommend the development of annual action
plans for each region and division. The guide-
lines for these plans focused on planning and
management, advancement of the Primary Health
Care Strategy, the strengthening of the major
public health programs and fiscal restraint
for capital projects. At each of the regional
workshops the value of using the budget esti-
mates for planning and programming was em-
phasized.

Special Financial Studies

A number of special financial studiss have
been carried out by the Planning unit and 1ts
consultants. These studies have included the
following:

) Analysis and assessment of the existing
budgeting/finance system of the MOH by
E. N. Omaboe Assocliates, Accra.

o Detaijled economic, sociolaogical and medical
care evaluation studies cf health care
services in Jasikan and 3irim Districts,
carriad out oy the Institute of Develop-
ment Studiss (IDS) in collaboration with
ISSER, the Department of Community Health,
Ghana Medizal School and the NHPU, with
limited XFI financial support. (See aoove
Secticn TII 3.3.)

o Costing studies of inpatient and outpatient
services and some divisions of the MOH.

o Preparation of a list of standardized costs
for use in the 77/78, 73/79 and 79/80



Budget Estimate preparations.

o On-site survey and evaluation of ongoing
capital projects throughout the country
conducted by Mr. Lindsay Ferguson, KFI
health facilities specialist.

0 Cost inputs for health intervention pro-
cedures.

0 Cost data for the Primary Health Care
System,

) Cost study of nutrition centers.

¢ Background paper on sources of revenue
for the health services by Mr. Richard
Brooks of the Economics Department,
University of Ghana, Legon.

3. Control of Expenditures

The role played by the unit in the control of
expenditures has been limited to looking at
actual expenditures compared with the esti-
mates and to vetting all supplementary re-
quests. Although this is an improvement over
no control at all, much more in the way of
control measures is required. Control of
capital expenditures has been particularly
difficult. The Planning Unit is working with
.the Ministry of Finance and with GIMPA to
move away from line item budgeting to a more
rational output-derived method for estimates.
The Unit is also working in cooperation with
the Accountant General's Department to de-
velop an improved system for financial control.

DELIVERY OF HEALTH CARE SERVICES

This function of the Planning Unit has been concerned
with activities related to the '"production' of health
services. It has included the design and use of health
facilities, logistics of drugs and supplies, support
systems for transport and communication, and cperational
aspects of getting services to the people. In effect,
it includes the planning necessary to ms.ke the overall
system work.

The original Plan of Work concentrated on the region
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as the focus for decentralized planning, but in this
past year the emphasis has shifted from the region to
district planning. The main emphasis at the Tsito dis-
trict health management team training workshop in early
1979 was training for management and planning at the
district level. It is at this level that the merger
occurs between top-down and bottom-up planning and op-
eration. It is here that the preventive and promotive
services of the primary health care level meet with the
curative hospital services of the conventional system.
Therefore, the latest Plan of Work provides for the
development of guidelines and assistance to the District
Health Management Teams in preparing district health
plans. These, in turn, are then combined into regional
plans.

In the months ahead, the Planning Unit will be working
closely with the DHMTs in developing their microplanning
needed for the Primary Health Care Strategy.

The major tasks in the Delivery of Health Care Services
area have included the following:

Standard Health Facilities Design
Ongoing Capital Project Survey
Logistics and Supplies

Transport and Communication
District Health Plans

o0 COOo

1. Standard Health Facilities Designs

The Health Care Facilicy Design Team was one
of the first project teams organized by the
Planning Unit in 1976. Ideally, before be-
ginning the design of components of a health
care system, the system as a whole should be
clearly defined and the functions for each
component worked out. However, funds had
already been committed for building nealth

centers and health posts in 76/77, and it was
clear that the architsctural plans to be used
zould be considerably improved. Thus it was
urgent that designs be established before the
eand of 1976 so that construction could zo on
uninterrupted in 1977. The new plan developed
by the team consisted of modules which could
be used in a flexible manner %o accommodate

a variety of different situations while still
retaiaing standardization. These plans were
acceptaed bv the DMS and the Regional Medical
Officers and have served as the basis for
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health post construction since then.

The project team went beyond the physical
Jesign stage and considered what the function
of tne facilities should be. The following
documents were prepared by the team:

0 Services and facilities for primary care.

0 Principles for planning primary health
care facilities.

e Criteria for projects to expand, alter
and/or remodel health facilities.

0 Room and space schedule with equipment
for health posts and health center modu-
les.

o Definition of village dispensaries.

o} Criteria for site selection for health
facilities.

0 Illustrated standard elements for healcth
facilities.

The development of criteria and standards for
modernization and expansion of hospitals 1s a
major need in Ghana. Dr. A. S. Charway was
sponsored by USAID for participant training
at Texas A § M University. He completed his
research there on designs for a rural health
center and for standard design criteria forv
hospitals. This work now must be reviewed

by the Ministry and applied.

With rising building costs, and with the em-
phasis which the Primary Health Care Strategy

is placing on small outreach health stations,
the rural health center design now needs to

be scalsd down andé 2 new design developed for
the health station which is the smallest unit
in the system. s the Primary Health Care
Svstem is installed, scme of the existing
health centers and health posts should be cut
back in staffing with staff redeployed to the
health stations
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Thus, the priority needs for health facility
design in planning are as follows:

0 To establish design criteria and a design
review panel for hospital planning.

o To design a basic rural health station.

Ongoing Capital Project Survey

Using data from the annual budget estimates
and the reports prepared by Lindsay Ferguson
on capital projects in 77/78, the Planning
Unit has developed a detailed project-by-
project status report for the Ministry of
Economic Planning.

Logistics and Supplies

The need for improving the efficiency and ef-
fectiveness of procurement and supply of drugs
and dressings, surgical supplies and other
equipment has long been recognized by the
Ministry. The development of the PHCS will
extend the supply line and add to demand. In
particulars, a workable cold chain for vaccines
must be developed.

Transport and Communication

In the design of the Management of Rural Health
Services Project, transportation was identi-
fied as a major constraint in the operation of
the Ministry of Health. A vehicle mainten-
ance component was added to the project, and
USAID posted a direct-hire Transportation

‘Specialist to work with the Ministry. His

assignment included the improvement of motor
vehicle workshops (both central and regional);
the development <f spare parts iaventory con-
trol and distvibution; the standardization of
vehicles; and staff training.

Though not Jirectly related to the Planning
Unit, nor a responsibility of XFI, the Special-
ist xept the Unit informed of his work. Recom-
mendations for needed equipment and facilities
wers supportad by the Planning Unit, and the
list of standardized vehicles developed through
Nis =fforts was incorporatsd in the Annual
Sstimates Standard Costs List and defended dy



the Planning Unit.

In spite of these efforts, however, trans-
portation continues to be one of the most
pressing problems facing the Ministry. USAID
is now planning a follow-up project for the
purpose of training mechanics and drivers in
all ministries in vehicle repair, preventive
maintenance, and the management of spare parts
inventories.

Adequate transportation is an absolute pre-
requisite for the Primary Health Care System.
There must be transportaticn to provide log-
istical support and supervision at all levels.
This will include motor vehicles and also
motorcycles, mopeds and bicycles. Two fac-
tors are required: first, there must be much
better control of the use of the velicles than
at present, and second, there must be improved
efficiency of the motor vehicle workshops.

