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FOREWORD

The Health Sector Medium Term Development Plan (20Q%7) provides a framework for planning by Agencies and
Stakeholders in the health sector. It is based on the National Medium Term Development Policy Framework (NMTDPF), which
defines the medium term vas and development of the country.

The NMTDPF identifies seven priority areas in the medium to long term, these are: ensuring and sustaining Macro Economic
Stability, enhancing competitiveness of z&ibnaandasistainaBle nawralt e S
resources management, oil and gas development, infrastructure and human settlement, human development, productivity and
employment and transparent and accountable governance. The Health Sector Medium Term DeveloprkSiviPRIR)(

2014201 7, outlines the sectords contribution to government
development, productivity and employment.

The HSMTDP covers a period of 4 years and within this period it attempts toobuiteg ongoing efforts towards the attainment

of universal coverage for all Ghanaians. In this respect the plan outlines a post MDG agenda that higtihghteed to

improve access to quality, efficient and seamless health services and to impregetoing responsiveness to the needs of the
people in all parts of the countfhese include thexpansion of coverage of the CHPS programmetlamdttainment of equity

targets in the distribution of human resources for health. The plan also highligthts need to build on the progress being

made in the reduction in mortality due to malaria and to ensure a sustained and accelerated move towards the reduction in
institutional maternal and neonatal deaths.

Adequate provision has been made to allow agsnt address global initiatives such as health response to climate and to
intensify the control of nocommunicable diseases. The control of endemic neglected diseases is also given prominence while
efforts at obtaining certification for the eradicatianrga worm aréntensified.

Over the period of the plan, the sector will work towards improving the performance of the supply chain and other support
services to ensure that health services are provide with minimal challenges. Resource mobilizaatso Ww#l structured
through the adoption of improved health financing mechanisms.

| wish to congratulate the team for a useful and action oriented framework that will guide the sector planning actiiges for
medium term. | also wish to request all sth&lders to ensure that their annual plans are kept within the scope of the HSMTDP,
2014 2017

HONOURABLE SHERRY AYITTEY
MINISTER FOR HEALTH
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Chapter 1: The Health Sector in Ghana (situation analysis)

1.0 Introduction

The Health Sector Medium Term Development Plan (HSMTDP), 2041 7 , I's t he he tolthe Natiecn@ct or 0 ¢
Medium Term Development Policy Framework (2E221.7). It also provides the basis for planning within the health sector in
Ghana and defines the sectords contribution to thseThechieve
HSMTDP builds on the general principles of providing quality primary health care to all people living in Ghana and it is
underpinned by the desire to attain Universal Health Coverage in Ghana. It also aims to improve the health status sf Ghanaian

in line with the countrydés Lower Middl e | nc o meeffe&iveagenaral. I n
health systems development, bridging current equity gaps in access to health care services and a reinforcement déthe princip

of continuum of care. It builds on lessons and experiences of the Ghana Shared Growth and Development Agenda (GSGDA),
which has a focus on human development, productivity and employment and aims at accelerating the achievements of the goals
of the better Gana Agenda.

The plan reflects the governmentdés devel opment priorities
employment. Specifically the plan focuses on controlling endemic diseases, improving health infrastructure andyemergenc
response systems and creating an enabling environment for efficient health care delivery in Ghana. It also reflecferthe need
strengthening the human resource required for effective service delivery. The plan also emphasizes on equity and improvements
in the regulation and management of services to address issues of efficiency and quality of care at all levels.

The plan was based on broad guidelines provided by the National Development Planning Commission (NDPC). It was
developed through an elaboratensultative process involving key stakeholderagencies, development partners, on
government actors in health and the health industry in Ghana.

Purpose of document

The purpose of this document is to provide strategic directions for the coordinagiolhcads and programmes, in the short to

the medium term, in the health sector. It also provides a framework for priority programme implementation by public and
private sector providers. It does not however offer operational details, which have to lopetbed the operational level in the

form of annual programmes of work by the various agencies.

9 Structure of document

The document is divided into seven chapters. Chapter one describes the profile of the health sector and provides ar overview
the perfeamance of the sector within the last four years. It describes the health status of the nation based on available statistics
and provides a brief analysis of the overall performance in the implementation of key policies and programmes. Key challenges
which have contributed to the level of performance achieved over the period are discussed and major performance gaps are
identified. Chapter two presents sector priorities based on the identified issues and challenges while Chapter thrée outlines
health setor objectives and strategies for the medium term, within the context of the National Development Goals and
Projections. Chapter four outlines the health sector development programmes and provides details of priority actioit required.
also gives an indative budget for the rollout of the identified programmes.

Chapter five segments the programme into annual plans of action to guide agencies in developing annual programmes and to
help them focus on prioritised actions for each year. Chapter six sumsrthgsenplementation arrangements and describes the
framework for monitoring and evaluation while Chapter seven details the communication strategy for improving awareness and
stakeholder buyn for the plan.

11 The Profile of the Health Sector

TheVi si on
The vision of the health sector is to have a healthy popul

Mi ssi on



The mission is to contribute to soggonomic development by promoting health and vitality through access to quality health for
all people livingin Ghana using wellimotivated personnel.

Goa |
The goal of the health sector is to have a healthy and pro
reproduces itself safely.

The Ministry of Health has eighteen (18) rA@dnczieas itnhrcowmghur

key sector partners | i ke MDASs, MMDA s , DPs and the privat
financing, research and training functions and are respons
The Ministry of Health (MoH) formul ates, coordinates and m
for evaluation of the programme of worKk. This involves ens:s
effeevwerwvsei ght, coalition building, regulation, attention t

Regulatory activities in the health sector focus mainly on consumer or client protection by ensuring that the requisite and
appropriate human resource for service delivery are available at service delivery points. It also ensures the availability o
appr@riate products for service delivery and that service delivery outlets meet minimum prescribed standards. The regulatory
agencies aréfhe Food and Drugs Board which controls the manufacture, importation, exportation, distribution, use and
advertisement oéll food, drugs, cosmetics, medical devices and household chemical substances in the country, the Pharmacy
Council which is charged with the primary responsibility of ensuring the highest standards in the practice of pharmacy, the
Nurses and Midwives Couihevhich focuses on the training and regulation of nursing and midwifery personnel and the Medical
and Dental Council which is responsible for ensuring the highest level of training of Medical and Dental Practitioners and
prescribes and enforces standaddsprofessional conduct. Others are the Health Institutions and Facilities Regulatory
Authority, which handles issues of registration, and monitors service delivery facilities in both the public and privat€rsect
Traditional Medicine Practice Couh@ charged with promoting activities that will strengthen the regulation and control of the
marketing and utilization of traditional medicinal products in Ghana. The Centre for Research Into Plant Medicine, which is a
WHO Collaborating Centre for Reselrand Development of Traditional Medicine, is responsible for conducting and promoting
scientific research into herbal medicine and provides quality control and technical support to institutions and individual
herbalists.

Health service delivery is theesponsibility of the Ghana Health Service, the Christian Health Association and the three
Teaching Hospitals (Korle Bu, Komfo Anokye and Tamale). Private health institutions also provide significant health services.
The Ghana Health Service provides pulblgalth and clinical services at primary and secondary levels. As part of the effort to
improve access to health services, the CommiBdised Health Planning and Service programme (CHPS) has also been
designated as another level of health care delivaaty tbmbines public health and basic clinical care activities. The Ghana
Health Service also provides oversight responsibility for the operations of the mission and private facilities througfhdhe Di
Health Administrations and thus collates informatimm these facilities as part of the district structure. The Christian Health
Association facilities follow the same service delivery path as the Ghana Health Service. All CHAG facilities are based in a
district and they provide primary health care. Teaching Hospitals provide tertiary and specialist services and act as the main
referral centers in the country.

The Ghana Ambulance Service providesh®ir service nationwide and collaborates with other service providers and hospital
based ambulanceslhe service also provides phespital care in accidents, emergencies and disasters. As part of its mandate,
the Ghana Ambulance Service promotes first aid training to the public and collaborates with other emergency services in
national disaster planning.

The National Health Insurance Authority regulates and supervises Health Insurance Schemes, accredits and monitors healthcare
providers and manages the national health insurance fund (NHIF). As part of its mandate the Authority secures access to free
healhcare to exempt groups under the National Health Insurance Act and prowvidssramce to District Mutual Health
Insurance Schemes.

The Ministry has seventy one (71) health training institutions offering 30 health related programmes. These tréumiogsnst

are spread across the country and are managed by institutional boards and management committees. Together they generate :
significant amount of internally generated funds. There is an increasing need to firm up the coordination of thesasnsiitutio

this effect a proposal for the settingupdi@ al t h Training Institutions Agency has
process is on going.



12 Health Sector Performance

During the period 2022013, the health sector planned to attaiiversal coverage of basic health care through improvements

in access to services. Governance and financing structures were to be strengthened to ensure efficient service delivery
particularly access to maternal, neonatal, child and adolescent healtteseamd also reduce overall disease burden. Key
priorities for the sector included among others, improvement of coverage of PHC services with CHPS being the main strategy.

Overall performance for the period was mixed. Significant achievements were ameti® of increasing access to services
including maternal, family planning, and child health, HIV/AIDS, TB and malaria while the least achievements were irsthe area
of noncommunicable diseases and mental health. The following paragraphs presenfdéeiterformance of the sector.

12.1 General Health status

The health situation in Ghana has been characterized by significant inequalities over the years. Although, the hedlthestatus
general population may be improving, the health ofl#ss endowed is improving more slowly than the rest of the country.
Financial and geographical access to health services remains a challenge in these areas making equity issues important.
However, approaches in addressing them have not achieved thed desiuis. Attempts to address these problems are
hampered by several cross cutting issues, which include:

1 Limited geographical and financial access to health services.

1 Poor quality of the services provided both from technical and client perspectives.

1 Significant wastage and inefficient use of resources.

1 Poor collaboration with other (critical) partners

1 Inadequate funding and inequitable allocation of resources

1 Suboptimal staffmix coupled with inequitable distribution of existing staff.

Morbidity and mortality in Ghana result from poor environmental sanitation and are largely preventable. Communicable
diseases still constitute the major causes of morbidity with malaria being the most prominecbniamicable diseases also
increasingly contributsignificantly to the overall mortality in Ghana.

Available data shows that morbidity patterns or prevalence of diseases have remained fairly constant over the years.

The top causes of mortality in health institutions have also changed slightlynaritbommunicable diseases making a
significantpart of the picture. The graph below compares the institutional deaths over the period.

