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SUMMARY 

T~e Kaiser Foundation Internationa~ (KFl) 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 Ministry 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 ~ffective health ser­
vices coverage. 

The KFI Component had two broad objectives: 

o 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 fi~mly established and self· 
sustaining, and (2) a Primary Health Ca~e 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 has 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 
~edical 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 explicit, 
written health policy for Ghana. 

Summary~.1 



2 . Health Assessment, Program Evaluation and 
~eal th'Sector Design 

The health data and. <lata systems were ex;:i.Jn­
ined for their valwc in health planning and 
recommended chan6es 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 heal:h sector design analysis led 
to the Primary Health Care Strategy referred 
to below. 

3. Human Resources 

The most L11portant product in this area was 
an analysis of he~lth manpower supply and 
projected output of the m~ny 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-progra.mming-budgeti:ig ap­
proach to be ~~ed throughout the MOH at all 
levels which was based on a revised, si~clified, 
decentralized ~ethod for the annual budg~t es­
timate preparation. This action planning ap­
proach has ?rovicied :he key :col for linking 
planning to implem~;ntation through the budget. 

~. Deliverv of Health Care Services 

In 1:his broad a-:-ea the >iHPU 'rJas concerned w1 :.1 
ope:'aticnal or ;nic::-opla.r .. ni:ig inc1udi::.g :1ea.lt::i 
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Care System. · 
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Strategy 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 looking to furth~r external aid for 
assistar.ce in the implementation of this ambitious pro 0 

gr am. 

In order to support the Project purpose KFI developed a 
teamwork approach with its Ghanaian counterparts in the 
Planning Unit, working on a day 0 to-day basis on all 
~spects of the Unit's work outlined above. In addition, 
the KFI Associates contributed substantially 1ard the 
planning and organization of the Unit's work aiid iI1 main­
taining forward momentum. 

This app~oach resulted in the contractor team undertaking 
more of an operational role than originally planned. But 
their full-:ime presence over a sustained period o~ the 
last 34 years of the project served as a low-key influ­
ence for change among their cou~terparts and many other 
govern.-i1en t of£icials. 

In order to phase-out KFI's participation in the NHPU,· 
the KFI Associates largely withdrew from the operational 
aspects of the Unit's activities in ea~ly 1979 and were 
able to concentrate their attention on the developmen: oi 
a series of >'far.Luals and Guidelines :o document :he ex­
perience to di:!.te and lay a £cu.11dation for future manage­
ment and plan..i-iing. The Manuals and Guidelines are listed 
in Exhibit 3 of this Report. 

In the course of this project, ~any Ghanaians have been 
trained i~ disciplines necessary for the planning and 
management of ~ealth services. 7he return of five of 
those receiving )articipant training before the end of 
1978 has allowed an aooronriate :~a~sition to the chase­
out of the KF! . .l.ssociates·. T:ie return 0£ an addi~lonal 
five in the ~ext few months will bring the NHPU close to 
full s-caifi:ig. 

This r ir.a.l Con t:-ac tor !<.epor-t: reviews the backgTOU..'Y1.d 0:: 

the overall ?reject, the approach ~o planning that was 
develooed, :~e ac":ivities and achievements cf the ~HPU, 
the st~iiing and training for the ~HPU, constraints to 
achievemen: during the course of the project, basic 
:Jrincinles :ha: •t1ere rea:=.=i~eci and some lessons 
learned, and fut~re directions for ~he Ministrv of 
U 1 ' • ' \I • 1 ,. 1 ' :l 1 ' '. 
nea~th ana its new .,a:1ona ~eab:n : anning Unit. 

S 1.xmma. ry 0 3 
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SECTION I 

BACKGROUND 

A. 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 ~orth to south and 250 miles from 
east to west. Geographically the cou.1t~y r.an be divi­
ded into three area$ going from south to north - a 
narro~ coastal strip of savanna land, followed by a 
broad tropical rain forest exten<ling 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-19SO'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 tur~ 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 increRsing 
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 conm1uni ties of over S, 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 countryp and more than SC 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 bein~ second. The largest industry is VALCO 
(Volta Aluminium Company) powered by the electricity 
generaterl. at the Akosombo Dam. A moderL industrial 
complex has been developed at the major port city of 
Terna near Accra. However, the major occupations con­
tinue to be those oi traditional farming, fishing a~ong 
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the coast, and trading. FoT a combination of reasons, 
Ghana's economy has been undergoing a phenomenal d0~ 
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 prufessional nurses, 
3,648 auxilliary nurses and 1,480 midwives. In addi­
tion, an estimated 860 professio~al and auxilliary 
nurses were al~o qualified as midwives. 

In 1978 there were 45 district hospitals ou~ of a total 
of 64 districts; each of the nine regi0ns had a regione 
al hospital for referrals; and there were two rn.ajor 
teaching hospitals, Korle Bu in Accra and Okomfo Anokye 
in Kumasi. The total number ·f hospital beds in Ghana 
was approximately !3~500. 

For the fiscal (financial) year 1977/78 the total 
health budget including capital and cu:rent expendi­
tu~e was ~183,745,000, which amounted to 7.21% of 
total Government expenditure. The 1978/79 budget rose 
to tZ39,035,000 in actual cedis but this did not keep 
pace with inflation. 

It is well known that expenditures in real terms ha.Ys 
been dro?ping sharply in recent years. In its most 
recent studies for which reliable figures are avail­
able, the Planning Unit e~timated that healrh expendie 
ture per capita dropped from a high of ~7.34 in FY 
1974/75 to t3.31 in 1976/77. While no estimates are 
available it can be assu.rned this figure had dropped 
below ez.oo by FY 1973/79. (1972/73 is used as the 
base year). 

Although there are a number of doctors and :nidwives in 
private practice in the large cities, most doctors are 
employed by and virtually all medical care is ~rovided 
by the ~OH. Mission hcspitals which account for about 
30 percent of the nation's hospital beds, are ?a~tially 
funded and staffed by the ~OH and are closely coordin-
ated ~ith the Ministry. There are also ra-governmental 
milita=y and :nines hospitals and medical services which 
proYide care to limi:ed ;iopula.tion groups. 

The pa::ern of health problems in Ghana remains charac­
teristic of most less develooed countries. The overall 
in£ant ~ortality rate is abo~t 130 per thousand live 
births with a wide variation geographically. It ranges 
from a ~ow of 63 oer thousand in t~e Greater AccTa 
Region to a high ~i over :ao per thousand i~ the Upper 
~egian. ~ater~al mortali~y ?ersists as a najor problem. 



It ranges from a .. 1 observed figure of 5 ?er thousand 
under hospital conditions to an estimateci 18 per 
thousand in rural areas. 

Communicable diseases such as malaria, measles, tub;.e:r­
culosis and tetanus are the major causes of morbid~-v 
and mortaljty. The disease problems of childre~ ~ith 
the interac~ion of malnutrition and gastroenteritis 
with the communicable disea:;es are particularly severe. 
In addition there are serious non-cummunicable dis· 
ease uroble~s, including sickle cell disease, cirrhosis, 
hypertension and stroke which though very i.mpon.:ant a:-e 
not readily controllable. 

In the eighte~n years $ince independence, there has 
been a gr~at ~ncrease in the resources going into 
health - a threefold increase in the number of doctors, 
a fourfold increase in the n.umber of nurses, and a 
nearly threefold increase in the number of hos~ital 
beds. Furthermore, there has been a substantial in­
crease in the complexity of service~ being provided. 
In spite of this significant. increase in health r~­
sources, there has been little change in the admir.is­
trative end managerial machinery to run the Ministry. 