The purchase and maintenance of adequate num-
bers of motor vehicles, in spite of the fact
that they represent a heavy foreign exchange
flow, must receive adequate priority. With-
out transport, the Primary Health Care System
cannot function.

In the area of communications, the Planning
Unit has completed an extensive study outlin-
ing potential uses, operation, staffing, and
costs of a radio communication system for
health services. Focus of this system is to
reach the rural areas by linking district
headquarters with all health centers, health
posts and stations in the district. The dis-
tricts, in turn, would be linked with the re-
gional headquarters and then the regions with
Accra «.d Tema. The cost of the complete sys-
tem installed over a twelve year period was
estimated to be 3 million cedis as of the first
of July, 1978.

An analysis of three alternative approaches to
initiate the system on a modest scale was com-
pleted in September, 1979 and submitted to
Ministry headquarters for action.

District Health Plans

A major focus at the District Health Management
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Training Workshop held in Tsito was the de-
velopment of district health plans for each
of the nine districts. The guidelines de-
veloped there have been incorporated into
Manual II, entitled "Planning and Management
of Health Services at the District Level',

Accra, 1979, in the series by the NHPU and
KFI.

I elaborating district plans, considerable
attention has been paid to the "how to', in-
cluding the operation and use of facilities

and services, logistics and supporting infra-
structure.
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SECTION 1V

SPECIAL EVENTS AND OTHER ACTIVITIES

The NHPU and individual staff members participated in a
number of special events and other activities that did
not fall under the work-scope in the Plan of Work, but
did contribute to the Management of Rural Health Ser-
vices Project. The list includes the following:

KAISER FOUNDATION INTERNATIONAL MANAGEMENT REVIEW AND
CRITIQUE

This three day review was held at KFI headquarters in
Oakland, California in January, 1977, and included mem-
bers of the NHPU, top management of KFI, representatives

of the Kaiser Foundation Medical Care Program and
health-related personnel from other Kaiser organizations,
faculty members from the School of Public Health, Berkeley,
and the Charles R. Drew Post Graduate Medical School,

and USAID.

The purposes of the review were to critically examine
the concept and strategies for planning developed by
the NHPU with XKFI involvement, and to tocus on KFI ac-
tivities with respect to carrying out the project and
accomplishing its goals. A specific list of issues was
prepared by XKFI and the NHPU to place before the panel-
ists. Feedback was obtained to identify concepts,
strategies and applicatious for the continuing work in
Ghana, and which possibly could be applied elsewnere.

A summary of this useful meeting was prepared and is
noted on the list in Exhibit A.

ANNUAL HEALTH EDUCATION SEMINARS, KINTAMPO

Members of the NHPU participated in three annual semi-
nars which each vear focus on a different topic and in-
volve 40 to 50 top MOH personnel from the Regions and
Districts.

HEALTH PLANNING UNITS OF WEST AFRICAN NATIONS

The Ghana NHPU hosted the first Health Planning Units
of West African Nations Workshop at GIMPA in July, 1977.
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The Workshop was sponsored by the West African Health e
Secretariat and was funded by USAID. Representatives

of the five English speaking West African Nations at-
tended and wide ranging discussions were held on strate-
gies for health planning, health assessment, human re-
sources, finance, delivery, and approaches for continued
cooperation among the planning units of the five coun-
tries.

Five members of the NHPU, including the KFI Associates,
participated in the second Annual Workshop that was held
in Ibadan, Nigeria in October, 1978, again under the
auspices of the West African Health Secretariat. The
major topic was a review of the strategies for Primary
Health Care in the member countries.

The third workshop was scheduled to be held in Monrovia,
Liberia in November, 1979, with Financing of Health Ser-
vices as the major topic.

COLLARORATION WITH THE IDS STUDIES OF HEALTH CARE IN
WO DISTRICTS

The NHPU worked with the team from the Institute of
Development Studies, University of Sussex, which con-
ducted an in-depth study of the health care services
located in the Jasikan and Birim Districts. The field
work of this joint sociologic, economic, and medical
investigation required over a year and provided the

best information available on evaluation of Ghana's
health services. It was published iin two volumes titled,
"Health Needs and Health Services in Rural Ghana'.

Copies are available from the NHPU and the IDS.

DEPARTMENT OF COMMUNITY HEALTH, GHANA MEDICAL SCAOOL
D THE DANFA COMPREHENSIVE RURAL HEALTH PROJECT

There was continuing close collaboration of the NHPU with
the Department of Communi:y Health which resulted in a
considerable input of information both formally and in-
formally fvom tne DanZa Project sponsored jioinzly by the
Department and the UCLA School of Public Heal:h.

POSTGRADUATE TRAINING IN PUBLIC HEALTH

A joint Ghana Medical 3School-Ministry of Health team
met througnout the year ¢o develicp a program 0T DOSt-
Zraduate training in public health which would satisfy
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the requirements of the West African College of Physi-
cians for specialty training. -In June/July a design
team from USAID, led by Dr. J. $§. Prince, in conjunction
with the joint Medical School-MOH team, developed a
proposal for a five-year support program which began in
the latter half of 1979. A major purpose of the program
is to provide training in support of the Primary Health
Care Strategy.

WHO INTERNATIONAL WORKSHOP ON PRIMARY HEALTH CARE,
KINTAMPO, JULY, 1978

The NHPU participated in this workshop which was attended
by 62 persons from 16 LDC's, preliminary to the World
Conference held at Alma Atta, USSR. The principle pur-
pose was to review in detail the experiences of the
BARIDEP (Brong Ahafo Rural Integrated Development Pro-
ject) and provide critical evaluation of the work on
community participation.

PRIMARY HEALTH CARE WORKSHOP FOR NON-GOVERNMENT ORGANI-
ZATIONS (NGO)

In October, 1978, members of the NHPU assisted in a work-
shop on Primary Health Care organized by the Ghanaian
NGOs which includes the Mission Hospitals. The purpose
of the meeting was to encourage their role in exploring
methods to obtain community participation in the PHC
Strategy.
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SECTION V

STAFFING OF THE PLANNING UNIT
and
PARTICIPANT TRAINING

RECOMMENDED STAFFING OF A PLANNING UNIT

The staffing pattern of the Planning Unit has been or-
ganized around the five functional areas noted on page
11-1. In a report prepared at the request of the Afri-
can Region of the World Health Organization, Brazzaville,
in September, 1977, the NHPU recommended a staffing
pattern for a model health planning unit. It would pro-
vide expertise in the following disciplines from full-
time, part-time or consultant sources:

1. Director of the Planning Unit (full-time
Health Planner who may or may not be a
physician).

2. Health Policy/Assessment

a. Epidemiology
b. Biostatistics (with computer expertise)

3. Human Resources

a. Manpower Planning

b. Health Training
4, Finance, Budget and Control

a. Health Economics
b. Budgeting and Finance

wy

Delivery of Health Care Programs

a. Microplanning (Operations Research,
Systems Analysis)

b. Health Facilities Planning/Architecture

6. Management and Administration

a. Organization/Management/Coordination of

Programs; General Liaison Work
b. Planning Unit Administration
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A minimum staffing level for an effective planning unit
with responsibilities similar to the National Health
Planning Unit is estimated at five full-time profes-
sional personnel broadly covering the above disciplines.
A supporting staff of another five persons would be re-
quired (2 typists, 1 clerk/messenger, 2 drivers).