Top Ten Causes of Outpatient Attendance
Malaria OPD casesclinical and confirmed
Upper Respiratory Tract Infeotns
Diarrhoea Diseases

Skin Diseases

Rheumatism and Other Joint Pains
Anaemia

Hypertension

Intestinal Worms

Acute Eye Infection

Acute Urinary Tract Infection

Too Too Too oo oo Too Too oo Too To

SOURCE: Ghana Health Service, 2013

Figure 1. Top Ten Causes of Outpatient Attendance



Trend of Institutional Mortality for Shana Z011 2013
Total number of deaths

1.2.2 Service Delivery

Progress towards health related MDGO6s
The Health related MDGs cover Nutrition, maternal and child mortality and communicable diseases. Though most MDG targets
may not be met, the trersthows considerable progress over the years as reflected in the following:

1 Nutritional Status (MDG 1)
Ghana has made significant progress towards the eradication of extreme poverty and hunger. The prevalence of underweight
children under five years whick a proxy indicator for measuring the nutrition status of children is on track to reach the MDG
target as shown in Fig 1 below

Figure 2: Trend in Under-Five Underweight

Under-five underweight
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24.9
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- — -
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=—mPrevalence of underweight children under-five years of age (%)

Source: DHS (1998-2008), MICS (2006-2011)
Baseline and target: MDG Accelerated Framework and Country Action Plan

As shown in FigBbelow there has also been some reduction in percentage stunting and wasting



Figure 3:

Nutritional Status of Children Under Five
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1 Maternal And Child Health (MDG 4 And 5)

Most indicators on child health have improved appreciably though child mortality has not improved as expected. The focus for
the period was on the implementation of the Child Health Policy and Strategy. The priority activities included the dcale up o
EPI services, including the introduction of new Childhood vaccines; training of relevant Community Health Workers on
integrated Community Case Management of Diarrhea/Pneumonia/Malaria and the scale up of School Health Programmes. The
past years have seen a siolerable reduction in incidence of vaccine preventable diseases and the associated disability and
death. This is mainly due to improved acceptability of childhood immunisation across the country thus improving the health
status of children and mothers.erexpanded Programme on Immunization (EPI) has made a considerable contribution towards

the effort to attain MDG 4 and 5.
The achievement during the period included:
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Sustenance of the gains made in EPI coverage

The successful introduction of the new childhood vaccines (pneumococcal and rotavirus) concurrently in 2012.
No documented death from measles since 2003 and

No report of wild polio virus since November 2008

Coverage of measles immunizations peaked abstl®0%, see fig.below:

Figure 4: Measles Immunization Coverage 1990 to 201(
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From 1990 to 2011 Under 5 mortality has declined by 32% against the MDGs 4 target 66% by 2015. This shows that Ghana is
unlikely to meet he MDG 4 target of 40/1000 undfive mortality rate. Currently the greatest challenged in achieving the
MDG4 target is the high neonatal mortality, which accounts for 40% of deaths in children under 5 years of age in Ghana.
Neonatal mortality rate (NMR)ds not improved over the past 10 years. (See trend &) Tige major gap in improving NMR is

the low coverage of essential newborn care (ENBC services).

Figure 5: Under Five and Infant Mortality
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The priority actions for the period were based on the MDG Acceleration Framework Country Action Plan for improved maternal
and newborn care. This plan included increased access to family planning services and coverage of skilled delivery,
strengthening imiementation of Life Saving Skills at district and sdistrict level and building regional resource teams,
improving access to safe blood for expectant mothers and increasing numbers of trained midwives and expanding training in
midwifery to CHOs. It hasdrome increasingly obvious that the coordination of efforts aimed at reducing maternal mortality are
complex that requires muliectoral actions to address thdaiana is making progress towards meeting the MDG 5 with MMR

of 350/100,000LB as at 2008. This a reduction of 40% between 1990 and 2008(WHO, 2008). Other achievements are as
follows:

Contraceptive prevalence rate has increased from 17% in 2008 to 23.4% in 2011

Unmet need for Family Planning has decreased from 35% in 2008 to 26% in 2011

Percentge of pregnant women making at least 4 visits has increased from 78.2% in 2008 to 84.7% in 2011
Supervised deliveries has increased from 59% in 2008 to 68.4% in 2011

Source: (GDHS, 2008 and MICS, 2011).
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Figure 6 below shows the performance trend in redganaternal mortality.

Figure 6: Performance Trend in Reducing Maternal Mortality
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1 HIV/AIDS, Malaria And Tuberculosis (MDG 6)

MDG 6 aims at reversing trends in the spread of HIV/AIDS, Malaria Incidence including death due to malaria and the halting of
the spread of other communicable diseases. Key indicators for measuring progress in achieving targek\§ét D&

include, HIV prevalence among population agee?45years, condom use at last high risk sex, comprehensive knowledge of
HIV/AIDS, and access to antiretroviral drugs. The National Prevalence as at the end of 2010 is 1.5%. The table belog shows th
trend based on sentinel surveys;

Table 1: HIV Prevalence Rate Among Pregnant Women Aged 134 Years

Year 2007 2008 2009 2010 2011 2012
HIV 2.6% 1.9% 2.1% 2.7% 1.7% 1.3%
prevalence

Source: NACP, 2013

Access to ARV ha@creased from 15% in 2006 to 66% in 2010 as shown in Fig,5 . In 2012, 76, 274 patients received ARV
treatment. Between the period 2003 to 2012, there has been progressive decline of New infections and decrease in HIV deaths.

Figure 7: Trends in Access to ART New Infections and HIV Deaths
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1 Communicable Diseases
Communicable diseases remain a major concern in Ghana with considerable amount of resources allocated for their control,
elimination and or eradication. In Ghana, malaria accounts for 38% of OPD attendance, 35% of total hospital admissions and

19% of all @uses of deaths recorded. Key strategies implemented that aimed at reducing transmission and death due to malaria
include:

Increased household ownership of ITNs

Provision of Malaria prophylaxis to pregnant women

Improved management of malaria cases tocednalariaattributable deaths
Reduce malaria case fatality rate in unfilee year olds

Availability of affordable medicines for treatment of malaria

Indoor residual spraying of houses in highly endemic regions
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The proportion of children under 5 yeafsage who sleep under insecticide treated bed nets increased from 28.2% 2008 to 39%

in 2011 (GDHS 2008 and MICS, 2011). After a nationwide Hapgampaign in 2012, the coverage increased to 69% (NMCP,
2012).

There is a consistent reduction in institutional deaths due to malaria, with Case Fatality Rate (CFR) decreasing fram 14.4% i
2000 to 0.6% in 2012(Fig 6). In contrast deaths due tenmalaria did not reduce (Fig 6). This is a reflection of an improvement

in the case management of malaria as well as the impact of all the malaria control interventions that havgdegrnotie
country.

Figure 8: Under-Five Malaria Case Fatality (20062012)
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The TuberculosisControl programme has made major progress and is reflected in the achievements of the programme.
Tuberculosis case notification rate in 2008 was 63/100,000 and has dropped to 59/100,000 .The programme has achieved a
Treatment Success Rate of above 85%es2@08. There has been little progress in reducing Tuberculosis Case fatality rate

which has remained around 7.5% since 2008. Defaulter rate has reduced from 15.8% in 2001 to 2.5% in 2012(GHS Annual
Report, 2012).

1 Disease surveillance
Disease surveillance activities aim at strengthening epidemiological surveillance for early detection, effective corathment

control of common, emerging and-eeerging epidemic prone diseases. Disease surveillance places special emphasis on prompt
reporting and action at the district and sdistrict levels.

In addition to surveillance of traditional communicable diseases, the Ministry of Health is establishing systems fongionitori

noncommunicable diseases and has strengthened disease surveillardsr to obtain certification for diseases earmarked for
eradication.

1 Epidemic prone diseases



There were outbreaks of cholera in 2010 and in 2012. Protracted outbreaks were reported in 9 regions affecting 5A districts.
total of 9,542 cases with 10feaths were reported. Sporadic focal outbreaks of measles also occurred in some districts with
1,610 suspected cases. Out of these, 20.4% were positive for Measles IgM. No deaths from measles were recorded in 2012.

Epidemic meningococcal disease (EMD)eeningococcal meningitis remains a major public health challenge requiring an alert
disease surveillance system. In 2012, there were focal Yellow fever outbreaks in a number of districts. A cumulativg%otal of
suspected cases were reported. Out thesases were confirmed.

1 Diseases earmarked for eradication
Poliomyelitis is targeted for eradication in Ghana. In 2013, a total of 332 Acute Flaccid Paralysis (AFP) cases were detected
from all 10 regions but none was confirmed as a polio case.

SinceJune 2010, there has been no reported case of Guinea Worm in the country. The GWEP has to satisfy requirements for
certification by providing evidence that there is no transmission of the disease in the country and provide evidence that the

c ount r yllanse isssansitve enough to detect imported cases of Guinea Worm. The Programme has therefore intensified

activities to satisfy these requirements.

Leprosy is targeted for elimination and the WHO target for elimination is for les4tb@y®00 cased.he number of registered

cases as at close of 2012 were 469; giving an overall national prevalence rate of 0.12A10,68iflons achieved the

el imination target of O1/ 10,000 popul ation. Up p ecing thiee s t W
prevalence rate from 1.6 to 0.18; this is a reduction of 88.8%. Greater Accra and Northern regions had marginal increases in
prevalence rates even though these rates were still within the elimination target.

The yaws elimination programme aims &imination of the disease by December 2016 from Ghana. Strategies to achieve this
include active case and contact search and treatment, surveillance and response; advocacy for water supply to endethic areas;
health education and promotion of persdmnajiene.

Buruli ulcer continues to pose serious challenges to public health particularly in the remote rural areas of Ghanatilée objec

of the national buruli ulcer control programme is to reduce morbidity disability associated with the disease. The main
strategies are early case detection, effective management of cases, capacity development, preventing disability, agvocacy and
monitaring and evaluation. A collaborative clinical trial research involving Ghana and Benin on Buruli Ulcer is being carried
out.

1 Non Communicable Diseases
Non-communicable diseases such as cardiovascular disorders, neoplasms and diabetes are emerging threats, whilst trauma anc
other injuries are the fifth most common outpatient condition.fasterising incidence of chronic nalommunicable diseases is
creding a new mix of health care challenges for the country. One of the big challenges is the lack of adequate information on th
size of the burden of necommunicable diseases and the associated morbidity and mortality. A large percentage of diabetes
casedfor instance go undiagnosed with many premature deaths. An NCD Strategic Plan has been developed to address these
emerging issues.

1 Clinical services
Access
There has been an increase in utilization of OPD services in all the regions. This is attribotpobved access due to the
NHIS. The number of outpatients per capita reached 1.17 in 2012, more than doubling the 2006 figure (MOH, 2012). In 2012,
34% of the population was active NHIS Card holders and about 80% of total outpatients were insured.

Although the increased number of health facilities has improved access to health services in general, access remains poor in parts
of the country especially in rural areas and in the northern s@&tterCommunityBased Health Planning and Services (CHPS)

is the strategy to improve access to basic health services. Though the content of the policy has varied over the yeaig its covera
has continuously increased. In support of the policy, aniagezasing number of Community health officers (CHOs) are being

trained and deployed to CHPS zones, now reaching almost 10,000 CHOs. The total number of functional CHPS zones at the end
of 2012 was 2,226. The estimated population covered by CHPS increased from 16.4% in 2009 to 21.4% in 2012. Specialist
services also reoeed a boost with 10 specialist mobile vans now functional and providing specialist services to the deprived
areas.


http://www.who.int/buruli/control/en/%20http:/www.who.int/buruli/photos/complications/en/index.html

1.3 Mental Health Services

Mental health care in the country is currently provided by the three specialized psychiatric hospitalgddlirottee southern
sector of the country), five Regional hospitals and some district hospitals. There are also community psychiatric dmtgs provi
communitybased careThere is some collaboration between orthodox mental health practice and traditidnfaith based
healers but this tends to be informal and largely not documented. Involvement of the private sector is limited to atdew priva
psychiatrists and negovernmental organizations providing clinical and community services respectively.

Majority of mental health care is provided through specialized psychiatric hospMeatgal health serviceprovided include
promotion/prevention, case management and rehabilitafieim. an increase in life expectancy it is expected that psychiatric
related diseases will increase and therefore attempts should be made to address the challenges in the delivery oftmental heal
services in Ghana. Over the last four years the Mental iH&lt has been passed to support mental health delivery in the
country. The Mental Health Board has been established and a strategic plan has been developed.

The major challenges facing Mental health delivery in Ghana include:
1 Limited resources (financial, human, logistics, medicines etc.) allocation has negatively affected mental health service
delivery.
1 Inequitable distribution of mental health services; all the three psychiatry hospitals are situated in the southern part of
Ghana leaving the northern part underserved.
1 Lack of awareness of mental illnessany people attribute mental illness to supernatural factors and hence may not take
appropriate steps for remedies.