?or these reasons -:he MOH 1i.ad a serious i:iterest in 
establishing a strengthened planning and management 
capacity within ~he Minis~ry. In the past, bo~h before 
and since independence, a number of health plans were 
generated by the Ministry. These plans usually were 
put together by a visiting consultant or, in some cases, 
by a specially selected conunittee. The 3rachott Reoort 
oi 1962 was ~erhaos the most comnrehensive of these" 
plans in ~cope and served as the.basic plan oi the 
Minist~y fo: :he next ten yea~s. For someti~e, however, 
there has been an appreciation of the need =or an ona 
going ?lanning capability within the Ministry. 

a. :-.tAJOR ~H!.ES"!'ONES I:.I ESTA3LISHI>JG THE PROJECT 

In November, 1972, the ~OH requested assistance from 
USAID to apply ":noderr:.'rn.ana.gemen: -::echniques and 
methods in the management 0£ the rapidly expanding 
ne a 1 :h s e-:vi :es i:i -ch.e coun 1:ry" . Specif ical 1 y, 



assistance was requested for the testin& and imple­
menting of the Danfa Project* research results. 

In May, 1973, a USAID team visited Ghana to consult 
with the MOH a.bout the proposed project.** The es­
tablishment 0£ ~J. planning unit in the MOH ·was a major 
recormnendation 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 consi~ered for the role of contractor. This ~as 
subseq~ently shifted to Kaiser Foundation International 
(KFI). Dr. Paul Zukin~ ~FI Vice Pre~ident, visited 
Ghana for four months (April - July, 1974) as a USAID 
consult~n~ to initiate the project. He teamed up with 
Dr. Kwasi P. Nimo who had been destgnated Senior 
Medical Off~cer in Charge of Planning. Together they 
developed the initial plans fr,r a health planning nnit. 
Subsequently, USAID signed a contract with KFI in 
January, 1975. 

:'he title of the project whL:'- is, "The Mand.gement of 
Rural Health Services", directly e11,phasizes the impor­
tance of management and also the rriority for services 
to the underserved rural populatjon. In order to 
achieve improvemen~s 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 resources. A well-functioning central plan­
ning unit was thus identified as a prerecuisite for 
actually i2proving health status in rural areas. 

The initial con~ract wa3 5or seven month~. During 

*The Danfa Comprehensive Rural Health and Family ?lann 
ning Project was a joint University of Ghana ~edical 
School - UCLA School of Public Health ?ro7ram, spon­
sored by USAID as a multipurpose training, resear:h, 
a?d ~nstitutio~al deye1opm~nt eroje~t. A major em­
pnas:s was en oroad invest:gat1ons into heal:~ care 
research for a deiined rural population. 

**Reuort and Recomme!1dations R-eg3.rdin_g=5he .4.dminist:-a.­
tioq, Or~anizaticn and ~!ana~;ement of the Departilient of 
Fa.:.c"'7-i o: G''nana. :J1·. Jon..i. .. T. Hanlon and Al::-:~d 
Daviison .. .;une 1, 1973. 



this time the Nation~l H~alth 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 Ghanaians to 
serve in the NHPU. 

During rhe initial contract in 19i5, it became evident 
that a longer term, more sustained input from the con­
tractor would be highly desirable. Since then the con­
tract has gc~~ through several revisions and exten° 
sions, but the ove:all p~rpose of the project has re­
mained the same. 

Following t~is first seven month contr~ct, 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 ~or 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 role of the NHPU 
within the Ministry. 

C. 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 M01i. 

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 
:follO\>' · ng functions: 

o To a$sist the MOH Directorate in health 
policy formulation. 

o To develop long-range, medium-range and 



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 II-2 under The A roach to 
Plannins in the following Section) t e t 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. 

D. MANAGhMENT TRAINING 

The original project design included a management train­
ing componen.t. A series of Management Skills Seminars 
were specified to be conducted at the regional level of 
th~ 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 helJ 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 effo~t. 

However, this was put aside durin~ the years 1977-79 
in order to concentrate on establishing an effective 
Planning Unit and institutionalizing planning and 
budgeting jn the Ministry. 

In retrospect there were four underlining reasons why 
the original approach for management tTaining 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, ~hese seminars were very 
well received by the participants). Obviously, ex­
amples used in ~anagement training should be based upon 
the local situation, but it takes ti~e to develop these. 
t;' th.,.. ""C::. ·~ i- o- .. 1 <::a.4:, 1 •.;:: "'hA ..,,,, •_,• - -~ -
i. ur . e~mo. _, .1. ... -~ m ~'~ u_ ...... u l.i. t...1 ..... \..~a.L .. 1ng :;,€!S::> ... On:::1 



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 0 

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 i'olicies 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. 
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SECTION II 

THE APPROACH TO PLANNING 

A. 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 approach 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: 

o Policy 
o Needs Assessment/Systems Design 
o Human Resources 
o Finance, Budget and Control 
o Production/Delivery 

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 Uni: 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 Cate 
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 Sewer~ge 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 a 
planning unit within the MOH and to dispel possible 
suspicion and misunderstand:Lng of what a plaru1ing unit 
might be doing. Meetings were conducted, both in AccTa 



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 servi~e 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 ~elped to build a broad base of under­
standing for the P~anning Unit. 

Early in the second phase as the Planning Unit was be­
coming ~perational, 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 th~ 

second was a preliminary plan of work for the Planning 
Unit. For these meetings, members were selected for a 
cross section of views ~~on~ those with authority and 
influence and included many people from outside the MOH 
as well. A series of twelve different discussi8n ~eet­
ings ·11as held in May and Jl.(ne of '76. Following this, 
the Planning Unit revised its plan of work and then 
actively launched into its activities. ~any of the 58 
key participants were later involved 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 :Vianual ~umber One, rr • .\n Approach to Plan­
ning t:te Jelivery of Health Care Services" :nentioned 
above. 

3. ACT IO~ PLA.'i:H~G 

The Planning Unit has termed it.s app-roac::h to planning, 
"action planning". The :11aj.'.)r ,:haracteristics of ?.ction 
plan~i~g a~e as :allows: 

1. ?lanni~g ~ B~dgeti1._l 

lS tie 



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. 

2. Top-Down an~ Bottom-U_E. 

The principle of top~ dow11 and bot torn-up plan -
ning recognizes that contributions from all 
levels are necessary for effective planning. 
From the top must :ome 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 11 

in the planning of their own work. 

3. Consultatio11 with Users 

Users of the health services must be consult­
ed, both directly and indirectly. The 
system must include a means for dete·rn1ining 
t~e needs of the people and a means to find 
out about their complaints a~d problem~. 

4. Linkages 

The development of linkages with all health­
related departments, ministr~es 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. 

6. Working 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. 



7. Short-Range Act.ion Plans 

In order to relate planning to the b~dget es­
timates it is essential to develop annual 
"action" plans. These plans mu.st be formu~ 

lated on the basis of the medium term or five 
year plan, ~ut 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 reaiistic plans can be, and there~ 
fore, the more manageable can be the imple­
mentation. 

C. PLAN OF WORK 

In order to carry out the work of planning, the Plan­
njng 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 is responsible for the work. 

The Plan of Work has many applications. .4.Jnong t m are 
the following: 

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

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

o Coordinating work with colleagues and col­
laborating depart~en:s, minist:ies and in­
stitutions. 

o Allocating ti~e and effort. 

o Staffing and assigning work. 

o ~onitori~g work, ~easuring ?rog~ess 
perfor:nance. 



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 to be revised o~ 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. 