PRESENT STAFF OF THE NHPU

As of June 30, 1979, the staffing status of the NHPU,
following the departure of the KFI Associates, was as
follows: '

Dr. M. E. K. Adibo Health Planning. Director

Dr. K. P. Nimo Health Planning/Manage-
ment. Deputy Director
and part-time with Ghana
Medical School

Dr. R. 0. Asante Health Manpower Planning
and Training

Mr. E. C. Richter Logistics and Supplies

Mr. Mohamed S. Cofie Finance and Budget

Mrs. Regina Owusu Koforidua, Eastern Re-
gion

Mirs. Bernice Ankrah-3adu Demography. Part-time with
Centre for Health Statis-
tics

Dr. A. S. Charway Health Facilities Design.
Part-time with Architec-
tural and Engineeving
Services Corporation

Mr. Richard B3rooks Health Eccnomics. Part-
time with University of
Ghana, Department of
Zconomics

Ms. Serwaa Owusu-Ansan National Service Student

Ms. Vivian Amenuvor National Servics Student



PARTICIPANT TRAINING

An important component of the Management of Rural Health
Services project was the provision for overseas training
of Ghanaian staff in aspects of planning and management.
The following is a list of those obtaining participant
training during the course of this project.

1. Pr. K. P. Nimo

2, Dr. K. Poku

3. Mr. Mohamed S.
Cofie

4. Dr. R. 0. Asante

Mrs. Joanna
Samarasinghe

w

6. Dr. Nana 0. Newman

7. Mr. A.A.D. Obuob

fos}
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E.K. Adibo

i

L)

Harvard School of Public
Health and UCLA School of
Public Health for Public
Health and Health Services
Administration

Johns Hopkins School of
Public Health for Biostat-
istics

University of Michigan
School of Public Health
for Health Planning and
Financial Management

University of North
Carolina School of Public
Health and University of
Illinois for Medical Edu-
cation and Manpower De-
velopment

University of Michigan

School of Public Healch
and School of Education
for Health Planning and
Health Manpower Training

Johns Hopkins School of
Public Health for Epide-
miology

University of Michigan
School of Public Health
for Health Planning and
Fin=ncial Management

University of Michigan
School of Public Health
for Health Plauring



9. Dr. R. Biritwum Harvard School of Pubiic
Health for Biostatistics
and Systems Analysis

10. Dr. J. D. Otoo Harvard School of Public
Health and University of
I1linois for Public Health
and Medical Education

11. Dr. A. S. Charway Texas A§M University for
Health Facility Planning
and Design

12. Mr. C. T. Kpene University of Michigan
School of Public Health
for Health Planning and
Economic Development

13. Mr. J. A, Tawiah University of Michigan
School of Public Health
for Health Planning and
Economic Development

All those receiving participant training who are still
overseas are expecte d to return to the Planning Unit by
October, 1979, excapt for Mr. Xpene, Mr. Tawiah who have
another year of training, and Dr. Poku.

Following his participant training in biostatisc
Dr. Poku reusained in the United States to taxke 2
tric feglaency (selzebgnqed), gélaVLng his return
Ghana for an extended pericd. He is now expsctad %0
raturn in the near futurs. Thus the Planning Unit will
socn be up to its full staffing for the first tiame.

Whiie this is a significant training input zo the pro-
ject, additional needs remain. These have been reviewed
between the USAID Mission and Ministry of Heal:tha on a

aumber of oczasions.

To sffactivealy decsniralize the planning/dudgeting 210~
cess, =ne Ministry zlans to post a Planning/3udzsting
Cfficer in 2ach regicn. de/she should be 9 a aigh
rank, Teporting to the Regional Medical Jfficer of
dealch, with strvong Linkazes with the central Planning
Unit

Tai g =aa Miaizer mMag wagiesta " =« Seywegae o BT ok
Thus, =he Ministry has requested zaat Zutures 2roject
funds se allocazed 5T post-graduate sralialiaz ZaT these
3fZizers. A @minimum o7 seven long-tarm training posi-
=is3ns will Pe requirsd assuming that Twe I tae present
trainess will De 20s%2d o the razilus

v
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SECTION VI

CONSTRAINTS TO ACHIEVEMENT

SHORTAGE OF GHANAIAN PERSONNEL

A major constraint to achievement was the shortage of
personnel in the NHPU. With the need for Ghanaian staff
to obtain overseas participant training, the chronic
shortage was inevitable. Ghana does not have the highly-
trained personnel to afford duplicate postings while per-
sonnel are receiving their training. A deliberate de-
cision was taken to send those for participant training
abroad as early as possible so that they could return
sooner.

It is important to recognize that while the temporary
loss of staff for trainin. purposes contributed to
major difficulties in the short run, over the long
term, these individuals will greatly strengthen the
Unit leading to independence from expatriate assistance
at an earlier date. ‘

In the meantime, the project team approach helped fill

the personnel gaps in many areas and most of the tasks
scheduled were completed.

ECONOMIC CONDITIONS

A second major constraint was the impact of the rapidly
deteriorating economic situation in the country over the
1ife of the project. It affected the project in many
ways, including:

bt

Budgeting under conditions of uncertainty,
coupled with a high rate of inflation (fre-
quently in excess of 100% per year).

[

Problems of planning and implementing capital
projects due to inflation, scarcity of build-
ing materials, political interference, and
poor performance or malfeasance by many con-
tractors.

Demands by health staff for increased allow-
ances and improved conditions of service (in-
cluding strikes and 'work-to-rule' slowdowns).

(W2
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4, Shortage of foreign exchange making it nearly
impossible to obtain drugs, essential medical
equipment and supplies, vehicles and spare
parts.

5. Increasingly questionable validity of the
Five Year Development Plan,

6. Indecision and non-responsiveness of the
Ministry of Finance and Ministry of Economic
Planning (e.g. inability to establish budget
levels for the coming fiscal year, excessive
delays in releasing budget guidelines, and in
approving and publishing the Annual Estimates).

This situation, however, was a mixed blessing in that it
brought hospital expansion to a virtual standstill and
focused attention on the need for alternative, low-cost
approaches for bringing primary health care services to
the people. (See also Section VII E.1.)

POLITICAL SITUATION

A third constraint was the unstable political situation
which resulted in frequent changes in Government and in
Commissioners for Health (there were six Commissioners
during the period 1976-79). At various times this
caused confusion, delay and insecurity among health
professionals in the ranks of the Ministry.

OPERATIONAL ROLE OF CONTRACTOR PERSONNEL

The operational role that was found to be the most ef-
fective position for the KFI Associates served as a con-
straint not only in terms of taking time away from ad-
visory services, but also reduced at times opportunities
for more involvement by the Ghanaians. This was falt to
be the most realistic approach due to the shortage of
Ghanaian staff noted above, coupled with the ampitious
Plan of Work undertaxen in order to advance planning in
11 of the key areas. It was necessary to be operational
to kxeep the Planning Unit functional.

OFFICE SPACE

Finally, physical space ia the ?Planning Unit has also
become critical with three and four Senior Starcf using
rooms 135 feet sguare. Further staff scheduled to arrive
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in the next few months simply cannot be accommodated in
the present building. The search for new accommodations
has been intensified, but a solution is not yet in sight.
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SECTION VII

PRINCIPLES REAFFIRMED AND LESSONS LEARNED

section reflects our assessment of those factors
contributed to the successful conduct of the pro-
and points out factors that were responsible for
of our misadventures. Although these principles

and lessons have been taken from a specific situation
in Ghana, the underlying principles should have wide
applicability.