1.4 National Ambulance Services

The National Ambulare Service as an Agency was set u2@®4 with the aim of helping to manage victims of accidents,
disasters and other medical emergencies, thereby reducing casualty rates that may occur in any part of the country after such
events. During the last foyears the significant achievements include the training of 450 EMTs and the procurement of 161
ambulances. During the period of 262013, 97 more stations were created across the district capitals of Ghana. As at 2013 all

10 Regions of Ghana now haveeddt 5 Ambulance Stations each.

The challenges facing the NAS are limited budgetary allocation to carry out its mandate effectively e.g. running and
maintenance of the ambulances. The table below shows the performance of the service over the ydacabgreall

Table 2: Yearly Comparison of Cases by Call Location

HEALTH RESIDENCE | ROADSIDE [ RECREA | INDUST [ TOTAL

EaE FACILITY SR RIAL

2006 3,343 370 459 270 - 4,442
2007 5,986 838 789 543 - 8,156
2008 5,317 1,353 1,444 136 - 8,250
2009 4,994 904 1057 934 - 7,889
2010 3,113 109 109 66 543 3,397
2012 5942 776 907 68 117 7,810

TOTAL 28,695

1.5 Traditional Medicine
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It is estimated that over 70% of rural and urban poor rely on traditional meéticibeth primary care and some specialized

care such as borsetting. In spite of this fact traditional medicine practitioners are usually left out in our planning for service
delivery at national and community levels. The Ministry in collaboration ¥ittame Nkrumah University of Science and
Technology has been training Herbal Medical Practitioners. Efforts are underway by the Ministry to integrate traditional
medicine practice into the main service delivery systems. In 2010, 18 health facilities betjag iptegration of traditional

medicine into the orthodox system. Among the major challenges are uncontrolled advertisements and use of unapproved
products and services, diverse practices and difficulty in coordination of the large number of peestitiod use of orthodox
medicines in herbal products.

1.6 Leadership, Governance and Regulation

To understand and address problems related to leadership and governance, the Ministry of Health (MOH) conducted an analysis
of the organisational and institutional framework of the sector. The objectives of the analysis were to identify and describe
strucural barriers both within the MOH and between the MOH and its agencies. The analysis concluded that legal,
administrative and organisational deficiencies must be tackled within the context of a well functioniagemtey forum to

optimise the functionig of the sector in the long term. Alsome agencies have deviated from initially agreed core functions,

while others have expanded their functions. This has led to some degree of duplication and fragmentation with associated
increase in administrativeosts. Meanwhile, new Agencies such as the National Ambulance Service, National Blood
Transfusion Service and Mental Health Services are being established. This calls for more harmonization of legislation and
regulation as well as good understanding offtimetional relationships between relevant actors.

In response to the aboweentioned challenges, the Ministry has reviewed the legislation for the establishment of some agencies
to clarify the roles and responsibilities within the sector. In addition Aets have been passed for the establishment of new
agencies in order to strengthen regulatidme Ministry of Health is developing Legislative Instruments for these acts.

The Interagency Leadership Committee is expected to constitute a platform foe\peeramong agencies of the Ministry. Its

role in the coordination and alignment of plans within the sector is yet to be fully defined. To improve performance manageme
in the sector, the concept of performance contracts is being introduced anavaviesif contracts has been signed with agency
heads to improve coordination and accountability.

Regulation in the health sector is aimed at protecting the populatiensbyng that competenthedth care providers practice
within agreead stardards. Regulation coverdedth facilities, health professiorals, health products including gtmaceuticas
and melical prodwcts, andfood and nar-medicirel products. The Agencies involved in regulation are Health Facilities
Regulatory Authority,Pharmacy Council, Medica & Dental Courctil, Nursing and Midwifery Courtil, Food and Drugs
Authority, Allied Health Prdfessioral Courtil, Traditional Medicine Piectice Courtil and Cantre for Scientific Reseach into
Plant Medcine. The major challenges facing the governance and regulation within the sector include

1 Lack of standards in certain areas of service delivery eg record keeping and reporting
1 Weak standards especially in the area of Allied Health Services

1 Increasing spate ofon-adherence to agreed standards

1 Weak enforcements of standards

1.7 Human Resource for Health

The health sector continued to implement various interventions in furtherance of human resources capacity development. The
interventions are aimed at increagiproduction and retention of trained professionals and equitable distribution of the health
workforce. The national policy on human resource for health was reviewed to respond to the current HR cAdlkggesfor

the new policy is to develop and mtin adequate health workforce within the framework of the agreed staffing norms and to
address the existing inequities in the distribution of the available human resource.

Currently Ghana has 0.10 physicians per 1,000 popula&ioonpared to the WHO standard of 0.20 physicians per 1,000
population. The nurse population is 1.14 nurses per 1,000 population compared to the WHO standard of 2.20 per 1,000
population.The distribution of staff is skewed towards the urban areas. Appatedynb60% of the health workforce is located at

the district level, while 16% is located at the sub district level. The regional hospitals take up 9% of the workforfcetaed a

12% is located within the teaching hospitals. In 2012, the poorest stafh with respect nurses was the Northern Region

with one nurse to 1,601 population compared to the national average of one nurse to 1,251 population. Equity with regards to
nurses has however improved significantly with an equity index of 1:2.26 ingd2@D&n index of 1:1.75 as at 2012 (ratio of best
staffed over worst staffed region). The improvement over the years has been due to the establishment of new nursing training
schools in all the regions.
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Table 3: Number of Midwive s By Region 20022012.

AR W NR BA CR VR UE U ER GA Gh
R R R wW R ana
R
;88’2' no. of midwifes cne 576 279 341 201 381 197 153 478 792 3’479
ggtla(t)l no. of midwifes o3y 577 299 356 284 353 190 145 462 784 3’078
ggtlal' no. of midwifes -, 579 298 370 308 358 198 147 489 833 4f3
ggf‘z' no. of midwites -.q 577 274 352 204 303 190 131 451 812 3’??6
Midwifes 2012 / 1,000
WIEA 06 04 04 06 05 05 07 07 06 07
4 7 3 1 2 7 4 5 8 9 062

Source: Holistic Assessment of 2012

From 2011 to 2012, the numbers of midwives reduced across all the regions with the exception of Ashanti Region. Although
there have been increased intake into midwifery training institutions, the sector is yetftbflmn the increased production.

Equitable distribution of doctors remains a major challenge to the health sector. The Upper West Region has 11 tintes less doc
per population compared to Greater Accra. The Greater Accra Region continues to be the region with the highest number of
doctos per <capita with one doctor per 3,540 inhabitants. Fi f 1
another twenty percent are in the Ashanti Region. Training of the majority of doctors in Greater Accra and Ashanti R&gion mig
acount for these high numbers. As at year ending 2012, twiamtyyovernment hospitals in Ghana were without doctors. Eight

of them were in the Northern Region.

Table 4: Number of Doctors By Region 2002012.

AR W NR BA CR VR UE U ER GA Gh

R R R W R ana
R

No. of docs. 2009 600 80 50 140 87 78 34 17 157 839 2,0
82

No. of docs. 2010 562 91 72 141 88 80 29 14 155 876 2,1
08
No. of docs. 2011 630 91 117 145 106 91 27 18 165 1,0 24
85 75
No. of docs. 2012 519 89 137 154 104 90 27 18 139 12 24
04 81

docs. 2012 /1,000 0.2 00 OO 0O 0O OO 00O 00 00 02 01

pop. 0 4 5 6 4 4 3 2 5 8 0

Source: Holistic Assessment of 2012

1.8 Health Information and research
Three major activities contribute to defining the overall shape of the sector inforsydtem:
1. The Annual Review Process which is held annually through a series of performance hearings at which management units
at all levels of the health system present and discuss their performance

2. The conduct of surveys like the Demographic and Health Surveys (DHS) and the Multiple Indicator Cluster surveys
(MICS) in collaboration with the Ghana Statistical Service and other partners

3. The Holistic Assessment Methodology, which has been applied ensélctor assessment process leading to the
determination of performance levels and ranking of regions.
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The District Health Management I nformation System (DHI MS |
providers id itdhei commasiyn@lny expanding to cover private pr

The Ministry of Health acknowledges its key role of coordination and strengthening evizbes®zk policymaking. As an initial
step, the Ministry of Health has established a budget line $eareh in accordance with the Abuja declaration and the Bamako
Accord, however allocations made under this budget line has fallen below the agreed 2% of the total health budget.

Research in the health sector is mainly conducted through the Health R&3satrels. These are the Navrongo Health Research
Centre (NHRC) in the northern savanna belt, Kintampo Health Research Centre (KHRC) in the middle forest belt and the
Dodowa Health Research Centre (DHRC) in the southern coastal and savannah belt. Ty iMidéesteloping a research
agenda to guide research in the sector.

1.9 Partnerships for Health

Partnership in the health sector is with the governmentgowarnment sector and development partners. The private sector
presents opportunities to improvecass and increase coverage of services to meet national and international goals. The Sector
Working Group is the forum for effective engagement with all key sector partners. The Ministry of Health has a private sector
unit that coordinates and monitorsetengagement with the private sector, A private sector policy has been developed to
coordinate and deepen the engagement.

A Common Management Arrangements (CMA), which sets out arr
t he heatlidrh, shas al so been reviewed and finalized. The CMA
aimed at ensuring effective harmonizati on o éctomMeditengilernme nt s
Development Plan. Undehe guidance of the CMA, key sector partners supporting the sector are responsible for ensuring
harmonization and alignment of all their activities toward government led policy and strategic recommendations.

1.10 Financing Health Services (Funding andBudget performance)
The traditionalsouces of finane for the hedth se¢or remained the same during the period:

1 Government of Ghara budgeary fundng, which flows through the anud routine budgeary all ocaions to the sedor
andFunds acauing to or alocaed to the Nationd Hedth Insuwane Furd (NHIF);

1 Devdopmen Patners support(DP9 that comes in the forSedor Budgd Suppat (SBS), which is grant fundng
channeledhrough the Ministry of Finane and Econanic Planring (MOFEP) andprogrammed as pat of the annua
budge process. DPs support also come in the form afntaeked funds for spedfic projeds or programs, from a
variety of bilateral and multil ateral partners, induding globd hedth initiatives suc as the Globd Fund for AIDS, TB
and Malaria (GFATM), Global Alliance for Vaccines Initiative (GAVIJand concesmnay private finanéng
arrangemerts.

1 Private financing, which includes household out of pocket payments, constitute a significant componiematify
Geneated Funds. With the advert of NHIS, this component is gradually dwindling.

Funding trends

TheTable below depictsrpportional shee of thevarious sotces of funds from 2012012.

Table 5: Trends of budget allocation to the health sector

2012 2011 2010
Source of Fund Amount % Amount (GHC Mn) | % | Amount (GHC Mn) | %
(GHC Mn)
GoG 1,750.48 60.17| 771 53.5| 474 42.6
IGF/NHI Claims 427.04 14.68| 367 25.5| 286 25.7
NHIF 434.6 14.94| 23 16 |28 2.5
Programi Donor 181.6 6.24 | 139 9.6 | 190 171
Sector Budge| 109.25 3.76 | 105 7.3 |60 5.4
Support
Financial Credits 6.36 0.22 | 36 25 |72 6.5
HIPC/Fund 4 0.4
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TOTAL 2,909.33 |1oo |1,441 |1oo | 1,113 \1oo|

Source MoF MTEF

The contribution from partners through the Sector Budget Support (SBS) arrangement increased in absolute terms from the 2010
level of GHc60 million to a 2012 level of GHC 109.25 million. Support for Earmarked Programmes funding fell from GHC 190
million in 2010 to GHC 181.6 million in 2012, a reflection of the reduced contribution from Global Fund and the challenge to
reflect the total earmarked funding in the budget.

Internally Generated Fund (IGF) including claims on the NHIF remains the second masaihpource of revenue after GOG.
It increased by 49.3% from GHC 286 million in 2010 to GHC 427 million in 2012.

In respect of Geernmait of Ghana fundig, overall contribution went up by 269% rfom GH¢474 million in 2010to
GH¢1,750.48 million in 2012The bulk of the inkeasewas as aesult of the implemaation of the Single Spine SalaBay

Policy (SSSPP¥or the Health Seor accountingor over 54% of expenditurd&xpenditure for 2012 amounted to Ghc3, 109.48,
composed of 54.83% on Employ€empensation; 30.49% on Goods and Services, 1.84% on Assets and 12.84% on claims on
the National Health Insurance Fund.