D. 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 dra\\111 from the senior staff of the Plan­
ning Unit, and were supplemented by others from the 
Ministry of Health, from the University and from other 
ministries. The Planning Unit members of the team 
usually served a secretariat ftLnction. 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: 

o It added sorely needed staff capacity. 

o It added depth of P-Xperience and expertise 
in specific subject areas. 

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

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

o 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 te~m. It stated the ob­
jectives, specified end results expected; designated the 



the team composition of assigned staff, seconded perQ 
sonnel and consultants; indicated the resources re­
quired; listed the assumptions and constraints; idenQ 
tified linkages with other groups; outlined the method· 
ology to be used; and listed the time schedule and 
milestones to be completed. 



SECTION III 

ACHIEVEMENTS OF THE PLANNING UNIT 



SECTION I.!1. 

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: 

o Policy Formulation 
o Health Assessment, Program Evaluation 

and Health Sector Design 
o Human Resources 
o Finance, Budget and Control 
o Delivery of Health Care Seyvices 

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

A. 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 ',;omewhat vague. The generally under­
stood policy of "the best health ca.re possible for 
everyone" was subject to a g:ceat variety of: interp·re­
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 st~tement in prepa~ltion for final accept~ 
ance. 

Following a series of meetings in 1977, the Director of 
Medical Services (OMS) prepared a draft statement for 
the Planning Unit to develop. Because of its importance 



and its sensitivity, the policy draft w~s circulated and 
revised s13veral times until a consensus within the 
Ministry was reached. Th€reafter a series of discus~ 
sion meetings held with groups having members both 
in and out of the ~roH. 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: 

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

o To assure that "Every Ghanaian shall have 
ready access to ba.sic and primary health care" 
... and that there wi11 be "mechanisms for 
prompt referral" 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: 

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

o To effectively attack the disease problems 
that contribut" 80% of the unnecessary death 
and disability afflicting Ghanaians. 

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

Although the health policy statement has not been form­
ally approved by GoveYnment, it has provided the broad 
guidelines for the preparation of the 1978-79 and 79-30 
budget estimates. Further, the :.!OH Divisions have used 
i: :o serve as the basis for the fra~ing of their ob-
~ 0c-1· vas· and cor -e~~;~a ~a~~a·-J~ ""' .._ ..i.. .::> vi....!..!!.~ I... J.t>-t...:J. 

A policy statement is not a static instr~men:, ~owever, 
but rather one that ~ust evolve with time. Virtually 
ail t~e specific objective5 covered i~ ~he 9resent po:-
._: ~·.7 ~ta~~men~ ~ 0 0 11 ip• P•~~RAm~n~ ~"d ~ .. ~a~a~ ~a&1"nit~c~ 

- .u _ -- ..,. """"" .;...!...,,.J...,,, .i.. ..... ob.-.•.L'u·iUG """ ...GJ.,,_ l.\..&.!. \o.li>.-• ~"v.L •ob .b:>· •.i..a 

~evertheless, :he ?Oli=y statement as i: now stands, has 
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widespread support and provides useful guidelines for 
the conduct ~£planning activities. Ghana today is one 
of the few countries in the world that has a written 
health policy statement. 

B. HEALTH ASSESSMENT..z. PROGRAM EVALUATION, AND HEALTH ~ECTOR 
l:5ESI3N 

The Planning Unit is responsible for the preparation of 
long term (more than 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 import~nce and irnpac~ of dise~se ~roblems 
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
munity level. This reori ntation was initiated with 
the development of the Prj~ary Health Care Concept paper 
in September, 1977. Following 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 
p~bls as foliows: 

o Assessment of the health status of the popu­
lation. 

o Development of ~ framework for establishing 
health program priorities. 

o Evaluation of the health programs of the MOH. 

o Design of a11. overall "Heal-::h 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 



planning. The project team found that the 
data available, though scattered in many 
places, were of considerab~e value. However, 
a number of changes were recommended including 
revised out-patient and inQpatient forms and 
a change in the procedures concerning death 
certificate analysi:. (See the report entitled 
"Evaluation of the Data Collection 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 imporw 
tance of different disease problems in Ghana. 
Since the health policy states that the goal 
of the MOH is to 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: 

o The annual incidence of the disease. 
o The disability caused by the d~sease. 
o The case fatality rat1 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 
proble~s in Ghana and ranked them in order of 
relative importance using as a crite~ia 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 Cure Priorities 
for Less Developed Countries: Results of a 
:-Iew . .l.nalytic Approach in Ghana". This paper 
discusses the advantages and limitations of 
expressi~g the benefits of health intervention 
p~ocedures in terms of healthy days of lives 
saved by the procedure, and the value of quan­
tifying the bene ts and costs of alternative 
procedures and programs in order to assist in 
... -t-a·~-,~-'""~nC! ""'r~or~-;:2<':,.) - ::-; ~ ..,; 1. - :;;, ... ~· .:;. :- J, ... I.. ... "'~ • 

Developing a measure for deter~ining the 
relative ~~oor~ance of disease problems is 
only the fi~st step toward establishing health 
program prio~ities. The objective is to 



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. 

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

o 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 0 

amined to see what kinds of procedures or ac 0 

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 ~ould 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 ior the Planning Unit to be entitled, 
"Guidelines for Health Assessment, Program 
Formulation, and Evaluation", in the series 
by the ~HPU and KFI. 



3. Evaluation of Health Programs 

Originally it was planned to conduct an evalu­
ation of each of ~he major divisions of the 
Ministry in terms of the effectivene~~ of 
their activities and the efficiency .,f their 
services. Following informal inquiries of the 
major divisions, it became evident that formal 
evaluation would not b~ useful. The basic dif­
ficulty was that the divisions did not have 
clearly defined objectives nor specific tar­
gets for measuring achievement and a meaningQ 
ful evaluation could not be undertaken. In­
stead, efforts were directed toward assisting 
each Qf 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 on a divisional basis. 
Th3 NHPU is presently working out an informa­
tion sy~tem for the PHCS which should provide 
the ne~ded data for ongoing evaluation of each 
of the operation levels. 

The basic health data gathered by the health 
assessment pToject team indicated that there 
was a high frequency of preventable illness, 
disability and death, and that despi~e a con­
siderable increase in resource~ devoted to 
the health sector over th0 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 int~ the reasons were provided by a 
valuable study carried out by the Institute 
of Development Studies, University of Sussex, 
in collaboration with the Institute of S:a­
tistical, Social and Economic Research, 
(ISSER), the Department of Community Health 
of the University of Ghana ~edical School and 
the Planning Unit. This study provided a 
detailed evaluation of health services in the 
Jasikan and Birim districts and was published 
in t':•iO •rol:.J.mes uncle!· the title "Health ~ieeds 

and Heal th SerYices :n Rural Ghana''. 



4. Health Sector Design - The Primary Health 
Care Strateu 

As mentioned above, the health assessment 
project team had gathered sufficient data on 
the w·orkings of the h.ealr.h system to in cate 
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 tealth of 
"be people. 

It became clear that a supplement to the ex· 
isting system which is based on service de­
livery points (health pos~s, health centers 
and hospitals) was needed in order to reach 
the people in rural 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 conununity development and th~t effective 
health measures call for the involveme~t of 
the people at the community level. Thus, it 
recogni~es 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 compe~sated 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 
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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 techri.ica.l supervision of the~ community 
hea!th workers, routine immunizations which 
will be performed at Level A, and care of 
patients referred from Level A. 