We have divided these principles and lessons into the
following categories:

Prerequisites for Project Success
Human Factors

Work Output Factors
Organizational Factors

General Comments

OO0 000

PREREQUISITES FOR PROJECT SUCCESS

1.

The Need for the Project Must be Mutual

It is essential for the success of any joint pro-
ject that all parties involved have a genuine need
and desire for the project. At the beginning of
this project, it was primarily the Ministry of
Economic Planning that was pushing for the develop-
ment of the Planning Unit within the MOH. Only a
few of the top officials in the MOH itself really
appreciated the potential usefulness of a full-
time Planning Unit. Thus, one of the sarly tasks
of the contractor was to build a base of under-
standing among top ministry officials of whet a
Planning Unit could do for the Ministry. The
method for overcoming resistance and promoting
understanding of the planning process was dis-
cussed in Section II, but it is worth reemphasiz-
ing that the building of this base of understanding
was a prerequisite to the further success of the
Planning Unit.

The Need for Strong Counterpart Personnel

For a short period following the hiatus when there
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were no KFI personnel, the Planning Unit was tem-
porarily staffed with personnel who had no back-
ground in health planning and who, at the time,
received little support from the Directorate of the
Ministry. The Planning Unit had lost its momentum,
morale was low, and there was no sense of direction.
With development of the Plan of Work, the conduct
of "Operation Dialogue', and the assignment of re-
sponsibility to the Deputy Director of Medical Ser-
vices in charge of the Centre for Health Statistics,
the Planning Unit was able to start its operational
phase in July 1976. With the return of Dr. Nimo
from participant training in August, the NHPU be-
came fully operational.

The Need for Support from the Top

The third prerequisite for a successful project 1is
the support of the top personnel in the organiza-
tion. If it is not there in the beginning, it

must be deliberately promoted. This was partially
done through the group diagnostic sessions and
"Operation Dialogue" mentioned above, but the
support from the top was also obtained by the Plan-
ning Unit carrying out a number of miscellaneous
services for both the Principal Secretary and the
DMS, that had not been incorporated into the Plan
of Work. These included such things as the evalu-
ation of proposed hospital extensions and of the
building of new health centers that were requested
by prominent chiefs or politicians in various parts
of the country.

These non-scheduled activities were very useful in
giving the Planning Unit credibility, and in achiev-
ing the reputation of being a unit that could get
work done. Later on, as the demand for these ad
hoc activities increased, it began to interfere
with the activities in the Plan orf Work. When this
was made clear to the Directorate, the requests
were moderated, and further, the DMS took a very
active roles in developing the ?Plan of Work. Thus,
within a £few months after the operational phase
began, the Planning Unit had the requlisits strong
support Zrom the top.

#idesnread Involvement of Others in Planning

A Dasic orinciple that aust be followed if it is



expected that plans are to be implemented, is t2
involve as many others as possible in the planning
process. Not only must all key decision makers be
involved, but also those responsible for the im-
plementation of the plans. The following are the
specific methods that were used by the Planning
Unit:

a. The problem diagnostic sessions discussed
above were necessary to promote the under-
standing of a new planning process to be in-
troduced into an ongoing organization.

b. After the establishment of the Planning Unit,
there had to be widespread involvement of
others in the planning process iteself. 'Op-

eration Dialogue' was conducted not only to

get expert opinion on the best ways for the
Planning Unit to direct its activities, but
also to obtain the involvement of key decision
makers, both within and without the Ministry

of Health. Further, "Operation Dialogue' pro-
vided a pool of peovle who thus became aware

of the NHPU, and from whom it was possible to
draw upon later for specific project team roles.

C. The project team approach was a notable suc-
cess, not only because of the production of
specific results, but also because it involved
a large number of people outside the NHPU.

d. The NHPU organized a good meny workshops for a
variety of reasons. Early in the development
of the Primary Health Care concept, a workshop
was held to brainstorm on methods of obtaining
community participation. Often, workshops were
organized following a project team's report to
obtain the reaction of a wider group of people
to the specific proposals. The purpose of the
workshops concerned with the budget estimates
was largely to disseminate information and to
teach specific methodology for preparation of
the annual budget estimates. Finally, they,
too, were an important way of involving many
people at many levels in the planning process.

e. The regular participation of the Planning Unit
in the Regional Medical Officer and Divisional
Heads meetings was crucial, and many issues
such as the health policy and the Primary Health
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Care Strategy were first discussed at these
meetings.

£. In spite of the above efforts, there was insuf-
ficient communication and discussions with pro-
fessional groups. Although the Primary Health
Care concept was very early discussed with the
leadership of the Ghana Medical Association
(GMA) and the keynote address to the GMA by
Professor F. T. Sai in 1977 was about the Pri-
mary Health Care concept; nevertheless, there
was insufficient continuing communication with
the GMA. This was largely because of the pre-
occupation of the GMA with serious political
problems for nearly two years; but it is essen-
tial now that renewed communication and consul-
tation are undertaken.

There was also insufficient communication with
the nurses as a group. Although there was con-
tinuing contact with the top echelons of the
nursing establishment, there was no mechanism
developed to disseminate the information to the
rank and file of the Nurses' Association. It is
urgent at this time to improve communication.
with the nursing profession. Finally, there
has been relatively little communication with
the public and with the politicians, who should
be representing the public. Until recently, it
probably would have been premature to publicize
the Primary Health Care Strategy, but this has
now become a very high priority.

Relationships of the XFI Associates to the NHPU

From the beginning, the XFI Associates worked direct-
ly as members of the NHPU, rather than simply as
advisors. Indeed, it was for this reason that the
term, Associate, was used. While not initially plan-
ned, this proved to be the most effective way to gain

acceptance. =Zven in little ways, the Associates
worked as full partners with their Ghanaian col-
leagues. For example, only resources availadble to
the Ministry were used. Although money had been
pudzatad for outside secretarial and administrative
assistance, XFI Associates used only MOH perscnnel.
As a result, it was easier to understand many of the
day-to-day Zrustrations, such as lack of paper, poor
svnewriters, abssnteeism of junior stafi, etc. It
heiped provide a =true t2am spirit which was essential
Zor getting the work done

4
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It is important to appreciate the hazards of this
approach, however. If the Associates take on too
much of the operational work load, their departure
can lead to a collapse of the system. In order to
avoid this, a deliberate phase-out program was de-
veloped during the last year of the contract period,
With the return of some of the Planning Unit's
staff from their overseas participant training, it
was possible to turn over operational aspects of
the planning to the Ghanaian staff. At the same
time, the KFI Assoclates were able to concentrate
their time on the development of the series of
Manuals and Guidelines, as outlined above.

Participant Training

The linking of the participant training of the
Ghanaian staff for various aspects of health plan-
ning contributed directly to the success of the
Planning Unit. Not only did the training provide
specific expertise in particular disciplines
needed for health planning, it also provided mem-
bers of the Planning Unit with a sense of motiva-
tion; and it resulted in a clear commitment on the
part of the Ministry to assign these people to the
Planning Unit upon their return. Also, it was par-
ticularly valuable for those going abroad for
training to spend some time in the Planning Unit
prior to their departure so that they could have a
better understanding of the functioning of the
Planning Unit.

However, over the life of the project, training
was out-of-phase with implementation. At minimum,
there was a one-year lag in the identification,
posting and training of the Ghanaian staff.