1.11 Budget Performance

According to the 2005 and 2010 National Health Accounts, total health expenditure (THE) broken down bygfisaumnca

indicate that international funds fell significantly from US$360.48 million (GH¢329.15 million) in 2005 to US$178.93 million
(GH¢263.71 million) in 2010. Private funds were relatively constant between the two years, rising slightly from US$118.66
million (GH¢108.35 million) in 2005 to US$122.83 million (GH¢181.03 million) in 2010. While private funds from companies
increased from US$4.97 million (GH¢4.54 million) in 2005 to US$10.19 million (GH¢15.02 million) in 2010, private funds
from householddarely changed, decreasing from US$113.68 million (GH¢103.80 million) in 2005 to US$112.64 million
(GH¢166.01 million) in 2010. This accounted for private funds being relatively constant between 2005 and 2010. Public funds
increased sharply from US$201.A1llion (GH¢183.91 million) in 2005 to US$662.92 million (GH¢977.01 million) in 2010. In
2005, public funds from the Government of Ghana amounted to US$180.66 million (GH¢164.96 million). These funds more
than doubled in 2010, amounting to US$384.98 mmll{@&H¢567.38 million). Public funds from the NHIF also increased
significantly from US$20.75 million (GH¢18.95 million) in 2005 to US$277.94 million (GH¢409.63 million) in 2010.

Table 6: Budget Performance 20092001

Budget Performance to 2009 2011

2009 2010 |2011

% Total MTEF Allocation on Health. 14.60%| 15.10%| 15.80%
% NonWage GOG Recurrent Budget Allocated to District Level & Bel{ 62.00%| 46.80%| 55.30%
Per Capital Expenditure on Health 25.6 28.6 35

Budget Execution Rate (Goods & Service as Proxy) 80.40%| 94.00%| 82.10%

% of Annual Budget Allocations Disbursed to BMC by End of Year. | 39.00%| 31.00%]| 89.80%
% of Population With Valid NHIS Membership Card. - 33.70%| 33.40%
% of IGF from NHIS 83.50%| 79.40%]| 85.00%
Source PPME MoH

N[OOI~ WN|EF

1.12 Health Sector Development Challenges and Issues

The health sector in Ghana has demonstrated significant progress during the period under review. Although the achievements
fell short of the drastic strides needed for the attainment of the health MDGs and other targets set by the sectoe, tlezre wer
indications that almost all key development indicators showed some progress. The key issues and challenges identified can be
summarized under the following:

1 Continuing inequities in access to essential health services, especially in deprived areéismttad titention to human
resource and infrastructure management.
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Slow progress in dealing with issues of nutrition and the high levels of maternal and child mortality.

Weak linkages between the health sector and broader development processes (@uobliefsem, decentralization,
infrastructure development and water and sanitation).

Weak integrated research, information and monitoring systems to support evidence based decision making and to track
performance in priority areas.

Weak leadership capagitwithin the health sector to coordinate and promote effective participation of civil society
organizations and the private sector in health.

Weak coordination of regulatory functions within the health sector leading to continuing influx of substandardrgbo
services.

Absence of strategic policies and programmes to guide sector response to effects of climate change on health.

Persistent challenges in the efficient and effective use of existing financial resources and weak capacity to mobilize extra
resaurces in support of the goal of universal health coverage.
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Chapter 2: Prioritization of Health Sector Development Issues

2.0 Introduction

Performance of the health sector over the last four years shows clear areas of concern that help to défmteethéopthe

medium term. To start with, the review noted the inadequate leadership capacity, governance and management structures at all
levels of the health sector. This has led to marked deficiencies in the provision of overall policy and pradjraciioe and
accountability to performance at all levels. With the drive to implement the Local Government Service policy, this wekikness w
lead to more fragmentation and programme misalignment if not adequately addresses.

Decision making in the ladth sector is also an issue of prime concern. Many decisions are taken without adequate supporting
information. Indeed the capacity to use health information for decisions making at all levels remains inadequate despite
significant improvements in infornian management especially at the district level. Performance monitoring is still not linked to
resource allocation and distribution and concepts of benchmarking are not strategically applied. These challenges tinanifest in
weaknesses related to the iemplentation of key sector policies and programmes. One such area is the continuing inadequate and
inequitable distribution of health manpower due to theingriementation of the health sector incentives policy.

Inadequate financing of the health sectamypmed with the ever increasing cost of healthcare delivery has led to inadequate
financial protection for the poor. Although the NHIS is increasingly establishing itself as the major financing souree for th
sector the trend over that last four years shamcreasing burden on government budgetary allocation with clear signs of
decreasing external funding. Concerns have also been raised on the sustainability of the NHIS in its current form.coFtee need f
long term strategy for financing health services heceived attention and steps have been taken to determine a new financing
strategy to back the implementation of the new HSMTDP.

In the light of these constraints, health services continue to pose mixed performance over the last four yearshiihe gagase

in geographical access to quality health care. This is manifest in the significant disparity with regards to accedsetdtbasic

care between regions, between districts and between rural and urban locations. A new phenomenon is the gulary per

slum settlements which are inadequately planned and resourced and which are fast becoming areas with huge potentials for
reducing public health gains made over the years. As a result of these challenges, the health sector continues to experience
persistent high neonatal, infant and maternal mortality, high morbidity and mortality from malaria, persistence of HIV and TB
and increasing morbidity, mortality and disability due to-4sommunicable diseases. The prevalence of other communicable
diseasesnicluding epidemic prone diseases and climate related diseases are high and morbidity and disability form Neglected
Tropical Diseases (NTDs) continue to be high. There are also concerns with quality of care as perceived by the general public
and huge unmeteed for mental health services. The following outlines the priority issues identified for the medium term.

2.1  Prioritization of Health Sector Development Priority

1 Leadership, Governance and Management

The importance of good leadership, governance and appropriate management structures in the health sector is in recognition of
the underlying need for efficiency and effectiveness in the use of limited sector resources. The issue of account#imlity and

need to address governance issues from a broader systems perspective across all levels of the health system has become
increasingly urgent.

1 Leadership and Governance
Weak coordination of sector policy development and poor implementation of agreed mamageangements demonstrates
the weaknesses in leadership capacity and governance across board. Performance management as the basis for ensurin
accountability and improved performance also remains weak. These challenges have led to persistent p&amaPalalc
Management practices, growing weakness in the sector partnership arrangement, limited community involvement, ownership
and participation in health activities and challenges in the implementation of Public Private Partnership policies gied. strate
These challenges are becoming more prominemtaakalities for health sector decentralization remain unclear.

1 Health Research and Information Management

16



The shift towards evidendeased decisiomaking has made information management and reseatih health sector a central

feature in health planning, service design and the implementation of interveAofusding for the health sector continues to
evolve, the need for more accurate and reliable reporting on performance will be required.alsavilinportant toseek
innovative ways of aligning health services to health care needs of the population, within the constraints of limitex.resourc
The challenge to overcome in the medium term is the weak culture of using evidence for policy de@giogsleading to

weak demand for research backing for policy and the low funding to support policy related research. There is also the need to
tackle the weak capacity at the periphery to conduct operational research.

1 Human resource development
The maor challenge in human resource development and management has been the inequitable distribution of the available
health manpower. The difficulty in attracting and retaining human resources for health in locations where their services are
needed remains @roblem for the health sector. This challenge has been attributed to the weak human resources management
information system and lack of commitment to the implementation of the health sector human resource incentive scheme. In the
area of training there hdmen a significant improvement in the establishment of training institutions however the problem of
inadequate tutors is yet to be overcome.

1 Regulation
The health industry in Ghana is growing however this growth is associated with influx of substardtifaéle products. The
manufacturing sector for medicinal products, medical devices, cosmetics, herbal products and household chemicals are also
currently struggling to meet minimum standards. No pharmaceutical manufacturer in Ghana, for instance isrtifiétD ce
Many health facilities, even including government facilities do not meet minimum operating standards.

Based on the above analysis, the priority issues under leadership and governance are:

1 Inadequate leadership capacity, governance and manag&nuetires at all levels of the health sector
1 Inadequate and inequitable distribution of critical staff mix
1 Inadequate capacity to use health information for decisions making at all levels

1 Financing
Health sector financing is currently fraught with uncertainties. Firstly government budgetary allocation still lags l@=hind th
agreed Abuja target of 15% of national spending on health. The NHIS, which has assumed a central role in sectohfisancing,
to deal with questions of sustainability coupled with growing demand for expansion of coverage. Donor funding is also currently
dwindling partly as a result of global economic constraints and partly due to the recognition of Ghana as a lowercomalelle
country. The challenge is that financial protection for the poor is still weak while funding to the sector continues to be
inadequate. Another challenge is untimely release of funds and late payment of claims by NHIS. The following are the priority
issues fothe medium term.

A Inadequate financing of the health sector, and ever increasing cost of healthcare delivery
A Inadequate financial protection for the poor

1 Health Service Delivery
Although there have been significant improvements in the uptake of sealibes as a result of the introduction of the NHIS,
the effect on the morbidity and mortality patterns is yet to be felt. Access is still a challenge, especially in depswetikere
rapidly growing perurban settlements continue to present new ehgés for the health sector. Ghana is currently experiencing
a double burden of diseases due to the upsurge ofcoromunicable diseases and the continuing high prevalence of
communicable diseases. In addition to these challenges, the expansion andnmeptaf the health infrastructure continue to
lag behind real need. This may be due to the absence of Integrated Infrastructure Policy that would provide clearodirection f
managing health sector assets (buildings, transpdtequipment the challeng in funding and the rising cost of maintenance
of the existing health infrastructure.

The following represent the priority issues for the medium term.
1 Meeting the MDGs
1 Persistent high neonatal, infant and maternal mortality High morbidity and maiaiitymalaria

1 Persistence of HIV and TB

Disease prevention and control
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1 Increasing morbidity, and mortality disability due to rmsmmunicable diseases
1 High prevalence of communicable diseases including epidemic prone diseases and climate related diseases
1 High morbidity and disability form Neglected Tropical Diseases (NTDs) and

Access to health services
1 Huge gaps in geographical access to quality health care (e.g. urban and rural)

Quality of Care and Mental Health Services
1 Public and users' concerns abthe quality of healthcare
1 Huge unmet need for mental health services
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Chapter 3: Development Goals, Objectives and Strategies
3.0 Introduction

The health sector strat egi-erm vision @s capiuseé th the Ghana Ghaeed Grovetm and s |

Devel opment Agenda (GSGDA). They arHemab desemgmend, employment &8 GD A 6
productivity. The strategieare directed towards addressing persistent poéated challenges as well as ensuring the health
sector contribution to the availabil ity -tenhvisiorh k& this egpnd,ithei t e h
health sector adoptke following thematic goal:

ATo I mprove access to quality, efficient and seamless hea
needs of people of all/l ages in al/l parts of the countryo.

3.1 National Development Goals

To meet te above stated goal, the health sector will work within the following National Development Goals:
1 Rehabilitating and expanding infrastructural facilities.
Expanding access to potable water and sanitation, health, housing and education;
Reducing geographat disparities in the distribution of national resources.
Ensuring environmental sustainability in the use of natural resources through science, technology and innovation.
Creating a new social order of social justice and equity, premised on the inctisadh hitherto excluded and
marginalized people, particularly the poor, the underprivileged and persons with disabilities.
1 Maximizing transparency and accountability in the use of public funds and other national resources.

1
1
1
1

3.2 National DevelopmentProjections

National level projections for the medium term will be based on progress made in the area of nutrition and health service
delivery, including medical emergencies, improvements in access to quality Maternal and Child Health services and the
intensification of prevention and control of noommunicable and communicable diseases and work towards elimination of
polio, guinea worm, yaws and leprosy. Progress in the promotion and adoption of healthy lifestyle and the expaastah of m
health sendges will be monitored.