The district level, Level C, wil! be the key 
level for management of the entire system. A 
District Heal th Management Team (DID!T) (con -
sisting of the District Medical Officer, 
District Public Health Nurse, District Health 
Inspector, a Communicable Disease Technical 
Offi~er, and in those distri~ts with a hospital, 
the head of the hospital) will work in direct 
relation with the District Chief Execut~ve in 
order to assure an integrated accroach to 
total community development. ·· 

Throughout this las1: year, the Planning Uni': 
devoted much of its time and energy to re­
fining and delineating the Primary Health Care 
Strategy. The implementation of the Strategy 
over the nex~ ten years wiil be the ~rincioal 
instrUi~ent for carrying out the major oojec­
ti~es of che ~inistry as stated in the health 
policy. To be emphasized, however, is that 
the PHCS suoolemen:s and extends the oresent 
largely hos~ital-based health se~vi:e~, and 
in no way supplan:s t~em; ra~~er i: should 
enable the hosnitalQbased servic~s :o concen­
tr~r"' on ren~A~~47 ~~A =~~c~~1;q~~ ~~~~~-Al 

- .. - 1 "'."'~-~~ .... "''? 1.,.,6.!.._ ~r'~ ~,,..,.---~-': ...... .-- ..... ;1._ 

ca~e tnat nosp1ta~s are designea tor. 