The Ministry should have involved more counter-
part personnel at the beginning of the project so
they could have been trained, returned to the Plan-
ning Unit, and worked with the contractor personnel
for a reasonable period of time before the end of
contractor involvement. This was a major reason
for extending the project from November, 1978
through June, 1979.

The contractor's role in participant training was
also important. The KFI Associates assisted the
Ministrv in the selection of candidates. Together
with Dr. Zukin at the KFI home office, they were
also able to recommend appropriate US institutions
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C.

for the training and to assist in obtaining ad-
mission of candidates, even when the applications
were quite late. The KFI home office was particu-
larly helpful in finding programs, sending infor-
mation, and making arrangements within the US. The
KFI home office also assisted in arranging some
special programs for the trainees, and a number of
them visited Oakland to observe selected operations
of the Kaiser-Permanente Medical Care Program.
Further, continuing communication was maintained
between the Planning Unit and the participant
trainees in the United States.

Counterpart Training Within the Planning Unit

There was considerable transfer of information and
techniques from the KFI Associates to the Ghanaian
members of the Planning Unit, but it worked both
ways. There was a truly mutual exchange of infor-
mation and.ideas. The KFI Associates worked as
team members in fulfilling their roles as advisors.
Thus, training took place on a partnership rather

d,

than didactic basis.
WORK OUTPUT FACTORS
1. Plan of Work

[gN]

The Plan of Work was a key instrument in the de-
velopment and operation of the Planning Unit. The
two major purposes of the Plan of Work were (1) to
provide a mechanism for the planning and scheduling
0of the activities of the unit, and (2) to serve as
a means for evaluating these activities. Further.
it was helpful in the relationship between the
Directorate and the Planning Unit; it was useful
witnin the KrFI management and for USAID for evalu-
ation of the progress of the project; and it served
as an exce'lent communication device to Zdemonstrate
to others precisely what the NHPU was doing.

°roject Teams

The use of the project tv2am was iavaluabls. It
provided for broader expertise; it provided for
more people to de involved in the planning; iz
oprovided input £from the other sectors outside the
Ministry ozf H ta; aznd it widely ex=ended :zhe

plaaning proc '



3. Qutside Consultants

The use of short-term outside consultants can
create problems and their orientation to the local
situation can be time consuming. To avoid these
difficulties the NHPU established certain princi-
ples as follows:

o) The consultants were given highly specific
tasks with a detailed job description.

0 Their work was coordinated through a project
team, and each consultant was provided with
one or more counterparts to directly work
with him/her.

o) Their work was interwoven with the ongoing
work of the unit.

0 The KFI home office provided strong support
in identifying and recruiting the consultants.

The problems that did occasionally arise with the
short-term consultants were nearly always related
to the lack of a counterpart. For various reasons,
counterpart participation was not adequate in a
couple of instances.

Properly used, however, outside consultants can be
extremely helpful. Not only do they bring specific
expertise, they can also provide a stimulus and in-
voke comncentrated attention on a particular func-
tional area.

The list of short-term consultants in Exhibit B

shows there were five Ghanaians, four Americans

and three third-country nationals during the project.
In each case, the search started with Ghanaians
qualified to perform the job, then turned to Ameri-
cans, and finally, to other countries. It is well-
known that local nationals and third-country con-
sultants can usually be engaged at less cost than
equally qualified ‘Americans.

D. ORGANIZATIONAL FACTORS

1. Organizational Support

a. KF

[ 2]

Home Office

—)
joa
(O]

periodic visits of Dr. Zukin as Project
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Director were critically important for several

reasons: (1) Dr. Zukin initiated the project -
and maintained its continuity throughout. (2) : 5
He provided the needed outside objectivity and '
perspective to insure that the overall direc-

tion of the project was maintained. (3) In ;
addition, there was excellent home office sup- !
port in terms of the provision of materials and

supplies, and the home office carried out the N
contract administrative burdens. The support !
provided for thcse obtaining participant train-
ing and the identification and recruitment of
consultants has already been noted. For project
success, it is essential to have strength both
in the field and in the home office,

USAID

At the project's outset, some difficulties were

encountered in developing smooth working re- -
lations among the three main parties to the

project - the Ministry of Health, USAID Mission

and the contractor.

Part of the problem was due, no doubt, to the
uncertain start of the project, including a

six month period in late 1975 and early 1976
when there were no full-time contractor person-
nel at post.

It became apparent to the KFI contractor per-

sonnel that it would serve the project inter-

ests best if their efforts were directed toward

becoming fully accepted as ministry colleagues. B
This identification with the Ministry aided in

the spirit of teamwork that was developed in

the Planning Unit.

In addition, USAID Health office officials were
pressing to maintain project schedules which
the Ministry was incapable of meeting. The
Management Training component was a particular
point of misunderstanding, and it became 2avi-
dent that the Ministry had never really fully
acceptad it according to the project design,
The Ministry's focal interest was to establish
a planning unit, Lnstitutionalize the planning
process, and .o train Xey personnel for this
ourcose. While the need Ior management train-
ni

t
ing was recogni:zed, it would have %o come later.



As the project developed, relationships im-
proved. This was particularly noticeable in
the last two years as the Planning Unit became
established, the Primary Health Cares Strategy
evolved, and the Ministry began to identify
areas for further external aid. The direct
interest of the Mission Director proved help-
ful during this time.

Now the groundwork has been established for con-
tinued constructive relations and for future
project activity. The Ministry is participat-
ing with the USAID health office in designing

a follow-up project for the support of Primary
Health Care (now in the Project Identification
stage). And, as noted in Section I-D, USAID

is extending this project to provide a Manage-
ment Training Specialist to assist the Ministry
in strengthening its management capacity.

The lesson learned here is that it takes a
certain amount of time for a country to recog-
nize its needs, to internalize them and to
mobilize counterpart personnel and support ser-
vices in order to make effective use of external
aid programs.

¢. Other Organizations

Personnel from the World Health Organrization
and from UNICEF were very supportive to the
Planning Unit and actively participated in the
work of several of the project teams and in
other work of the unit. The active involvement
in projects such as this of personnel from
other agencies should be encouraged.

Functions and Responsibilities of the NHPU

The fact that the Planning Unit was given the re-
sponsibility for the annual budget estimates prep-
aration and was merged with the Center for Health
Statistics was critically important in developing
the strength of the Planning Unit. The coupling
of the Dlannlnc with budoetlng was of partlcular
importance because it assured that the planning
could be directly translated into action.
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3.

The Role of the Health Planning Unit

a.

Problems of Introduction

The introduction of any new process into an
ongoing organization will have problems. The
introduction of a planning unit may have spec-
ial problems related to the fact that some
people may see it as a potential threat to their
own work. Anticipating resistance is about

half the battle; possible solutions were dis-
cussed earlier in Section II, The Approach tc¢
Planning.

Advocacy

In several areas, the Planning Unit assumad

an advocate role and took a strong stand on an
issue. By thus standing for something, the
Unit commanded attention and enhanced its repu-
tation.

The NHPU became an advocate of action planning,
the approach and strategy for planning described
in Section II. This was widely discussed 1in
many meetings throughout the Ministry. The
Planning Unit has preached and practiced it.