During the period of the HSMTDP (2042017), it is expected that the health sector will work with other stakeholders to reduce
inequities in health status across and within regions. This will be measured by how regions andpéistrotsin reducing the

wide disparities in:

Life expectancy at birth

Total fertility rate

Neonatal, Infant and under 5 mortality
Maternal mortality

HIV prevalence and

Child malnutrition

= =4 =4 -8 -8 -9

3.3 Health Sector Medium Term Goals

Within the context of the National Development goals, the Health Sector in Ghana seeks to improve the overall healfth status o
Ghanaians by reducing the risk of il heal th and pcaervent at
aims to achieve this through an efficient health system, which can deliver an internationally acceptable standard of health
services. This will be done through improved infrastructure, ensuring equity in the distribution of health resources and the
strenghening of health systems and services at all levels.

3.3.1 Health Sector Medium Term Policy Framework

The policy framework for the medium term is guided by the need for the sector to respond to several global, sub regional and
national initiatives. Firdy there is the pressing need to account for performance within the context of the MDGs and to show
clear orientation towards a pead15 agenda. Consequently the health sector will need to examine the real gains made so far and
work towards ensuring thébese are consolidated and form the basis for future development. The goal of achieving Universal
Health Coverage in the pe2015 agenda provides the framework for policy development while at the same time responding to
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global health demands. In this ¢ext there will be the urgent need to improve coverage of health services (curative, prevention,
promotion and rehabilitation) and to effectively promote financial risk protection especially for the poor.

Universal Health Coverage also requires a robosh@my, a strong and efficient health system that can deliver quality services
on the priorities identified by ensuring good governance and improved use of health information, improved health financing in
order to raise sufficient funds for health, impraaecess to essential services including access to medicines, and creating a well
motivated health workforce to provide pecplentered services.

The Ouagadougou Declaration on Primary Health Care and Health Systems in Africa, the Addis Ababa Dedfaration o
Community Health, the World Health Report of 2008 on Primary Health Care and other related documents also provide a
context for planning in the medium term.

The Health Sector Medium Term Development Plan (HSMTDP -201%) is intended to create a linlettveen National

Devel opment Go all and National Heal th Policyds broad ambit
health at the center of national development agenda by outlining clearly the role of health sector in human devetbggment an
broader socioeconomic development of the country. It emphasizes the need for improved leadership and accountability,
increased access to the poor and bridging inequities in distribution of health services.

3.3.2 Health Sector Development Projectia(20142017)

The projections for the medium term are dependent on several factors. Key among these factors are peaceful and-stable socio
economic environment, the availability of resources for the implementation of activities outlined, full implemeritptibcies
underpinning the objectives and strategies, significant buy in by other sectors of government, NGOs and CSOs, total
commitment of the private sector to the medium term goals and objectives and a dedicated health workforce committed to the
targets set for the period.

The sector specific development projections for the period will be focused on addressing key challenges of accesyrcoordinati
and capacity building to respond to climate change. Specifically the health sector will, throughppubte partnership,

expand community based health services as a strategy for achieving universal access to basic health care. Leadership capacity
improve coordination of service and regulatory functions will be enhanced while district health sysitebe wimed to

respond to the effects of climate change. The overall response to these initiatives will be measured by:

Expansion of coverage of the CHPS programme

Attainment of equity targets in the distribution of human resources for health
Reductionn mortality due to malaria

Reduction in institutional maternal and neonatal deaths

Improved performance of the supply chain

Adoption of improved health financing mechanisms

= =4 =4 8 A8 -9

3.3.4 Health Sector Policy Objectives and Strategies
1 Policy Objectives

The health sector recognizes its role of increasing access to health services, better health care and greater epody dodthe

the vulnerable through partnerships. Various strategies and programs for this medium term plan would be anchored on the
policy objectives to exert |l everage between the national
improving the health of the people, the following policy objectives will be pursued.

Bridge the equity gaps in geographical asce health services

Ensure sustainable financing for health care delivery and financial protection for the poor
Improve efficiency in governance and management of the health system

Improve quality of health services delivery including mental healthcasrv

Enhance national capacity for the attainment of the health related MDGs and sustain the gains
Intensify prevention and control of n@emmunicable and other communicable diseases

ok wNE

Objective 1: Bridge the equity gaps in geographical access to di¢h services
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Tackling the challenge of access would require as increase in coverage of health infrastructure across the countiynvath the a
reducing ruralurban, urban petirban and north and south disparities. Is will also require the accelevati@implementation

of the closeto-client policy and the strengthening of the concept of primary health care at the district level. The strategies for
meeting this objective are as follows:

Issues Strategies
Huge gaps in geographical accesqjtmlity | Strengthen the district and sdistrict health systems as the bedk of the
health care (e.g. urban and rural) national primary health care strategy

Accelerate the implementation of the revised CHPS strategy especially in
served areas

Formulate and implement health sector capital investment policy and plan
Implement the health sector ICT policy andhé&alth strategy focusing ¢
underserved areas

Objective 2: Ensure sustainable financing for health care delivery and financigbrotection for the poor

Increasing health expenditure remains a challenge to the health sector. Similarly, the sector is confronted with entheing tha
poor and the vulnerable are also able to afford quality health services without falling throeghcitse This policy objective

will emphasis on strategies and programs that will ensure efficiency in health expenditure, innovative ways of mobikzing mor
resource, better targeting of the poor as well as pooling. The strategies are as follows:

Issues Strategies

Inadequate financing of the health sec| Finalize and implement a comprehensive health financing strg
and ever increasing cost of healthc| Improve efficiency andeffectiveness of health service delive
delivery including the NHIS

Inadequate financial protection for the p¢ Strengthen public financial management and accounta
systems in the health sector

Increase coverage of NHIS especially for the poor

Objectives 3: Improve efficiency in governance andnanagement of the health system

Managing the sector to achieve the desired results is the concern of this objective. It addresses the issues of governance,
partnership, effectiveness and efficiency of the sector. Improvement will focus on organizatamgeément for managing the

health sector efficiently, performance contracting, production, distribution and retention of human resources for hegalth, pol
formulation, priority setting, monitoring and evaluation and the use of information for policjogement. Partnership and
coordination including private sector participation will also be tackled. The strategies are as follows:

ISSUES STRATEGIES

Inadequate leadership capacity, governance | Review and restructure the health sector leadership develoj
management structures at all levels of the hg and management programs

sector Develop and implement health sector response to the na
decentralization program

Deepen stakeholder engagement and partnership (public, f
and communityfor health care delivery

Strengthen regulation in the health sector and facilitate the pa
of health legislations

Inadequate and inequitable distribution of criti Implement the human resource development strategy to imj

staff mix production, distribution retention of critical staff and performal
management

Inadequate capacity to use health information| Improve health information management systems including res

decisions making at all levels in the health sector
Strenghen capacity for Monitoring and Evaluation in the he
sector
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Objectives 4: Improve quality of health services delivery including mental health services

Providing quality of health services to the population remains a primary concern to thesbetthThis requires that bringing
health care closer to the population go beyond the primary health care. Both traditional and allopathic would be imegrated a
strengthen. Improvement would be made in patient safety, expansion of specialist sewispscialist outreach services in
deprived areas. Supply of health commodity would be strengthened as well as metal health. The strategies are as follows:

ISSUE STRATEGIES
Public and users' concerns about the quality of | Develop and implenrtg a comprehensive national strategy for quali
healthcare health and patient safety

Improve response and management of medical emergencies incly
road traffic accidents and strengthen the referral system

Expand specialist and allied health serviceg. (Bagnostics, ENT,
Eye, physiotherapy.tc.

Improve supply chain, ensure commodity security and availability
affordability of quality medicines

Scale up the integration of traditional medicine into existing health
service delivery system

Hugeunmet need for mental health services Implement the Mental Health Act, finalise and implement the ment
health strategy

Objective 5: Enhance national capacity for the attainment of the health related MDGs and sustain the gains

Attaining the health MDG has been the preoccupation of the sector towards national agenda though a challenge to the sector.
Within the planning period focus be on implementing proven interventions in the areas of maternal, adolescent andhchild healt
Gains would be sustainednmalaria, TB and HIV/AIDS control. The strategies are as follows:

ISSUES STRATEGIES
Persistent high neonatal, infant and maternal mortality Accelerate the implementation of the Millennium Acceleration
High morbidity and mortality from malaria Framework MAF)

Scale up community and facility based interventions for the
management of childhood and neonatal illnesses

Intensify and sustain Expanded Programme on Immunization
(EPI)

Scale up quality adolescesgxual and reproductivesalth services

Persistence of HIV and TB Scale up the implementation of national malaria, TB, HIV/AIDg
control strategic plans

Objectives 6: Intensify prevention and control of noncommunicable and other communicable diseases

The objective concerns with addressirgkrfactors associating with ill health it will target diseases earmarked for eradication,
behavioral changes. International treaties will be supported and implement to back national policies on both communicable and
nonrcommunicable diseases. The strategiee as follows:

ISSUES STRATEGIES
Increasing morbidity, and mortality disability due to non Implement the Not€Communicable Diseases (NCDs) control
communicable diseases strategy
Review and Scale up Regenerative Health and Nutrition
Programm&RHNP)

Implement international conventions and treaties including
Frame work Convention on Tobacco Control (FCTC)

Develop and implement the national health policy for the A
Strengthen rehabilitation services

High morbidity and disability forrNeglected Tropical Disease| Intensify efforts for the certification of eradication of guinea
(NTDs) worm and polio

Accelerate implementation of the national strategy for
elimination of yaws, leprosy, buruli ulcer, filiariases and oth
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NTDs

High prevalence of communicable diseases including epider Strengthen Integrated Disease Surveillance and Response
prone diseases and climate related diseases (IDRS) at all levels and implement fully the International
Health Regulations (IHR)

Formulak national strategy to mitigate the effect of climate
change on climate related diseases
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Chapter 4: Health Sector Development Programmes

4.0 Introduction

As part of government efforts to link planning to budget the Ministry of Finance and Economic Planning and NDPC are working
together with MDAs to ensure that all MDAs move from activity based to program based budgeting. The essence is to shift
from budgeing by department (activity based) to budgeting by function of government, thus enabling a more strategic focus on a
smaller number of key outcomes. The Ministry has therefore developed five programs based on the following functions:
Provi seide s lan tp & ance

P d icformdatio n evel dompn't @ o dala m

Provi #dielhCar edr 8 &

Regu | at i oHedtlofécilitit daedrofgs si ons

Devel ampn't o énreh oanir o rhHe ldh ecs o r

Unal &k eesearchan dlevel ampn t

= =4 =4 -8 -8 -9

The four programs are:

Management and Administration

Heal th Service Delivery
Huma rReso uesfo H elt Bevelo pe nt Managdme n t
Healt h 8 Regulation

PwnE

4.1 Management and Administration programmewhich aims atproviding an efficient and effective governanceand
leadership inthe management ofthe hedth setor, formulate and updateoliciessupervise, mamor and evaluate the divery of
health services. In achieving the thiprogram a number of sub programs have been formulated based on the functions of the
departments which falls under this program The sub program include:
i. Genera Management

ii.  Hedth ResearchStatisticsand Information Management

iii.  Hedth Policy formulation, plannng, ludgeting monitorng and evaluation

iv.  Finance and Audit

v. Procurement, Suppand Logistics

4.2 Health Service Ddivery programme aimsat deivering cost effective, efficient and affordable quality hedth
services at the primary, secondary and tertiarylevels of care. At the primary andsecondary levels focus mainly on curative,
preventive, promotive, andrehabilitative care, Whereaster tryilaglv. concentr at es oeh edrsgmasgencyal i st
res p o msaglitrei in ghe léh rese @h an ded catio nThe programme also covers research anehpspital services. There
are four sukprogram under this programme are:
i.  Primary and secondary health services
ii.  Tertiary health services
i Research
iv. Prehospital services

The deliveryand management of all services under this programmergarized from the national through regional, district,
subdistrict and community levels.