i- ~""rl'r ;.9-c ~~~ ~.; ... ~~.;,_~ """~::;~~"" "Tla.~-""".§.m .. 
l...1.J. -c:l. -, - '..,' ........ 'd ..d.-..:::t\,.. ... -~""' .l.1>~-...!>..-. ... <1ob 1.i..! J.o~!)-· en\.. 
teams we=e appointed ior :he £i~s: nine dis-
~~~--- -n~ ,.;~-b?..;_G.> i·.,.. "'a.c:, -.no,..Y~'""""" -:I"""" .. A 

~ • .;.. '- '-..} , '...J l - '-"..;...} ·~ ~ .;. "' ~ .;~ - u • "':5;,, ._, 1~ 1 ::i.UQ. ;:!. 

five week in:ensi7e workshop t~a~ni~g ~rogram 
was ~onduc:ed. :~esa :eams a~! ~cw ~n place 
and ::nn~ernen:a~iJn .:;f :he :;ri::iar--.· :ieal~:i 
-a-"' -;.,..a-.,.-·.· ; - , . ..,.J.,. ... ··a,,· ' 
.._... J. - :> "" ..,, - """ ....., :5 / """ .;) ~.;. \J.....,, o N 

1
'f , 

r::-.3 



of the PHCS were developed. These included 
the following: 

o A:n outline of the major training and 
retraining programs required for the 
PHCS. 

o 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 

C. HillvLA.N RESOURCES 

Human Resources, one of the most important areas re­
quiring planning, has been the most under.staffed 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 .l\nalysis 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 futuie manpower planning 

1. Methodology for He;!lth _>-lanoower planning 

The basic methodolc>gy for h~alth manpower 
planning was established with the following 
points: 

o Analysis of th'~ present supply and 

III-9 



projection of anticipated supply based on 
current trends. 

o Estimation of anticipated requirements for 
personnel. 

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

c Analysis of these discrepancies. 

2. Inventory of Health Personnel and Proj~cted 
Requirements 

Obtaining an accurate up-to-date inventory of 
all health personnel in the country proved to 
be a difficult W1dertaking. The method for 
obtaining an inventory of Mini~try of Health 
personnel will be connected with the budget 
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 requirements 
for hospital-based services and administra­
tive support remains as the major deficiency 
in ~nformation needed for manpower planning. 

3. Conclusions of the Health Manpower Analysi~ 

The supply of health manpower £or Ghana has 
increased greatly over the past 10 years, and 
training programs now in place a~e geared to 
continue the output of increasing numbers of 
trained health personnel for most major ca~e­
gories of '.1eal th workers. The number of newly 
trained health workers for 1977 was about 
1,500 -- an increase of 15% over the 1976 
total of 9, 500 heal th personnel e:nployed. 
This increase is far greater than the popula­
tion increase and greatly exceeds the econ­
omic growth rate. 

Until rece:J.tl:r, the over..Jhel:ning num.bers 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. But all of th~se 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 traine 
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 hea~th 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. Psyc:hiatric 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 pa··~ents 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 he~lth center and health 
post level, but it h~s evolved to emphasize 
curative care provid~~ to outpatients. If 
midwifery were added and emphasis restored to 
community health p:ractice, the HCS would be 
the ideal choice to serve as the Level B com­
munity health nurse midwife. However, the 
numbers beiag 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 recoIDIDended at the NHPU 
Workshop II on Health 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 E~s 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 recruit~ent 
and deficiencies in the training facilities. 

For a number of categories of healtr1 workers, 
much remains to be done. In particular, the 
role and functions of t:he ~fedical Field Unit 
(MFU) personnel require full examination in 
t~e light of the Primary Health Care System. 
This same a~olies to the Nutritional Techniq 
cal Officer~~ The future requirements of 
laboratory workers, radiography workers, 
pharmacists and all those related to hospital­
based services require =areiul study and defi­
nition. 

Although ideal criteria of health personnel 
needs ~or the many categories of health workers 
~ay be astablished on the basis of the health 
needs of the people, it is becomi~g 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 
~articularly 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 conunitted 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 their 
training programs must be carried out. 

The effects of health personnel in excess of 
what the system can bear are already evident -
no housing fer 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 emol'.lments 
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 
c;_are sect.or cannot continue to e~and at a 1!% 
increase each vear when general economic growth 

~ - - ·=~r ~ ~-

III-13 



D. 

is not keeping pace. If the present output 
of trained health personnel is continued, 
Ghana will soon be using its very costly 
training programs, esp~cially 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 
requ~re revision to bring them into alignment 
with the new skills the Level B worker must 
possess. 

BUDGET . ..\ND 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 
preparation of the annual budgets starting with the 77/ 
73 financial year. The annual budget estimates has 
been the single :nest ti~e-consuming area of resp~nsi­
bility that the ?lanni:ig U11i1: has underta~en; but it has 
also been the area ~est in need. The budgeting system 
has now been fully analy:ed, it has been simplified and 
codified, and many modifications have been installed. 

3udget esti:nate training workshops held each year both 
at central headqua~ters in Accra, and in each ~egion, 
""' ~ *'Q :... ~ Q ... ~ ~ . ~ ""\ i "" ..= ,1 . ..<;, - ~ .: ~.; "3l. ~ .. 1 1 ~ 
.. a·,¥ u ...... n ·~a~ :nec ... a.,_;:,;n -Or ... l:::i::> ..... :!L .. :lat...;.:1.g '...:l ... prl!lC-;J- .... S 



of action planning advocated by the NHPU and for instal 0 

ling the detailed methodology concerning preparation of 
the annual estimates. These workshops have involved the 
huncreds 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, "Finan-:ial 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: 

o Description and diagnosis of t~e existing 
system. 

o Recommendations for improvements and strength­
ening of the budget estimate system. 

o Protocol for ranking, justifying, and pre 0 

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. 

o 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 a~d dressings, etc. 

o Investigation and coordination of sources of 
external funding for health sector projects. 

1. Budget Estimate Prer~ration 

Nearly all the tasks within this area have 
been completed. A major step in accomplishing 
them was the p.tepa:ration of the "Ministry of 
Health Budget Manual" for the i'8/79 Budget Ese 
timates. This Manual was divided into two 
parts, the first covering general principles 
of planning and budgeting and the second 



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 to~ 

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 pla~ning and 
management, advancement of the Primary Health 
Care Strategy, the strengthening of the major 
public health programs and fiscal restraint 
for capjtal projects. At each of the regional 
workshops the value of using the budget esti 0 

mates for planning and prograrruning was em­
phasized. 

2. Special Financial Studies 

A 'number of special financial studies have 
been carried out by the Planning 0nit and its 
consultants. These studies have included the 
following: 

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

c Detailed economic, sociological and medical 
care eval~ation studie~ ~f health care 
services in Jasikan and Birim Districts, 
carried out by the Institute of Develop­
ment Studies (IDS) in col:aboration with 
ISSER, t~e Department 0£ Commur1ity Health, 
Ghana ~edi=al School and the SHPU, with 
limited KFI financial support. (See above 
Sec~icn !II 3.3.) 

o Costing s~udies of inpatient and outpatient 
services and some divisions of the ~OH. 

o Preparation o: a l st of standardi:ed costs 
for use in :ie 77/ S, 73/79 and 79/30 
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Budget Estimate preparations. 

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

o Cost inputs for health intervention pro­
cedures. 

o Cost data for the Primary Health Care 
System. 

o Cost study of nutrition centers. 

o Background paper on sources of revenue 
for the health services by Mr. Richard 
Brooks of the Economics Departmenty 
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. 

E. 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 cpera.tir:inal 
aspects of getting services to the people. In effect, 
it includes the planning necessary to mr.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 sltifted from the region to 
district planning. The main emphasis at the Tsito dise 
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-dovm and bottom-up planning and op­
eration. It is here that the freventive and promotive 
services of the primary health care level meet with the 
curative hospital services of the conventional system. 
There£ore, 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: 

o Standard Health Facilities Design 
~ Ongoing Capital Project Survey 
o Logistics and Supplies 
o Transport and Communication 
o District Health Plans 

1. Standard Health Facilities Des~ 

The Health Care Facility Design Team was one 
of the first project teams organized by the 
Planning Unit in 1976. Ideally, before be 0 

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. How~ver, funds had 
already been comi~itted for building health 

... :l. , • t' t · 7 ~I ']"" d · 
cen~ers a~ nea1 n pas s in o , ', an 1t was 
clear that the architectural ~lans to be used 
could be considerably improve~. Thus it was 
urgent that designs be established before the 
and of 1976 so that construction could go on 
uninterruoted in 1.977. The new Plan developed 
by the te~m consisted o{ modules.which coul~ 
be used in 3. flexi.ble :nanner :o accommodate 
a va~iety of different situations while still 
ret3.i~ing standa~di:ation. These plans were 
accepted by the JMS and the Regional ~adical 
Of~icers and have served as the basis for 
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health post construction since then. 

The project team we1, t beyond the phys ~cal . 
aasign stage and considered what the runct1on 
of the facilities should be. The following 
documents were prepared by the team: 

o Services and facilities for primary care. 

o Principles for planning primary health 
ca:re facilities. 

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

o 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. 

o Illustrated standard elements for health 
facilities. 

The develonment of criteria and standards for 
moderni:ation and expansion of hospitals is a 
major need i~ Ghana. Dr. A. S. Charway was 
sponsored by USAID ~or participant training 