The Planning Unit has also advocated a respon-
sible approach to budgeting. The old game of
requesting twice as much as needed is no longer
being played. The Planning Unit has gone to
the regions the last three years in order to
organize budgeting/planning workshops. This
last vear the Regions conducted these workshops
on their own with members of the Flanning Unit
serving only as advisors. In making budgeting
responsible and in making it more than an ex-
ercise for accountants and hospital secrstaries,
the Planning Unit has advocated it as a key
instrument for good planning and management.

Evolving out of early planning studiss of the
Unit, the Primary Health Care concept developed
into a strategy to provide health care for the
unreached 70% of Ghana's population. Convinced
of its importance on the basis of careful analy-
sis, the Unit has become a strong advocate for
the PHC Strategy. It has issued papers and
neld numerous discussicns, mestings and work-
snops on PHC. In addition to these meetings,




PHC has been a major topic in the budget/
planning workshops for two years. The PHC
Strategy has brought the MOH into a dialogue
with other ministries and provided a focus for
inter-ministerial cooperation, not only at
central headquarters, but more importantly at
regional and district levels. Finally, the
Unit's push for PHC has even brought interna-
tional publicity and strong international sup-
port.

Intra-Ministry Relationships

The Planning Unit developed strong ties with
the technical side of the Ministry, but some-
times relations with the administrative side
were not as strong as desired. The problem is
deep-rooted in the colonial structure of the
government. The division of responsibility
between the administrative and technical sides
of the Ministry is not always clear, and prob-
lems, issues and decisions may be referred back
and forth between the two ''sides'.

Further, the shifting of administrative person-
nel from one ministry to another complicates
the problem.

Nevertheless, many major problems of planning
such as logistical support, drugs, transport,
personnel inventory, international training,
and particularly the budget estimates are di-
rectly related to the administration.

In recognition of this, efforts have been made
by the Planning Unit to involve administrative
officials in meetings, decision-making confer-
ences, and project teams; but this has not al-
ways succeeded to the degree desired.

The fact that the Health Policies for Ghana
statement and Primary Health Care Strategy
paper were never presented to the Supreme
Military Ccuncil, was largely because the ad-
ministrative side of the Ministry failed to
forward the papers. The frequent turnover of
Commissioners, however, certainly contributed
to the problem.

The relationships of the NHPU with both the

Region and Divisional Heads were generally
excellent.
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Relationships OQutside the Ministry

With the permission of the DMS, the Planning
Unit initiated direct contacts with other
Ministries for coordinating activities con-
cerned with the NHPU. The relationship with
the Department of Community Health in the
Ghana Medical School was of particular impor-
tance. Members of the Department played a key
role in many of the project teams, the NHPU
members participated in Departmental teaching,
and there has been close cooperation in the
development of the post-graduate Public Health
program.

Management Training

As mentioned earlier in Section I-D, one of the
first functions associated with the Planning
Unit was management training. USAID assisted
considerably in these efforts, and indeed, pro-
vided the main drive for management training.

For reasons explained in Section I-D, this was
perhaps the principal area of activity in which
the Planning Unit was not effective.

However, it has been effective in introducing
management training in areas where it is direct-
ly work-related. There is a conscious effort

of the Unit to build in a management training
component in all areas of its work where it is
relevant.

This has been particularly evident in the an-
nual Budget Planning Workshops and the Training
Program for District Health Management Teams,
as well as in the on-going operation of the
Planning Unit and its project teams.

-
'
&

ransport and Communication

Inadequate attention to the management Oi sup-
port functions such as transport and communi-
cation can lead to serious problems affecting
che efficiency and effectiveness of the health
cares delivery systen.

While

attempts wers made as a part of this pro-
ject to strangthen the transport support zunc-
tion, listle progress was made. This can oe
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largely attributed to the lack of commitment

bv top governmewnt officials for adequate staf-
fing with well-qualified responsible personnel,
allocation of resources for the adequate pro-
vision of spare parts, plus a general lack of sou
sound management practices for the allocation,
maintenance and control of motor vehicles and
spare parts.

Similarly, an important lesson learned in in-
vestigating the communication needs of the
Ministry was the problem in utilizing the ex-
isting system of 12 high frequency radio units
linking the eight outlying regions with the
MOH headquarters, Korle Bu Hospital, Xintampo
Rural Training Centre, and the Tema Central
Stores. A serious question remains: If the
Ministry cannot maintain and operate this sim-
ple system, how can i. expect to install, main-
tain and operate a much larger system extending
to the district and health center levelr®

Part of the answer lies in extensive training
in use, coupled with adequate support from
maintenance workshops and mobile maintenance
personnel. All three alternative recommenda-
tions to initiate a system on a modest scale
call for integrating it with the phasing in of
the Primary Health Care system where 1t is ex-
pected that adequate training and support will
De present.

The Distyvict Health Management Team Training
Norkshop at Tsito

The Planning Unit organized and conducted the
District Health Management Team (DHMT) Training
Workshop at Tsito, at which the first nine dis-
trict teams vteceived their initizl training.

The Planning Unit's participation in this train-
ing workshop raises issues as to the scovpe of
activities that a ?lanning Unit snould under-
take. Clearly, training programs should not

oe a primary responsibility of the Planning
Unit's activities. But,by actively participating
in the first DHMT training, the Planning Unit
was able to gain valuable first-hand information
neaded for Zurther microplanning at the Dist-
rict level. The Planning Unit will continue

to work closely with the DHMTs as they develop
their programs.



The distinction between planning and doing 1s
largely arbitrary, and the division between
them can have a considerable range. A certain
amount of doing is necessary in order to know
how to plan and overcome the problems that
might not have been anticipated. In many of
the NHPU's activities, including the budget
estimate preparations, the devising of new out-
patient forms, and the preparation of the new
health center design, the NHPU took an active
participatory role. Perhaps the best rule of
thumb is that direct participation should be
limited to that amount that will contribute to
realistic planning.

E. GENERAL COMMENTS

1.

The Economic Situation

The severe economic situation in Ghana may have
helped our efforts in the Planning Unit in develop-
ing the Primary Health Care system. It became evi-
dent during our time that more hospital construc-
tion was not possible and that it was essential for
the MOH, as for the country as a whole, to become
cost conscious and to develop alternative low-cost
approaches to health care. Thus, the fact that the
Primary Health Care system requires very little
capital construction was welcomed, narticularly by
the Ministry of Economic Planning and the Ministry
of Finance.

The Time Factor

If plans are to be implemented, then evetyone in-
volved must be brought along together. There must
be widespread understanding of objectives and the
proposed plans for meeting the objectives. To do
this requires time and takes considerable repetition.
Intellectual planning may be relatively straight
forward, but active involvement of those who will
be carrying out the plans is a long-time process.
It should not be, and indeed, cannot be, rushed or
there will be more serious delays due to misunder-
standing and even active obstruction in the Iuture.
In nearly every case that the Planning Unit or pro-
ject teams developed aspects of plans ahead of the
restc of the Ministrv, much time was required to
sring evervone else up to date. The Jccasional
avtempt to aurry taings through was rarsly success-
ful or useful.
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Capacity to Absorb Change

The capacity to absorb change in an organization
such as the Ministry of Health is highly limited.
Installing a strengthened, but not really new,
budget estimate system within the Ministry has
taken three years of intensive effort on the part
of the Planning Unit. The recommended changes in
the outpatient and inpatient forms will require a
similar prolonged effort with workshops to be held
in every region, etc. For such procedural changes
to occur throughout the system, it will require a
minimum of two to three years of consistent and
persistent exertion.