4. 3Human ResourcepDegrbdmmenentwhi ch remains a majleest Heaunct i
pro dctio o fadeq et e alh éhe &k rop s Bloan d hpeo vio © fadeq &t € e scesti 8 U p gt chrét@ mg. T h e

sub programs incl ude:

. Pr-service Training

ii. Post Basic Training

ili.  Specialized Training

44 Health Set oRegulat i pnogr amms at esitsaimd agd tdmaé mai ntained and a
achieving this sub programs have been devel oped under this
i. Regul ation of Health Facilities

i. Regul ation of Health professionals
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iii. Regation of Pharmaceutical and Medical Heal th Product s
This chapter presents a framework that links the sectors strategies to the sector programs, sub programs and braadtactivities
areplannedfor the period of 2014£2017. The sector will develop actigtans tobe executed from the broad activities that that
will help us achieved the stated outputs for the various programs and sub programs.

45  Broad Activities for the period 20142017

Objective 1: Bridge the equity gaps in geographical access to health services

Strategy 1:  Strengthen the district and subistrict health systems as the bedrock of the national primary health care

strategy
Program Sub program Broad Activities
Healthservice Primary and secondary | Improve mechanisms for engaging the private sector providers.
delivery services Sustain and expand outreach services including specialists outreach s
Strengthen planning, budgeting and Public finanmiahagement and
reporting

Improve quality of logistics, human and administrative support services
Improve disease prevention and control

Strategy 2:  Accelerate the implementation of the revised CHPS strategy especially in wseleed areas

Program Sub program Broad Activities

Health service deliver|y Primary and secondary servig Increase access to primary health services by focusir
underserved areas

Strengthen Community based interventions eg: Use ¢
volunteers

Strategy 3: Formulate and implement health sector capital investment policy and plan

Program Sub program Broad Activities
Management and Health policy formulation Review and implement capital investment policy and [
Administration planning budgeting

monitoring

Strategy 4: Implement the health sector ICT policy and-Eealth strategy focusing oanderservedareas

Program Sub program Broad Activities

Management and | Health research, statistics | Review, finalize and adopt health sector ICT policy includi
Administration and information manageme| legal framework for health data handling

Scale up mobile health initiatives and tetensultation
programme

Implement modular hospital systems automation in a phag
manner

Establish one flagship telemedicine project based in one
teaching hospital

Upgrade data management capacity at the CHIM and Dis
Control Unit

Objective 2: Ensure sustainable financing for health care delivery and financial protection for the poor
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Strategy 1: Finalize and implement a comprehensive health financing strategy

Program

Sub program

Broad Activities

Management and
Administration

Health financing, policy formulation, planning , | Finalize the health financing strategy

budgeting, monitoring and evaluation Disseminate and implement the health

financing strategy

agencies to beconself-financed

Provide guidance to enable some governmel

Strategy 2: Improve efficiency and effectiveness of health service delivecuding the NHIS

Program

Sub program

Broad Activities

Management and
Administration

Health financing policy
formulation, planning, budgeting
monitoring and evaluation

Scale up cost containment measures

Implement the appropriate mix of provider payment
mechanisms eg. Capitation

health sector and implement the recommendations.

Carry out a study to determine areas of inefficiencies in the

Strategy 3:  Strengthen public financial management and accountability systems in the health sector

Program

Sub program

Broad Activities

Management and
Administration

Finance and Audit

Institutionalize Health Accounts

Disseminate, Implement and evaluategbetor PFM plan.
Does the implementation of the PFM plan include the
improvement of the PFM capacity in the sector?

Review and implement framework of resource allocation f
the sector

Strategy 4: Increase coverage of NHIS especially for the poor

Program

Sub pro gram

Broad activity

Program

Strategic National Healt| Health financing, policy

formulation, planning,
budgeting, monitoring and
evaluation

Scale up coverage to the poor in collaboration with Minig
of Gender Children and Social Protection and other MDA
Intensify efforts to improve coverage of children under fiv

Objective 3: Improve efficiency in governance and management of the alkh system

Strategy: 1 Review and restructure the health sector leadership development and management programs

Program

Sub program Broad activities

Management and
Administration

General Review

and develop a comprehensive leadef@hipmanagement

Management development program in the sector

Review and strengthen an effective inter agency leadership and coordir]
mechanisms within the health sector

Review

the sector gender policy and develop implementation plan

Review, enforc€?)and scale up the implementation of performance cont
across the sector and at all levels

Strategy 2: Develop and implement health sector response to the national decentralization program

| Program

| Sub program

| Broad activities
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Management and
Administration

Health policy formulation planning, | Review and implement the National Health Policy
budgeting monitoring and evaluatio

Develop and implement health sector response to national
decentralization

Orient and develop capacity of healtbrkers, managers and
other stakeholders to operate within the new decentralizatio

program
Strategy 3: Deepen stakeholder engagement goattnership public, private and community) for health care delivery
Program Sub program Broad Activities

Management and
Administration

and evaluation

Health policy formulation Strengthen mechanisms to for improving collaboration betwee
planning, budgeting monitoring | MOH and

1 MDAs, MMDAs, Private sector

1 Parliament
in the development of policies, implementation and monitoring
programs
Disseminate and implement the Private Sector Policy
Review and monitor the implementation of MoUs with CHAG &
expand to cover other provider groups including Private Saoth
CSOs

Strategy 4: Strengthen regulation in the health sector and facilitate the passage of health legislations

Program Sub program Broad Activities
Health sector | Regulation of health Facilitate the completion and passage of remaining proposed health bills
regulation facilities
Develop Lls for all newly passed Health Acts
Strengthen regulatory Authorities (especially new Authorities and Councils)
enforce compliance and maintenance of agstaddards of facilities and
premises in both public and private sectors
Regulation of health Strengthen regulatory authorities to enforce compliance and maintenance o
professional agreed standards of health professionals
Regulation of Strengthen regulatory authorities to ensure enforcement and improve surve
pharmaceuticaland and quality control of, pharmaceuticals and medical products
medical products
Regulation of foods and | Strengthen regulatory authoritiesgnsure enforcement and improve surveillar
nonmedicinal products and quality control of food and nanedicinal products
Strategy5:  Implement the human resource development strategy to improve production, distribution retention of critical
staff and performance management
Program Sub program Broad Activities
Human Human resources manageme Disseminate and implement the HRH policies and strategies on productio
resource and development guality health professional with focus on neglected disciplines

Distribution ofexisting staff and the enforcement of performance managen

Review, disseminate and implement staffing norm for the sector

Implement global code of practice on the international recruitment of heali
personnel
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Strategy 6: Improve healthinformation management systems including research in the health sector

Program Sub Program Broad Activities

Management and Health research, statistics ang Work with other national agencies and relevaakeholders to

Administration information management produce relevant health statistics and analytical reports e.g. DHS
MICS etc.

Review and roll out the sector research agenda

Strategy 7:  Strengthen capacity for Monitoring and Evaluation in the health sector

Program Sub program Broad activities

Management and Health financing, policy formulation, Strengthen M&E in the sector by implementing the M&E

Administration planning, budgeting, monitoring and | framework. Would this include the strengthening of the
evaluation M&E capacity?

Objective 4: Improve quality of health services delivery including mental health services

Strategy 1: Develop and implement a comprehensive national strategy for quality health and patient safety

Program Sub program Broad Activities
Management and Health financing, policy formulation, | Develop and implement nation quality and patient safety
Administration planning, budgeting, monitoring and | strategy.

evaluation

Strategy 2:  Improve response and management of medical emergencies including road traffic accidents and strengthen
the referral system

Program Sub program Broad Activities
Health Service Primary and secondary health | Disseminate and implemehospital emergency and referrals,
delivery services protocols and guidelines
Strengthen capacity of accident and emergency department of
facilities

Promote local initiatives to further expand emergency transport
pregnant women, children, etc

Develop,disseminate and implement national strategies and
guidelines for response to accident and medical emergencies

Train emergency medical teams for districts, regional and tertial
hospitals

Prehospital services Expand the coverage of the NatioAahbulance Service

Strengthen community pilgospital emergency care programs

Strategy 3:  Expand specialist and allied health services (e.g. diagnostics, ENT, Eye, physiotherapy etc.)

Program Sub program Broad Activities
Health Service Tertiary health Strengthen specialist outreach and mobile outreach services e.g. ENT, Ey
delivery services dental etc
Introduce mentorship program for specialist / Consultants to support lower
levels
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Strategy 4:  Improve supply chainensure commodity security and availability of quality medicines

Program Sub program Broad Activities

Management and Administratiq Procurement supplies and logisti Improve the supply chain management in the se

Strategy 5:  Implement the MentaHealth Act, finalize and implement the mental health strategy

Program Sub program Broad Activities

Service delivery Tertiary health services

Implement the Mental Health strategy

Strategy 6:  Scale up the integration of traditional medicine into existing health service delivery system

Program Sub program Broad Activities
Health Service delivery Primary and secondary healthh Expand the integration of traditional medicines intoekiing
services health service delivery

Objective 5: Enhance national capacity for the attainment of the health related MDGs and sustain the gains

Strategy 1:  Accelerate the implementation of the Millennium Development Goals Acceleration Framework (MAF)

Program Sub program Broad Activity
Health Service | Primary and Improve and expand the implementation of maternal neonatal, child health and ny
delivery secondary health | services with special emphasis on MAF

services Improve skill deliveryin underserved areas and low performing facilities

Improve the coverage of EmMONC services

Increase availability and improve safety of blood and blood products

Follow up on action plans and commitments from RCC and MMDAs on the Camp
for Accelerated Reduction of Maternal Mortality in Africa  (CARMMA)

Strategy 2: Scale up community and facility based interventions for the management of childhood and neonatal illnesses

Program Sub program Broad Activities
Health service Primary and secondary Improve quality of care and management of new born and childhood illng
delivery health services health facilities and community levels

Strategy 3: Intensify and sustain Expanded Programme on Immunization (BPI

Program Sub program Broad Activities

Primary and secondary health Strengthen coordination of new vaccine introduction
Health service service delivery Eliminate vaccine preventable diseases eg. Maternal and neor|
delivery tetanus and measles

Strategy 4. Scale up quality adolescesexual and reproductivlealth services

Program Sub program Broad Activities
Health service Primary and secondary health Disseminate and implement the revised adolesmatal and
delivery service reproductivehealth policy.