at Texas A & M Universi:y. He completed his 
research there on designs for a rural health 
center and £or standard ciesig::1 :::·iteria for 
hospitals. This work now ~ust be reviewed 
by the Ministry and applied. 

With rising building costs, and with the em­
phasis which the Primary Health Care Strategy 
is plac:~g on small out7each health stations, 
the :-u :- a. l he a l th cent e r de s i g:i. now needs to 
be scaled dov.rn anc a new d.~ s: gn cieve loped for 
the heal:h station which is the smallest ;mit 
in t~e ~ys~em. _As the ?r~m~ry. Heal~h ~are 
System is :~sta1led, some o: ~~e ex1st1ng 
health centers and hea::h ~osts should be cu~ 

oack .in sta~fing wit:1 staiI' :n~:deployed to the 
hea:!.tn s:at:ons. 



Thus, the priority needs for health fa~ility 
design in planning are as follows: 

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

o To design a basic rural health station. 

2. q!lgoing Capital ProjEict 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. 

3. Lo~istics and Supplies 

The need for improving the efficiency and ef­
fectiveness of procurement and supply of drugs 
and nressings, 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 
particular, a workable cold chain for vaccines 
must be developed. 

4. 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 ~as 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 of spare parts inventory con­
trol and dist;ibution; the standardization of 
vehicles; and staff training. 

Though not Jirectly related to the Planning 
Unit, nor a responsibility of KFI, the Special· 
ist kept the Unit informed of his work. Recom~ 

menjations for needed equipment and facilities 
were supported by t~e Planning Unit, and the 
list of standardized vehicles developed through 
his ei::ort.s · .. 1as cor;>orated in the Annual 
Ssti~ates Standard Costs List and defended by 



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 0 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 0 

requisite for the Primary Health Care Syste~. 
There must be transportation 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: firstj there must be much 
better control of the use of the vel.icles than 
at present, and second, there must be improved 
efficiency of the motor vehicle workshops. 
The purchase and mainten~nce 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 comrnunicGtions, 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 distri~t 
headquarters with all health CPnters, 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 Terna. The cost of the complete sys 0 

tern installed over a twelve year period was 
estimated to be 3 million cedis as of the first 
of July, 1978 . 

. ~ 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. 

S. District Health Plans 

A major focus at the District Health ~anagement 
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Training W0rkshop 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 a.t the District Level", 
Accra, 1979, in the series by the NHPU and 
KFI. 

In elaborating district plans, considerable 
attention has been pa.id to the "how to", in­
cluding the operation and use of facilities 
and services, logistics and supporting infra­
structure. 
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SECTION IV 

SPECIAL EVENTS AND OTHER ACTIVITIES 

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

A. 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 fro~ 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 conce'p t and st rate gies for p 1 ann ing developed by 
the NHPU with KFI involvement, and to focus on KFI ac­
tivities with respect to carrying out the project and 
accomplishing its goals. A specific list of issues was 
prepared by KFI and the NHPU to place before the panel­
ists. Feedback was obtained to identify concepts, 
strategies and applicatioi1S for the continuing work in 
Ghana, and which possibly could be applied elsewhere. 
A swnmary of this useful meeting was prepared and is 
noted on the list in Exhibit A. 

B. ANNUAL HEALTH EDUCATION SEiv!I:--IARS, KINTAMPO 

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

C. 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. 



The Workshop was sponsored by the West African Health 
Secretariat and was funded by USAID. Representatives 
of the five English s.peaking West African Nations at,, 
tended and wide ranging discussions were held on strate­
gies for heal th planning, heal th a.ssessmc~nt, 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 membey 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. 

D. COLLABOR:.\TION WITH THE IDS STUDIES OF HEALTH CARE IN 
TWO 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 infor~ation available on evaluation of Ghana's 
health services. It was published i~ two volumes titled, 
"Health Needs and Health Services in Rural Ghana", 
Copies are available from the NHPU and the IDS. 

E. DEPARTME:JT OF COMHUNITY HEALTH, GH.-\>fA ~{EDIC.4.L SCHOOL 
.\."iD THE DA~FA COMPRE.HE~SIVE-RURAL HEAL7H PROJSCT 

There 'N'as continuing close collaboration o:= t:1e :"fHPU ·..rit:i. 

the Depart:;ien t of Commun i :y Heal th '"'·h ic h. resulted in a 
considerable input of informa:ion both formallv and in­
formally i~om ~he Dan~a PYoject sponsored j~intly by the 
Department and the UCLA School oi ?ublic Heal~h. 

F. POSTGR.-\DU . .\TE TRu~I~I>IG i~ PUBLIC HE.~L TH 

A joint Ghana ~edical Schcol-~inist~y of Health team 
met throughout the year to deveiop a program fo~ post­
graduate trai~i~g in public ~ealth 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. 

G. 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 pure 
pose was to review in detail the experiences of the 
BAJUDEP (Brong Ahafo Rural Integrated Development Pro­
ject) and provide critical evaluation of the work on 
community participation. 

H. 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 organlzed 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 

A. 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 
II·l. In a report prepared at the request of the Afri­
can Region of the World Health Organization, Brazzaville, 
in September, 1977, the NHPU reconunendE~d 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 Re sources 

a. Manpower Planning 
b. Health Training 

4. Finance, Budget and Control 

a. Health Economics 
b. Budgeting and Finance 

5. Delivery of Health Care Programs 

a. Microplanning (Operations Research, 
Systems Analysis) 

b. Health Facilities Planning/Architecture 

6. Management and Administration 

a. Organi:ation/Management/Coordination of 
Programs; General Liaison Work 

b. Planning Unit Administrati~n 



A nu.nimum 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). 

B. 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 

Dr. K. P. Nimo 

Dr. R. 0. Asante 

Mr. E. c. Richter 

Mr. Mohamed s. Co fie 

Mrs. Regina Owusu 

Mrs. Bernice Ankrah-3adu 

Dr. A. S. Charway 

~r. Richard Srooks 

Ms. Serwaa Owusu~ . .\nsah 

:•is. Vi vi an . .l...11enuvor 

Health Planning. Dire~tor 

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

Health Manpower Planning 
and Training 

Logistics and Supplies 

Finance and Budget 

Koforidua, Eastern Re­
gion 

Demography. Part-time with 
Centre for Health Statis­
tics 

Health Facilities Design. 
Part~time with Architec­
tural and Engineering 
Services Corporation 

Health Economics. Part~ 

time ~ith University of 
Ghana, Department cf 
Economics 

~ational Service Student 

~ational Service Student 



C. 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 man~gement. 
The following is a list of those obtaining participant 
training during the course of this project. 

1. Dr. K. P. Nimo Harvard School of Public 
Health and UCLA School of 
Public Health for Public 
Health and Health Services 
Administration 

2. Dr. K. Poku Johns Hopkins School of 
Public Health for BiostatQ 
is tics 

3. Mr. Mohamed S. University of Michigan 
Cofie School of Public Health 

for Health Planning and 
Financial Management 

4. Dr. R. 0. Asante University of North 
Carolina School of Public 
Health and University of 
Illinois for Medical EduQ 
cation and Manpower De­
velopment 

S. Mrs. Joanna University of Michigan 
Samarasinghe School of Public Hea~~h 

and School of Education 
for Health Planning and 
Health Manpower Training 

6. Dr. Nana 0. Newman Johns Hopkins School of 
Public Health for Epide~ 
miology 

7. Mr. A.A.D. Obuobi University of Michigan 
School of Public Health 
for Health Planning and 
Fin~ncial Management 

8. Dr. M.E.K. Adibo University of Michigan 
School of Public Health 
for Health PlanLing 
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9. 

10. 

11. 

12. 

13. 

Dr. R. Biritwum 

Dr. J. D. Otoo 

Mr. C. T. Kpene 

Mr. J. A. Tawiah 

Harvard School of Pubiic 
Health for Biostatistics 
and Systems Analysis 

Harvard School of Public 
Health and University of 
Illinois for Public Health 
and Medical Education 

Texas A&M University for 
Health Facility Planning 
and Design 

University of Michigan 
School of Public Health 
for Health Planning and 
Economic Development 

University of Michigan 
School of Public Health 
for Health Planning and 
Economic Development 

All those receiving participant training who are still 
overseas are expected to return to the Planning Unit by 
October, i979, except for Mr. Kpene, Mr. Tawia~ who have 
anot~er year of training, and Dr. Poku. 

Following hjs participant training in biostatistics, 
Dr. Poku :-e .1ained in the United States to take a oedia 0 

tric residency (seli-funded), delaying his :et:urn. to 
Ghana £or an extended period. He is now ex~ecte~ ~o 

retur~ in t~e near =uture. Thus the Planning Unit will 
seen be up to its full stai£ing for the first ti~e. 

To ef::ec-::'rely d.ece::..::al::e the pla.'1.Iling/oudge~i.:1.g ?TO -
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SECTION VI 

CONSTRAINTS TO ACHIEVEMENT 

A. 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 recogn~ze 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 e>-.-patriate 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. 

B. ECONOMIC CONDITIONS 

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

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

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

3. Demands by health staff for increased allow­
ances and improved conditions of service (in­
cluding strikes and "work-to-n1le 11 slowdowns). 



c. 

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

S. IncTeasingly 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.) 

ITUATION 

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. 

D. OPERATIONAL ROLE OF CONTRACTOR PERSONNEL 

The operational role that was found to be the most ef­
fective oosition for the KFI Associates served as a con­
s.traint not only in terms of taking time a.way from ad­
visory services, but also reduced at times opportunities 
for more involvement by the Ghanaians. This was felt to 
be the ~ost realistic approach due to the shortage of 
Ghanaian staff noted above, coupled with the ambitious 
Plan of Work undertaken in order to advance planning in 