The establishment of an effective Planning Unit
has really taken five years. Even with the best
of intentions and general enthusiastic support, a
three to five year time horizon should be allowed
for similar projects elsewhere.

Participation in Other Activites

It was important for the members of the Planning
Unit and the KFI Associates to have participated

in other activities such as teaching in the medical
school and the nurses training programs and in
international conferences. Such participation
provides visibility and increases the number of
contacts of members of the Planning Unit.

Qutside Assistance to Establish the Planning Unit

In spite of the recognition of the need for a
Planning Unit by the Ministry of Health and the
presence of many highly capable Ghanaian doctors,
it was vital to have outside Associates to get the
Planning Unit started. Planning is always easily
postponed and frequently 1is sacrificed in the day-
to-day pressures. To have someone from outside
who is not subject to these day-to-day pressures
and whcse sole responsibility is the development
of the Planning Unit may be critical to the estab-
lishment of such a major institutional change.
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SECTION VIII

FUTURE DIRECTIONS

During the Final Project Review, April, 1979, Dr. E. G.
Beausoleil, the DMS; Dr. M.E.K. Adibo, DDMS for Planning
and Mr. Irvin D. Coker, Director of the USAID Mission

to Ghana, outlined their thoughts concerning future
directions for the Ministry, the Planning Unit, and ex-
ternal aid in the health area. The following summaries
include most of the points they raised, plus others
added by KFI.

FUTURE DIRECTIONS FOR THE MINISTRY OF HEALTH

1. Primary Health Care Strategy

The most important new direction for the Ministry
in the coming decade will be the implementation of
the Primary Health Care Strategy. The first nine
District Health Management Teams have been appoint-
ed, have received their initial training, and have
begun their work. Although the program is now well
launched, there remains an enormous amount of work
to be carried out. Major efforts will be required
in the following areas:

a. Every district will have to conduct 1its own
microplanning, detailing the tasks of the
Level A (village) and Level B (health station)
health workers. The Planning Unit will wotk
closely with the DDMS (Public Health) and the
Regional Medical Officers in working with the
District Health Management Teams to conduct
this microplanning.

b. Logistical support systems requiring a supply
line, a cold chain for vaccine storage and
distribution, and a much improved transporta-
tion and transport maintenance system must be
developed.

c. The retraining of present health staff and
the development of strengthened training pro-
grams for the Level B health workers will be
a major undertaking for the next several years.
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d. A basic heaith information system which will
provide information that is relevant, reliable
and timely must be developed. This system will
be designed in such a way that at each level
only that information is collected which is
of immediate relevance and used for management
at that level. The Planning Unit will assist
in the development of this information system.

e. Further work in the costing of the Primary
Health Care system should be carried out and
areas delineated where external aid can be
most useful.

£f. Of considerable concern is the capacity for
individual communities to compensate and main-
tain disciplinary control of the community
health workers. Alternative strategies will
be required in different areas of the country.

g. A major effort must now be launched for pub-
licity and public understanding for the PHC
system. An effective '"advertising'' campaign
requires as much careful planning and drive
as does the planning of other aspects of the
system. The Plann.ag Unit will be joining
with the Health Education Division to develop
such a campaign.

Hospital Care

Although the major new direction for the Ministry
of Health will be focused on developing the Prim-
ary Health Care system, the secondary and special-
ist services provided by hospitals must receive
renewed attention. The major emphasis in the
hospital care area in the near future will not

be on the construction of new hospital bed capa-
city, but rather on improved quality, particul-
arly on improved equipment and maintenance. The
method of management of hospital services must

be reviewed, staifing patterns must be developed,
and ways of financing the increasing complexity
0of services must be worked out. At present,
hospitals are providing most of the primary
nealth care that 1s carried out in the country.
As the Primary Health Care systam is developed,
the hospitals saould be able to shift their at-
tention to concsentrate on their proper functions
of secondary and specialized care. These func-
tions require well-trained personnel, properly

q ¢
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equipped and supplis
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Financing of Health Services

Thorough investigation of alternative methods for
financing the health services must be undertaken.
The regular budget process has reached the break-
ing point, and if there is to be any expansion in
the budgeted services, alternative forms of fin-
ancing must be worked out. The DDMS (Medical
Care) and the Planning Unit have engaged in some
background work and held several meetings, but
this very important area requires further concen-
trated efforts.

Management Strengthening

Further strengthening of management capabilities
within the MOH must be carried out. The GIMPA
course has been providing training for the highest
levels of the Ministry, but there is now need to
go down the ladder to develop management skills
at all levels. It is vital to develop institu-
tionalized training in management in all the
training courses in the Ministry, and efforts
should be coordinated between the MOH, GIMPA,

and the University of fcience and Technology
(UST) in Kumasi. The assistance that will be
coming from USAID in this area will be very help-
ful.

Health Manpower Planning

Health Manpower Planning with the development of
better defined manpower policies and definitions
of the roles for various personnel categories
must be a major priority. The Planning Unit's
work on the analysis of the health manpower of
the Ministry is a starting point. Now that there
will be the return of those who have had special-
ized training in manpower planning and develop-
ment, the Planning Unit will be able to concen-
trate more of its efforts on completing the
Health Manpower Plan.

B. FUTURE DIRECTIONS FOR THE NATIONAL HEALTH PLANNING UNIT

1.

Primary Health Care Strategy

As indicated above, the Planning Unit will con-
tinue to work closely with others in the Ministry
in the development of microplanning for the
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Primary Health Care Strategy. The NHPU will also
have a major role to play in the planning of log-
istical support, in the development of the re-
training and training programs, and in working
out an appropriate information system.

Increased Staffing of the NHPU

With all the activities that have been undertaken
by the Planning Unit, as outlined in its Plan of
Work and discussed above, there is need to in-
crease the staffing according to the plan indicated
in Section V, above. In the coming months, the
Unit should be considerably strengthened with the
return of those who are receiving participant
training overseas.

Regional and District Planning

There is a need to increase the capacity for plan-
ning at the regional and district levels. Only

one region at present has assignéd to it a regional
planning officer. The remaining eight regions
should be similarly staffed; and planning func-
tions reinforced at the district level.

District-level budgeting should be institutional-
ized in line with the decentralization policy of
the government. Through this, and through the
District Health Management Teams for primary
health care, district-level planning can be en-
couraged.

Health Services Research

The NHPU should become more deeply involved in
health services research and operational studies
related to various aspects of health care needs,
demands, use and alternative ways to provide
services.

Continued Participation in Planning

The NHPU should continue its sponsorship of sem-
inars, workshops and project teams %0 engage

numerous persons and agencies in the planning
Drocess.

Communication Suvvort for Rural Health Services

The proposed two-way radio communicaticn net for
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rural health services should be initiated on a
- pilot project basis.

FUTURE DIRECTIONS FOR EXTERNAL AID

At the Alma Atta conference on Primary Health Care con-
ducted by the World Health Organization last year, it
was generally accepted that the strategy of "Health for
All by the Year 2000" will not be achieved unless the
following three conditions are met:

o) The Country must have total political
commitment to the idea. :

o There must be assurance that adequate funds
are available on a long term basis.

0 In the short run, national resources alone
will be insufficient to achieve the goal,
and international cooperation will be re-
quired.