Strategy 5:  Scale up the implementation of national malaria, TB, HIV/AIDs control strategic plans
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Program Sub program Broad program
Health service Primary and secondary health | Implement Revised Strategiian for Malaria Control in Ghana
delivery services (20142018)

Implement the National TB control Strategy

Implement National Strategic Plan for HIV/AIDS Control

Objective 6: Intensify prevention and control of noncommunicable and other communicable diseases

Strategyl:

Review and Scale up Regenerative Health and Nutrition Programme (RHNP)

Program

Sub program

Broad activities

Health services delivery

service

Primary and secondary health

Finalize, disseminate and implement national nutrition
policy

Intensify health promotion and education activities to
strengthen behavioural change

Strategy 2:

Implement international conventions and treaties including framework convention on tobawgtrol (FCTC)

Program

Sub program

Broad program

Health service delivery

services

Primary and secondary health

Disseminate and implement international convention
and treaties including framework convention on toba
control (FCTC)

Strategy 3:

Develop and implement the national health policy féret Aged

Program

Sub program

Broad program

Management and
Administration

Health policy formulation

Finalize, disseminate and implement the health sector
Policy on the Aged

Strategy 4.  Strengthen rehabilitation services
Program Sub program Broad program
Health Service Primary and secondary | Revitalize and expand orthotics and prosthetic services and other s¢
delivery health service for persons with disabilities
Tertiary health services | Develop a strategic plan for under providgecialist services eg
dermatology, physiotherapy
Strategy 5: Intensify efforts for the certification of eradication of guinea worm and polio
Program Sub program Broad program

Health services
delivery

Primary and secondary health
services

Intensify efforts towards achieving WHO certification

Strategy6: Accelerate implementation of the national strategy for elimination of yaws, leprosy, buruli ulcer, filiariases and

other NTDs

Program

Sub program

Broad program

Health service
delivery

Primary and
secondary health
services

Strengthen facility and community based interventions for the elimination (
NTDs
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Strategy 7: Strengthen Integrated Disease Surveillance and Response (IDRS) at all levels and implemehiefully
International Health Regulations (IHR)

Program Sub program Broad program

Primary and Improve surveillance at all levels
Health services secondary health Strengthen implementation of International Health Regulation
delivery services

Strategy 8: Formulate national strategy to mitigate the effect of climate change related diseases

Program Sub program Broad program
Management and Health policy formulation, planning Develop policies and guidelines to guide the response
Administration budgeting monitoring and evaluation | effect of climate change on health

Scale up the lessons learnt from the pilot sites into
implementable activities at the regional and district leve
Build district level capacity in advocaoy climate change
and health
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Chapter Five: Sector Action Plan
Action Plan for 201471 2017Classified according to Four Programmes and Suprogrammes

PROGRAMME | SUB PROGRAMME | BROAD ACTIVITES | 2014| 2015| 2016 2017

OBJECTIVE 1. Bridge the equitygaps in geographical access to health services

Strategy: Strengthen the district and subdistrict health systems as the bedock of the national primary health care
strategy

Health service Primary and secondary heall Improve qualityof logistics, financial,
delivery services human and administrative support service

Implement health financing policies and | X
support planning and budget

Improve mechanisms for engaging specia
to expand access to specialist care

Improve disease prevention and control

Strategy: Accelerate the implementation of the revised CHPS strategy especially in unesgrved areas

Health Service Primary and secondary heal Increase access to primary health serviceg x X X

Delivery services Increase access to quality home care and| x X X X
outreach services

Improve quality of logistics, financial, X X X X
human and administrative support service

STRATEGY: Formulate and implement health sector capital investment policy angblan

Management and | Health financing policy Develop capital investment policy and plarn X X X
Administration formulation planning Implement capital investment policy and | X X X
budgeting monitoring and | plan
evaluation Evaluate the capitahvestment plan X
STRATEGY : Implement the health sector ICT policy and Ehealth strategy focusing orunderservedareas
Review, finalize and adopt health sed©l | x X X X
Management and | Health research, statistics, | policy including legal framework for health
Administration and information managemer data handling
Scale up mobile health initiatives and tele | X X X X

consultation programme based on lessong
from pilot sites

Implement modular hospital systems X X X
automation in a phased manner
Establish one flagship telemedicine projec X X X

based in one teaching hospital

Upgrade data management capacity at the
CHIM and DCU

OBJECTIVE 2: Ensure sustainable financing for health care delivery and financial protection for the poor

STRATEGY: Finalise and implement a comprehensive health financing strategy

Management and | Health financing , policy Finalise the health financing strategy X

Administration formulation, planning, Disseminateand implement the health X X X X
budgeting , monitoring and | financing policy
evaluation Pursue strategies to make some governm X X X

agencieself-financing

STRATEGY: Improve efficiency and effectiveness of health service delivery including the NHIS

Management and | Health financing , policy Scale up cost containment measures X X X
Administration formulation, planning ,
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PROGRAMME SUB PROGRAMME BROAD ACTIVITES 2014| 2015| 2016| 2017

budgeting , monitoring and | Implement the appropriate mof provider | x X
evaluation payment mechanisnesg.Scale up

capitation

Carry out a study to determine the type an X

level of wastage in the system

STRATEGY : Strengthen public financial management and accountability systems in the health sector

Management and | Finance and Audit Institutionalise HealtiAccounts X X X X
Administration Disseminate, Implement and evaluate the | x X X X
sector PFM plan
Review and implement framework of X

resource allocation for the sector

STRATEGY: Increase coverage of NHIS especially for the poor

Scale up coverage to the poor in X
Administration and | Health financing , policy collaboration with Ministry of Gender
management formulation, planning , Children and Social Protection
budgeting , monitoring and
evaluation
Scale up coverage children under five X

OBJECTIVE : Improve efficiency in governance and management of the health system

STRATEGY 3: Review and restructure the health sector leadership development and management programs

Management and | Health financing ,policy Develop and implement a comprehensive | x X
Administration formulation, planning , leadership and management program
budgeting , monitoring and | Review and strengthen an effective inter | x X
evaluation agencies communication mechanisms witl
thehealth sector
Review the sector gender policy and deve| x X X X

implementation plan

Scale up the implementation of performan| x X X
contract across the sector and at all levels

STRATEGY: Develop and implement health sector response the national decentralisation program

Management and | Health policy formulation Review the National Health Policy plan X

Administration planning, budgeting Orient and develop capacity of health X X X X
monitoring and evaluation | workers, managers and otlstakeholders to
operate within the new decentralisation
program

Develop health sector response to X
decentralisation

STRATEGY: Deepen stakeholder engagement and partnership (public, private and community) for health care
delivery

Management and | Health policy formulation Improve collaboration with MDAs X X X X
Administration planning, budgeting MMDAs, CSOs, Private Health providers
monitoring and evaluation | and Parliament in the development of
policies, implementation and monitoring o
health programs

Disseminate and implement the Private | x X X X
Sector Policy

Review MoUs with CHAG and expand to | x
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PROGRAMME

SUB PROGRAMME

BROAD ACTIVITES

2014

2015

2016

2017

cover other provider groups including
Private Sector and CSOs

STRATEGY: Implement the human resource developmenstrategy to improve production, distribution retention of
critical staff and performance management

Human resource | Human resources Disseminate and implement the HRH X X X X
development management and policies and strategies on production of
development quality health professional with focus on
neglected disciplines
Review, disseminate and implement staffif x X X X
norm for the sector
Disseminate and implement the sector HR
policies and strategies on equity distributid
and retention of personnel
Implement global code of practice on the X X X
international recruitment of health personn
STRATEGY: Improve health information management systems including research in the health sector
Management and | Health research , statistics | Work with other national agencies and X X X X
Administration and information managemer| relevant stakeholders to produce relevant
health documents.g.DHS, MICSetc.
Review and roll out the sector research | X X X X
agenda
Expansion of the health information syster| x X X X
to include the private sector
STRATEGY: Strengthen capacity for Monitoring and Evaluation in the health sector
Management and | Health financing Policy Implement integrated M&E frame work X X X X
Administration formulation, planning, Establish functional M&E units in all X X X X
budgeting, monitoring and | agencies
evaluation
STRATEGY: Strengthen regulation in the health sector and facilitate the passage of health legislations
Health sector Regulation of health facilitie§ Facilitate the complete and passage of X X X X
regulation Regulation of health remaining proposed health bills through
professionals Parliament
Regulation of Develop LI for all Health sector legislationg X X X
pharmaceuticals and medicg Enforce compliance and maintenance of | x X X X
products agreed standards of facilities and premise
both publicand private sectors
Work with regulatory agencies to enforce | x X X X
compliance and maintenance of agreed
standards of health professionals
Improve surveillance and quality control off x X X X
food, pharmaceutical and medical product
OBJECTIVE 4: Improve quality of health services delivery including mental health services
STRATEGY: Develop and implement a comprehensive national strategy for quality health and patient safety
Management and | Health finance policy Review, disseminate and enforce quality X X X

Administration

formulation, planning ,

care standards and patient safety strategy
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PROGRAMME SUB PROGRAMME BROAD ACTIVITES 2014| 2015| 2016| 2017
budgeting ,monitoring and | Scale up and enforce infection prevention X X X
evaluation and control standards apdactices in all

health facilities
Enhance availability and use of clinical calf X X X

standards, protocols and guidelines

STRATEGY Improve response and management of medical emergencies including road traffic accidents and strength

the referral system

Health Service Disseminate and implement hospital X X X
delivery Primary and secondary heall emergency and referrals, protocols and
service guidelines
Strengthen capacity of accident and X X
emergency department of health facilities
Prehospital services Expand the coverage of the National X X X X
Ambulance Service
Primary and secondary heall Develop, disseminate and implement X X X
services national strategies and guidelines for
response to accident and medical
emergencies
Prei hospital services Train emergency medical teams for distric| x X X X
regional and tertiary hospitals
Primary and secondary heall Promote local initiatives to further expand X X X
services emergency transport for pregnant women,
children, etc.
Tertiary health services Strengthen specialist outreach and mobile X X X
services e.g. ENT, Eye and dental etc.
Introduce mentorship program for speciali X X X
Consultants to support lower levels
STRATEGY: Improve supply chain, ensurecommodity security and availability of quality medicines
Management and | Procurement supplies and | Improve the supply chain management in| x X X X
Administration logistics the sector
STRATEGY: Implement the Mental Health Act, finalise and implement themental health strategy
Health Service Tertiary hospital services Develop LI for Mental Health Bill X X X X
delivery
Implement the Mental Health strategy X X X X
STRATEGY: Scale up the integration of traditional medicine into existing health servicéelivery system
Service delivery Primary and secondary heal Expand the integration of traditional X X X X
service medicines into the exiting health service
delivery
OBJECIVE 5 :Enhance national capacity for the attainment of the health related MDG and sustain the gains
STRATEGY: Accelerate the implementation of the Millennium Acceleration Framework (MAF)
Health Service Primary and secondary heal Coordinate the implementation of maternal x X X X
delivery services neonatal, child health amuitrition services
with special emphasis on MAF
Improve skill delivery in underserve areas| X X X X
and low performance facilities
Improve the coverage of EmMONC serviceg X X X X
Increase availability and improve safety of| x X X X

blood and bloogbroducts
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PROGRAMME SUB PROGRAMME BROAD ACTIVITES 2014| 2015| 2016| 2017
Follow up on action plans and commitmen X X X
from RCC and MMDAs on the Campaign
for Accelerated Reduction of Maternal
Mortality in Africa (CARMMA)

STRATEGY: Scale up community and facility based interventions for the managememf childhood and neonatal

illnesses

Health services Maternal neonatal and child| Increase access to quality home care and| x X X X

delivery health and nutrition outreach services Improve quality of care

Primary and secondary heall and management of weborn and childhood
services illness in health facilities and community
levels

STRATEGY :Intensify and sustain Expanded Programme on Immunisation EPI

Health services Primary and secondary heall Strengthen coordination of new vaccine | x X X X

delivery services introduction

Health services Primary and secondary heal| Eliminate vaccine preventable diseases e.| x X X X

delivery services Maternal and neonatal tetanus and measl¢

STRATEGY :Scale up quality adolescensexual and reproductivehealth services

Health service primary and secondary heall Disseminate and implement the adolescer] X X X X

delivery services sexual and reproductive=alth policy.