all of the key areas. !twas necessary to be operational 
to ~~ep the Planning Unit f 1.mc t:ional. 

Finally, physical space in the Planning Unit has also 
become critical with three and four Senior Staif ~sing 
rooms 15 feet square. 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 LEA&~ED 

This section reflects our assessment of those factors 
that contributed to the successful conduct of the pro~ 
ject and points out factors that were responsible for 
some 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 les~ons into the 
following categories: 

o Prerequisites for Project Success 
o Human Factors 
o Work Output Factors 
o Organiiational Factors 
o General Comments 

A. 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 early tasks 
of the contractor was tci build a base of under­
standing among top mini$try officials of whc;.t a 
Plannino- Unit could do for the Minis'!:ry. The 
method 1or overcoming resistance and pr0moting 
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. 

2. The ~eed for Strong C9unterpart Personnel 

For a short period following the hiatus when there 



were no KFI personnel, the Planning Unit was tem­
porarily staffed with pe~sonnel 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 uf Dr. Nimo 
from participant training in August, the NHPU be­
came fully operational. 

3. The Need for Support from the Top 

The third prerequisite for a successful project is 
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 
11 0peration Dialogue" mentioned above, but the 
support from the top was also obtained by the Plan­
ning Unit carrying out a numbe~ 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 evalue 
ation of proposed hospital extensions and of the 
building of new health centers that were requested 
by frominent 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 oi Work. When this 
was made clear to the Directorate, the requests 
were moderated, and further, the DMS took a very 
active role in developing the Plan of Work. Thus, 
within a few ~onths after the operational phase 
began, the Planning Unit had the :equisita strong 
support from the· top. 

B. :fU-:VL'-\~ ~ACTORS 

l. didesc;read Invol'rement of Others in Planning 

A basic ?~inciple :hat ~ust be followed if it is 
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expected that plans are to be ~mplef!1ented, is t? 
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 Dia.logt:e" was conducted not only to 
g e t exp e rt op in .i. on on the be s t ways f o r 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 people 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 m2ny 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 ~ealth policy and the Primary Health 
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Care Strategy were first discussed at these 
meetings. 

f. 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 iiscussed with the 
leadership of the Ghana Medical Association 
( GMA) and the keyno t~~ 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 GM.A with serious political 
problems for nearly two years; but it is essen­
tial now that renewed communic<:1.tion and consul­
tation are undert~ken. 

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. 

2. Relationships of the KFI Associates to the ~HPU 

From the beginning, the KFI 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. Even i~ li~tle ways, the Associates 
worked as full partners with their Ghanaian col­
leagues. For example, only resources available to 
the ~inistry were used. Although money had been 
budgeted ior outside .secretarial and a.drninist:rative 
assis:ance, KFI Associates used only ~OH personnel. 
As a result, it was easier to understa~d ~any of the 
day-to-~ay ~rustraticns, such as lack of paper, poor 
~y?ewriters, absenteeism of junior staf~, et~. It 
hel~ed orovide a :r~e :eam soirit whic~ was essential 

-
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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 phaseQout 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 Associates were able to concentrate 
their time on the development of the series of 
Manuals and Guidelines, as outlined above. 

3. Participant Training 

The linking of the participant tra1n1ng 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 1 s role in participant training was 
also important. The KFI Associates assisted the 
Ministry 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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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 0 

larly helpful in finding programs, sending inform 
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. 

4. 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 
than didactic basis. 

C. WORK OUTPUT FACTORS 

1. Plan of Work 

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 (lj to 
provide a mechanism for the planning and scheduling 
of 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 
within the KFI management and for USAID for evalu~ 
ation of the progress of the project; and it served 
as an exce 1 lent communic:ation device to ;:iemonstrate 
to others precisely what the ~HPU was doing. 

The use of the project :earn was i~val~able. It 
provided for broa~er expertise; it provided for 
more people to je involved in the planning; :: 
provided input from the other sectors outside the 
>!inist:.:-y of :-realti; 3.nd it ·.-1idely ex~e~ded :he 
plann:ng ?recess. 

1 
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~. Outside 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 0 

ples as follows: 

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

o 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. 

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

The probl~ms 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 concentrated 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
kn o v-111 t ha t l o c a 1 n a t i on a l s and t hi r cl - co Wl t r v c on -
sultants can usually be engaged at less cos~ than 
equally qualified ·A.meric:ans. 

D. ORGANIZ.-\TIONAL FACTORS 

1. Organizational Sup2ort 

a. K?! Home Office 

The periodic visits of Dr. Zukin as Project 
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Direct.or were critically important for several 
reasons: (1) Dr. Zukin initiated the project 
and maintained its continuity thrc>ughout. (2) 
He provided the needed outside objectivity and 
perspective to insure that the overall direcQ 
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 
contract administrative burdens. The support 
provided for these obtaining participant tra 4.n­
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. 

b. 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 K?I conttactor per­
sonnel that it would serve the project inter­
ests best if their efforts were directed toward 
becoming fully accepted as ministry colleagues. 
This identification with the ~inistry aided in 
the spirit of teamwork that was developed in 
t~e Planning Unit. 

In addition, USAID Health office officials were 
pressing to maintain project schedules which 
the ~inistry w~s incapable of ~eeting. The 
~anagement Training component was a particular 
?Oint of :nisundersta~ding, and it became eviQ 
d~nt that the ~inistry had never really fully 
accected it according to the orciect design. 
The ~inistry's focal interest.wa~ to establish 
a planning unit, lnstitucionali:e the planning 
?recess, and ~J train key personnel ior this 
;iur-;:ose. ·,vhile th.e •H~ed for :nanage:nent train­
ing was recogni:ed, it would have to come later. 
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As the project developed, relationships im­
proved. This was particularly noticeable in 
th~ last two years as the Planning Unit became 
establisheJ, the Primary Health Cara 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. 

c. Other Organizations 

Personnel from the World Health Organization 
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. 

2. 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 planning with budgeting was of particular 
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 p~anning 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 di~­
cussed earlier in Section II, The Approach tc 
Planning. 

b. Advocacy 

In several areas, the Planning Unit assum3d 
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 in 
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 year 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 ax~ 
ercise for accountants and hospital secretaries, 
the Planning Unit has advocated it as a key 
ins~rument for good planning and ~anagement. 

Evolving out of early planning studies of the 
Unit, the Priillary ~ealth Care concept developed 
into a strategy to provide health care for the 
W1re:ached 70% of Ghana's population. Convinced 
of its im~ortance on the basis of careful analv­
sis, the Unit has b~come a strong advocate for' 
the PHC Strategy. It has issued papers and 
he:i ::wnerous a.i.::;c:J.ssicn.s, mee-cings and work­
shops on ?HC. In addition to these meetings, 
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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 headquartel'S, 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. 

c. 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 ~tructure 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'1

• 

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 ta the degree desired. 

The fact that the Health Policies for Ghana 
statement and Primary Health Care Strategy 
paper were neyer presented to the Supreme 
Military Council, was largely because the ad­
ministrative side of the Ministry failed to 
forward the papers. The frequent turnover of 
Corrur1issioners, however, certainly contributed 
to the problem. 

The relationships of the NHPU with both the 
Region and Di~isional Heads were generally 
excellent. 



d. Relationships Outside the Ministrz 

With the permission of the OMS, 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. 

e. Management Training 

.j.. 

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 ~anagement Teams, 
as well as in the on-going operation of the 
Planning Unit and its project teams. 

T:-ansno:--: and Communication 

Inadequate attention to ~he management of sup­
port functions such as transport and communi­
cation can lead to serious problems affecting 
the efficiency and effectiveness of the health 
care delivery system. 

While attempts were nade as a uart of this ~ro­
j ect t~ strengt~en the transport support £unc­
~~on 1 ~·~1Q ~roo- 0 -- ··'a- ~a~Q ~h~ - ~An 'oe 
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largely attributed to the lack of commitment 
by top govern.me1 .. t 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 pra<::tices 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 0 

isting system of 12 high frequency radio units 
linking the eight outlying regions with the 
MOH headquarters, Karle Bu Hospital, Kintampo 
Rural Training Centre, and the Terna Central 
Stores. A serious question remains: If the 