The DMS had emphasized that there will be a need for
continued cooperation between the developed and less-
developed countries, and this need will continue for
sometime. The specific areas for external aid for
health remain to be worked out in detail, but as in-
dicated above, there are important needs in terms of
logistical support and training programs for the
Primary Health Care system and in the broad area of
management strengthening.

Within the development of clearly delineated health
sector plans for the future, it will now be possible
for Ghana to more usefully absorb external aid to fit
in with the priorities it has developed. The Planning
Unit may usefully serve as the point for coordinating
external aid for the Ministry of Health. The multi-
lateral aid coming from UNICEF and WHO has been of
great and continuing importance to Ghana in the health
area. Likewise, the bilateral support, particularly
from USAID and the Canadian International Development
Agency (CIDA),has been and will continue to be of
great value. When the external aid requirements have
been worked out for Primary Health Care, the MOH is
planning a joint donors meeting for discussion of the
subject and coordination of programs.
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SECTION IX

PROJECT COSTS

The costs listed below are for techmnical services provided under concract with KFI.

They do not include participant training,

project, nor the management training functio
1979 and will be provided directly by USAID.

the vehicle maintenance component of the
n that is to continue beyond October 31,

Actual Expen- Estimated
Category of Total Amount diture Through Expenditure Estimated Total
Expenditure Budgeted September 1979 October 1979 Project Cost*
Salaries $ 378,809 $ 372,955.74 $ 1,145 $ 374,100
Fringe Benefits 111,803 113,771.83 363 114,100
Overhead 346,390 334,932.87 936 335,900
Consultants 87,993 81,160.18 - - 81,200
Allowances 158,749 165 .9505.71 7,400 173,300
Equipment & Supplies 37,875 38,293.57 4,700 43,000
Travel, Transportation
and Per Diem 136,450 110,087.68 -~ 110,100
Local Costs {including
Seminars) 61,702 61,302.95 436 61,790
Cther Direct Costs 25,988 45,975.73 3,550 48,500
Total Costs - $1,345,759 $1,324,386.26 $ 18,530 $ 1,342,9@04
Fixed Fee 12,575 12,575.00 - - 12,575
Total § Fixed Fee $1,358,334 $1,236,961.26 $ 18,530 $ 1,355.475
Estimated Unexpended Balance: $ 2,859 

3#Differences in totals due to rounding
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EXHTBIT A

LIST OF REPORTS AND PAPERS

In addition to the regular quarterly reports, annual
project reports and summaries of the annual project
review which were sent to the MOH, USAID mission to
Ghana, and KFI headquarters in Oakland, there were many
papers prepared by the NHPU staff members and project

teams,

sometimes in co.laboration with other groups.

The following is a list of the most important of these
reports and papers.

1.

Plan of Work

Summary Report on
"Operation Dialogue"

Position Paper -
The Importance of
a Primary Health
Care System for
Ghana

Evaluation of the
Data wollection
Systems and Data
Which are of Value
for Health Assess-
ment in Ghana

Health Planning
Data Book for Ghana

Summary of the
KFI Management
Review and Critique

Summaty of the
Planning Units of
West African Nations
Workshop, Accra

Exhibit

Revised July 1976

Revision No. 2, April 1977

Revision No. 3, April 1978

Revision for Phase out of
KFI Associates, Dec. 1978

July 1976

September 1976

December 1976

January 1977

January 1977

July 1977
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10.

11.
12.

13.

14.

15.

16.

17.

18.

19.

Principles for Budgeting

Ministry of Health Budget
Manual, 1977 Edition. Re-
vised for 1978

A Method of Comparing the

Cost Effectiveness of
Various Health Improve-
ment Procedures

Health Policies for Ghana

Survey of Capital Projects,
MOH, Ghana by Lindsay E.
Ferguson

A Primary Health Care
Strategy for Ghana

Criteria and Standards for
Rural Health Care Centers
by A. S. Charway

Proposed Gudelines and
Standards for General
Hospitals in Ghana by
A. S. Charway

Health Care Priorities

for Less Developed Coun-
tries: Results of a New
Analytic Approach in Ghana

A Health Manpower Analysis
for Ghana

Health Needs and Health
Services in Rural Ghana,
Volumes 1 & 2, IDS Research
Report

Communication Support for
Rural Health Servicss in
Ghana

District Health Management
Team Training Programme
Norkbook, Tsito Adult Resi-
dential College
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August 1977
November 1977

December 1977

January 1978
March 1978

April 1978

May 1973

May 1978

June 1978

June 1978

June 1973

July 1978

February 1979



EXHIBIT B

PROJECT PERSONNEL

KFI PERSONNEL

Paul Zukin, M.D., M.P.H.
Project Director

Vice President, KFI

January 1975 - September 1979

Ward B. Studt, M.D., M.H.A.
Senior Health Planning Associate
January - July 1975

Richard H. Morrow, Jr., M.D., M.P.H.
Senior Health Planning Associate
March 1976 - June 1979

Albert R. Neill
Management Development Specialist
February 1976 - September 1979

Lindsay E. Ferguson

Health Facilities Specialist
November 1$77 - Mawnch 1978

CONSULTANTS WITH SPECIALTIES

S. A. Ababio Cost of Feeding Patients
Nutritionist Analysis & Standard Costs
Accra List for Annual Estimates

Professor Ichak Adi:zes Organizational Management
Professor of Management
U.C.L.A.

Professor J.L. deVries Health Planning
Professor, University

of Michigan, School of

Public Health
Ann Arbor, Micaigan

Dr. Beverly Du Gas Human Resources
Coensultant Planning
~ Witter-Du Gas Consul-
cants, Lcd.

Vancouver, 3.C. Canada

Exhibit B-1



Professor S.K. Gaisie
Professor of Demography
University of Ghana
Legon

Mr. Aubrey Grey
8116 Glider Avenue
Los Angeles, California

Teresa Gyedu

Assistant Librarian
Ghana Institute of
Management and Public
Administration
Greenhill

Mr.
1104 Heather Lane

Pacific Grove, California

E. N. Omaboe
Ltd., Accra

Associates

Dr. A. Peter
Dean, School
istration
Dalhousie University

Nova Scotia

Ruderman
of Admin-

Professor F. T. Sai

Assistant Secretary
General

International Planned
Parenthood Federation

London and Accra

Mr. Peter G. Smith
Department of Health
§ Social Security
University of Oxford

England

Frederick W. Hastings

Demographic Analysis §
Population Projections

Communications Systems

Library Organization

Health Facilities
Planning

Financial Management
§ Control

Health Economics

Primary Health Care
Strategy

Health Assessment §
Program Priorities
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Publication of a series of Manuals and Guidelines de-
veloped by the NHPU and KFI will sho.tly be available.

Manuals ‘

1. AN APPROACH TO PLANNING THE DELIVERY OF
HEALTH SERVICES

2. PLANNING AND MANAGEMENT OF HEALTH SERVICES
AT THE DISTRICT LEVEL

3. FINANCIAL PLANNING AND BUDGETING FOR THE

DELIVERY OF HEALTH SERVICES

Guidelines and Working Papers

4.

GUIDELINES FOR A BASIC DATA SYSTEM FOR
PRIMARY HEALTH CARE

HEALTH ASSESSMENT, PROGKAMME FORMULATION
AND EVALUATION

STAFFING AND MANPOWER DEVELOPMENT FOR
PRIMARY HEALTH CARE*®

*To be published in 1980
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