~inistry 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 level? 

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 it is ex­
pected that adequate training and support will 
be present. 

f. The Dist~·ict Health Management T~_am Training 
Workshon at Tsito 

The Planning Unit organized and conducted the 
0istrict Health ~anagement Team (DHMT) Training 
Workshop at Tsito, at which the first nine dis­
trict teams ~eceived their initial training. 
The Planning Unit's participation in this train­
ing workshop raises issues as to the scope of 
activities that a ?lanning Unit should under­
~ake. Clearly, training prog~ams shou:d not 
be a primary responsibility of the ?lanning 
Unit's activities. But,by actively partici?ating 
i;i :he fi: st DHMT t::aining, the Planning Unit 
was able to gain valuable first-hand in±'ormation 
needed for further microplanning at the Dist­
ric: level. The Planning Unit will con~inue 
to work closely with the Dr{Mi s as they develop 
tl'leir programs. 



The distinction between planning and doing is 
largely arbitrary, and the division between 
them can have a considerable range. A ce~tain 
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 0 

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 COM?v1ENTS 

1. The Economic Situation 

2 . 

The severe economic situation in Ghana may have 
helped our efforts in the Planning Unit in develop­
ing the Primary Health Cara 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, particularly by 
the ~inistry of Economic Planning and the ~inistry 
of Finance. 

r 

If plans are to be implemented, then everyone 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-ti~e process. 
It should not be, and indeed, cannot be, rushed or 
there will be more serious delays due to misunder 4 

standing and even active obstru~tion in the future. 
In nearly every case that the Planning Unit or pro­
ject teams developed aspects of plans ahead of the 
rest of the ~inistry, ~uch ti~e was required to 
bring everyone else up to date. The Jccasional 
attempt tJ hurry t:iings through was rarely success­
ful or useful. 
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3. Capacity to Absorb Chan_ge 

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. 

4. Participation in Other Activites 

It was important for the members of the Planning 
Unit and the KFI Associates to have participated 
in other activities su~h 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. 

5. Outside Assistance to Establish the Planning Unit 

In spite of the recognition of the need for a 
Plannin~~ 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 is sacrificed in the day­
to-day pressures. To have someone from outsid~ 
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 vrg 

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. 

A. FUTURE DIRECTIONS FOR THE MINISTRY OF HEALTH 

1. Primary Health Care ~::a~ 

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 its own 
microplanning, detailing the tasks of the 
Level A (village) and Level B (health station) 
health workers. The Planning Unit will work 
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 sup~0rt 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 0 

grams for the Level B health workers will be 
a major W1dertaking for the next several years. 
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d. A basic health 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 conununities 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-~g Unit will be joining 
with the Health Education Division to develop 
such a campaign. 

2. Hospital Care 

Although the :najor nE::w 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 
~ethod of ~anagement of hospital services must 
be reviewed, staffing patte:ns must be developed, 
and ways of financing the increasing complexity 
of services ~ust be worked out. At present, 
hospitals are providing most of the primary 
health care that is carried out in the country. 
As the Primary Health Care system is developed, 
the hospitals should be able to shift their at­
tention to concentrate on their ~rocer functions 
of secondary and speciali:ed care .. These func 0 

tions require well-trained personnel, properly 
equi~oed and su~olied. . ~ . ~ 

VIII~2 



3. Einancing 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. 

4. Management Strengthenin& 

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 ~cience and Technology 
(UST) in Kumasi. The assistance that will be 
coming from USAID in this area will be very help­
ful. 

5. Health Manpower Plannin[ 

Health Manpower Planning with the development of 
better defined manpower policies and definitions 
of the roles for various personnel categories 
must bed 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. Primarv Health Care Strat~ 

As indicated above, the Planning Unit will conQ 
tinue to work closely with others in the Ministry 
in the development of microplanning for the 



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. 

Z. Increased Staffing of the NHPU 

With all the activities that have been undertaken 
by the Planning Unit, as outlined iL 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. 

3. ~ional and District Plannin_g_ 

There is a need to increase the capacity for plan­
ning at the regional and district levels. Only 
one region at present has assigned to it a regional 
planning officer. The remaining eight regions 
should be similarly staffed; and planning func­
tions reinforced at the district level. 

District 0 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. 

4. 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. 

J. Continued Parti~i~ation in Planning 

T!1e >i'HPU should continue its sponsorship of sem-
. , ' d . ... t inars, wor~snops an proJec~ eams !o engage 
numerous persons and agencies in the ?lanning 
process. 

6. Communication Su-ooort £or R:.i.ra.1 Health. Services 
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rural health services should be initiated on a 
pilot project basis. 

C. 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 CoW1t!'}' must have total political 
commitment to the idea. 

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

o 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 0 

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 ar~a 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 dev~loped. 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 b·ilateral 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 teclu1ical services provided under con~ract with KFI. 

Tiley do not include participant training, the vehicle maintenance component of the 

project, nor the management training function that is to continue beyond October 31, 

1979 and will be provided directly by USAID. 

Actual Expen- Estimated 

Category of 
Expenditure 

Total Amount diture Through Expenditure Estimated Total 

Budgeted Sept_ember_l97~-- October 1979 Project Cost* 

Salaries 

l~r inge Benefits 

Overhead 

Consultants 

Allowances 

fa1uipment & Supplies 

Travel, Transportation 
and Per. Diem 

Local Costs (including 
Seminars) 

Other Direct Costs 

Total Costs 

Fixed l;ee 

Total & Fixed Fee 

$ 378,809 

111,803 

346,390 

87,993 

158,749 

37,875 

136,450 

61,702 

25,988 

$1,345,759 

12,575 

$1,358,334 

Estimated Unexpended Balance: 

in totals due to rounding 

$ 372,955.74 

113,771.83 

3 34' 9 32. 8 7 

81,160.18 

165.905.71 

38,293.57 

110,087.68 

61,302.95 

45,975.73 

$1,324,386.26 

12~575.00 

$1,336,961.26 

$ 1,145 

363 

936 

;,400 

4,700 

436 

3,550 

$ 18;1530 

$ 18,530 

$ 374,100 

114,100 

335,900 

81,200 

173,300 

43,000 

110,100 

61, ~ oilO 

499500 

$ 1,342,900 

12,575 

$ 1,355.475 

$ 2,859 
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EXHIBIT 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 h~adquarters 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 Revised July 1976 
Revision No. 2, April 1977 
Revision No. 3, April 1978 
Revision for Phase out of 

KFI Associates, Dec. 1978 

2. Summary Report on July 1976 
"Operation Dialogue'' 

3. Position Paper - September 1976 
The Importance of 
a Primary Health 
Care System for 
Gha::a 

4. Evaluation of the December 1976 
Data t...Jllection 
Systems and Data 
Which are of Value 
for Health Assess-
ment in Ghana 

5. Health Planning January 1977 
Data Book for Ghana 

6. Summary of th~ January 1977 
KFI Management 
Review and Critique 

7. SummaTy of the July 1977 
Planning Units of 
West Afr~can Nations 
Workshop, Accra 



8. PTinciples for Budgeting· 

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

10. A Method of Comparing the 
Cost Effectiveness of 
Various Health Improve­
ment Procedures 

11. Health Policies for Ghana 

August 1977 

November· 1977 

December 1977 

January 1978 

12. Survey of Capital Projects, March 1978 
MOH, Ghana by Lindsay E. 
Ferguson 

13. A Primary Health Care April 1978 
Strategy for Ghana 

14. Criteria and Standards for May 1978 
Rural Health Care Centers 
by A. S. Charway 

15. Proposed Gudelines and May 1978 
Standards for General 
Hospitals in Ghana by 
A. S. Charway 

16. Health Care Priorities June 1978 
for Less Developed Coun-
tries: Results of a New 
Analytic Approach in Ghana 

17. A Health Manpower An2.lysis June 1978 
for Ghana 

18. Health Needs and Health JW1e 1973 
Services in Rural Ghana, 
Volumes 1 & 2, IDS Resea~ch 
Report 

19. Communication· Support for July 1978 
Rural Health Se~vices in 
Ghana 

20. District Heal th ~!anagement February 19 79 
Team Training Programme 
Workbook, Tsito Adult Resi-
dential College 
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EXHI:SI1' B 

PRQjECT 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. Morro~, 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 
~ovember 1977 - Ma~ch 1978 

CONSULTANTS WITH SPECIALTIES 

S. A. Ababio 
Nutritionist 
Accra 

Professor Ichak Adizes 
Professo;:- of ?v1a...11agement 
U.C.L.A. 

Professor J.L. deVries 
Professor, University 
of Michigan, School of 
Public Health 

Ann Arbor, :.fichigan 

Dr. Beverly Du Gas 
Ccnsulta.nt 
Witter-Du Gas Consul­

:an ts, L :d. 
Vancouver, B.C. Canada 

Cost of Feeding Patients 
Analysis & Standard Costs 
List for A.nnual Estimates 

Organi:ational Managereent 

Health Planning 

Human Resources 
Planning 



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. Frederick W. Hastings 
1104 Heather Lane 
Pacific Groye, California 

E. N. Omaboe Associates 
Ltd., Accra 

Dr. A. Peter Ruderman 
Dean, School of Admin­
ist:-ation 

Dalhousie University 
Nova Scotia 

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 

Demographic Analysis & 
Population Projections 

CommW1ications Systems 

Library Organization 

Health Facilities 
Planning 

Financ.i.al Ma.nagemen t 
& 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 

s·. HEAL TH ASSESSMENT, PROGRAMME FOR.i\1ULAT I ON 
AND EVALUATION 

6. STAFFING AND MANPOWER DEVELOPMENT FOR 
PRIMARY HEALTH CARE* 

*To be published in 1980 
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