STRATEGY :Scale up theimplementation of national malaria, TB, HIV/AIDs control strategic plans
Strengthen preventive activities and scale| x X X X

Health service Primary and secondary heal| effective diagnosis, treatment and

delivery services rehabilitation of malaria, TB andIV/AIDS

OBJECTIVE 6 :Intensify prevention and control of non-communicable and other communicable diseases

Implement the Not€Communicable Diseases (NCDs) control strategy
Disseminate and implement the ron X X X X
communicable disease policy astdategy
Strengthen surveillance of non X X X X
communicable risk factors

STRATEGY Review and Scale up Regenerative Health and Nutrition Programme (RHNP

Health service Primary and secondary heal| Finalize, disseminate and implement natio| x X X X

delivery services nutrition policy
Intensify health promotion and education | x X X X
activities to strengthen behavioural changge

STRATEGY: Implement international conventions and treaties including frame workconvention on tobacco control

(FCTC)
Strategic national | Non Communicable disease Disseminate implement international X X X X
health programs conventions and treaties including frame
work convention on tobacco control (FCT
STRATEGY: Develop andimplement the national health policy for the Aged
Management and | Health policy formulation Finalise, disseminate and implement the | x X X X
Administration health sector Aging Policy
STRATEGY: Strengthen rehabilitation services
Service delivery Secondary and tertiary healf Institutionalize and improve orthotics and X X X
services prosthetic services
Develop a strategic plan for under provide X

specialist services eg dermatology,
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PROGRAMME SUB PROGRAMME BROAD ACTIVITES 2014| 2015| 2016| 2017
physiotherapy
Specialised services
STRATEGY : Intensify efforts for the certification of eradication of guinea worm and polio
Strategic health Communicable diseases Intensify efforts towards achieving WHO | X X X X
program certification for guinea worm & polio
STRATEGY :Formulate national strategy to mitigate the effect of climate change related diseases
Management and | Health policy formulation, | Develop policies and guidelines to guide X X
Administration planning budgeting planning on climate change in health
monitoring and evaluation | Scale up the lessons learnt from the pilot X X X
sites into implementable activities at the
regional and district levels
Build district level capacity in advocacy on| X X X X

climate change on health
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Chapter 6: Monitoring and Evaluation Plan

6.0Introduction

The Ministry of Health has a primary responsibilibyensure prudent management and accountability within the health sector
through itsmonitoring and evaluation functions. Over the years, a system for monitoring and evaluation has edohesha
institutionalized to track performance, and effects of health policies and strafBigeed/&E Framework is based on the
premise that agencies of the MOH have M&E systems in place and that all Agencies and relevant stakeholders report
periodicallyon the services provided within the framework of agreed indicators and formats.

6.1 Routinemonitoring

The M&E framework prescribes agreed reporting formats for quarterly angdwaally reporting by Agencies to MOH. There is
also a list of agreed set oécorwide indicators for the HSMTDP. The sectoide indicators include primary outcome and
impact indicators that measure the sector performance at a glance.

Progress in achieving the objectives of the HSMTDP will be assessed against the extert t@wtesults are being achieved.
The core set of sectavide indicators and targets will be used to monitor the performance of the health sector. This is included
asAnnex 1. The indicators are structured around the objectives of the strategic framework.

Progress made in achieving specific targets will form the basis for refining the annual programmes and investmentsridentified
the programme of work. Monitoring of strategic plan implementation will be done on a continual basis, and will involve a
sydematic process of collecting, analyzing and disseminating data to show improvements in programme management and to
guide resource allocation.

The monitoring and evaluation exercise will be integral part of the management process of the health settosugmdbrt

learning and decisiormaking. Such monitoring will be closely linked to the implementation of the annual programme of work.

It will involve quarterly collection and assessment of the performance of the different components of the prodramke o
Specifically it will aim at determining whether activities are being implemented as planned, milestones are being achieved an
outputs are being delivered. Monitoring will also involve tracking progress towards goals and objectives.

The indicators have been selected to reflect the existing data collection mechanisms within the health sector. In,tthie regard
Demographic and Health Survey (DHS), Multiple Indicator Cluster Survey (MICS), and the routine reporting system of the
healthsector will be a key means of tracking these projections. The projections are also based on analysis of past performances
of the health sector, the expected inflow of resources and opportunities for change within the health sector. Theyweatdo repre

the need to attain both global and domestic targets for health development. The governing Councils and Boards of the various
Agencies will be primarily responsible for monitoring the performance of the various agencies and accounting for the use of
resourcesind achieving the stated performance.

In addition to fulfilling its obligation as required by the head of civil of service, the MOH will collate the collatidysiarsand
dissemination of the sector wide performance as defined in the strategic pkhdition to the quarterly monitoring and
reporting system, the Ministry, DPs and Agencies joint monitoring visits to provide technical support to Agencies and BMCs
will continue.

6.2 Annual reviews

The annual review of the programme of work will conéirto take place at all levels of the health sector. Independent Annual
reviews and evaluations will continue to be an integral part of the M&E systems. In depth reviews of key areas will telconduc
on a selective basis as part of the annual review Bodé® indepth reviews will response to individual terms of reference
related to specific issues, concerns and themes related to one or more cosgiahenprogramme of work. The reviews will
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involve indepth analysis of the context and variables &figgerformance. It will aim at assisting the sector to make judgment
on the relevance, efficiency, effectiveness, adequacy, sustainability and impact of components of the (or the whole)eprogramm
of work.

As part of the annual review, a Holistic Assessinwill be undertaken of the sector. This is an attempt to condense sector
performance into a single indicator, and is one of the targets used in the annual Performance Assessment Framewerk for Multi
Donor Budget Support. Using a traffic light approadble, Holistic Assessment records whether progress against the-B&deor
Indicators and Milestones (see below) has been positive, stagnant or negative. Due to the multiplicity of factors which might
affect such performance, the overall result is subjeagteement as part of the sector dialogue.

6.3 Milestones

In addition to the sectewide indicators, a number of milestones have been agreed as a means of monitoring sector progress in
key areas. These are also considered in the annual Holistic Assessment exercise, and are presented in focused omw responding t
the salient issues related to health development.

Objective 2014 2015 2016 2017

HO1: Bridge the equity gaps il Capital investment plal Revised CHPY Coverage of specializel One flagship telemedicin

geographical access to hea| developed strategy implementeq services at lower leve project based in one teachir

services expanded hospital established

HO2: Ensure sustainabll Develop Resource allocatior Implement the Health Appropriate mix of providel

financing for health care deliveny implementatiorplan for | criteria developed Financing strategy payment mechanism

and financial protection for th{ Health Financing established

poor Strategy

HO 3: Improve efficiency in 1 Comprehensive 1 Health sectorl LIs for passed healt

governance and management of leadership response tg legislation develogd Private sector data full

the health system programs decentralization integrated into the publil
developed for thg developed system

health sector

1 Staffing norms
1 Finalise the secto implemented
staffing norms

1 Research agend

developed
Ho4; Improve quality of health Hospital emergency an| mentorship  program fo
services delivery including menty Hospital strategy LI for Mental Health | referrals, protocols an( specialist / Consultants t
health services developed Bill develop guidelines implemented | support lower levelsitroduce
Mental health Quality of care standard

strategy implementeq and patient safety strateg
fully implemented

Ho5: Enhance national capaci Neonatal policy| Evaluation of new vaccine| Maternal mortality survey
for the attainment of the heall MAF implementation| developed done carried out
related MDGs and sustain th improved
gains
HOG6: Intensify prevention an{ Policy on  climate| International Strategic plan for unde Improve orthotics and
control ofnon-communicableand | change developed conventions ang provided specialist service prosthetic service
other communicable diseases treates including| eg dermatology| institutionalize

Non communicablg frame work| physiotherapy developed

disease  policy an¢ convention on

strategy finalized tobacco contro

(FCTC implemented
National nutrition
policy finalized
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2014

2015

2016

2017

HO1: Bridge the equity gaps in
geographical access to health
services

Roadmap for
implementation of a
common targeting
approach for improved
identification of the
poor developed with
MOH support

Revised staffing
norms and
deployment plan
developed and
implementation
begun

Review of CHPS strategy
undertaken with
stakeholders, and{zoning
of CHPS completed

Financing strategy developed
for the sector to ensure
effective resource
mobilization

HO2: Ensure sustainable
financing for health care delivery
and financial protection for the
poor

Revised Health Bills
submitted to Finalising
the Parliament

Leadership and
management in
service training
initiated

System for performance
contracting introduced

Composite planning
undertaken in 50% of district

2 questions included in DHS
on client satisfaction and
knowledge of patient charter

HO 3: Improve efficiency in
governance and management
the health system

Signed performance
contact with Agency
head

Expand performance
contact to include all
senior staff

Performance contract at a
levels

Institutionalize performance
contract

HO4: Improve quality of health
services delivery including menta
health services

Midwifery certificate
course for CHNs
reactivated

50% of district
hospitals equipped
with Comprehensive
EmOC equipment

Pneumococcal and
rotavirus vaccines
successfully introdwex

90% of district hospitals and
70% of health centres
equipped with C/BEmOC
equipment respectively

Adolescent health corners
established in 30 hospitals

HOS5: Enhance national capacity
for the attainment of the health
related MDGs and sustain the
gains

National cancer plan
developed

Universal coverage
of ITN/Ms achieved

Healthy lifestyles
integrated into basic schog
and teacher training
college curricula

Emergency response strateg)
for diseases of epidemic
potential reviewed

Elimination status of
Guinea Worm and
polio maintained

50% reduction in Yaws
prevalence achieved

Elimination status of guinea
worm and polio maintained

HOG6: Intensify prevention and
control ofnonrcommunicablend
other communicable diseases

Referralpolicy and
guidelines developed

Community mental
health strategy
developed (and in
place)

Functional ambulance
stations in 60% of district
capitals

2 additional haway homes
established for Hntegration
of former psychiatric patients

40



Chapter 7 : Communication Strategy

7.0 Focus of the communication plan

The efficient delivery of the HSMTDP requires a clear understanding on the part of all staff of the organization, the sector
collaborators and partners and all stakeholders including the barieBciof the programmes. Thabjective of this
communi c at todissemmnateramd create aiivareness on the HSMTDP among key stakeholders and generate feedback to
promote ownership and attainment of the goals, objectives and targets of the Gtiategynmunicating the Health Sector
Medium Term Development Plan, this communication strategy attempts to put together a coherent plan of action. The strategy
will take three factors into account simultaneously:

1. Clear articulation of the goals, objectvand targets to be achieved by the various constituencies and partners;

2. Promoting understanding of the possible operational constraints and imperatives and what is required to innovasgely addre
or mitigate any adverse effects

3. Establishing pertimg conditions in the environment that exist about the health sector and shaping the perceptions in favour of
the sector

The information and feedback generated from the communication activities should bring the perspectives of the stakeholders
into the annal planning and decisiemaking. This will enable programmes implemented to be appropriately delivered in a
structured way that fits the target audience needs.

7.1 Target Groups

The maingroupsto be targeted for this activity will include all ttmanagement and staff of the Ministry of Health and its
agencies; health development partners, service providers in the privagguesnment, civil society and other sectors including
organized labour unions, community leaders, and other ministriesiriepés and agencies whose activities directly contribute
to the attainment of the sector goals and objectives. Through an interactive dialogue, the various roles and respaitidii@lities
articulated and agreed. Cross cutting themes, areas of cotlehoaad joint action will be identified. The communication
process will also be used to refine join monitoring and evaluation processes.

7.3 Channels and tools of communication

Different channels of communication will be employed. These will include seminars, workshops, durbars, media engagement
and broadcast activities. The HSMTDP will be translated into two page briefs and simple flyers to support the communication
process. Frguent press releases and press-quit will also be used to inform the public on progress being made on specific
areas of greatest impact. The HSMTDP, its review and progress reports will also be published on the internet so it is easily
accessible to lib the national and international community.

Table7 belowmaps theglanned activities for theariousstakeholders.

Table 7: Mapping the various Stakeholders and Planned Activities

Lead Agency/

Stakeholders Content Channel 2014 2015 2017
2016 Person
Health sector senior | The health sector goals and| Seminar at the Chief Director,
management at all objectives and their role as | national, regional and MoH
levels stewards for implementation| district level

and attainment of the priority
activities and targets
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Lead Agency/

Stakeholders Content Channel 2014 2015 2017
2016 Person
Media Key priorities and the fPress conference January | January January | Public Relations
expected output of the healt| fPress release Unit of the MoH
sector fFeature articles
fPull-out centre
spread
fWebsite of MoH and
its agencies
Health Partners Goals, objectives, targets an Partners meeting Jan, April, | April, April, PPME Division,
progress in implementation Nov Nov Nov MoH
NGOs and private Goals, objectives, priorities, | Seminar at the Jan, April, | Jan, Jan, PPME Division
sector including targets and progress in national, regional and| Nov April, April, and PR Unit MoH
service providers, implementation and their district level ; Nov Nov with support
pharmaceutical and | responsibilities for achieving| Brochures agencies
chemical product them
sellers, spa, health ant
wellness shops
MDAs: Women and Goals, objectives, priorities, | Seminars; Policy brief| May May May PPME Division
children affairs; targets and progress in brochures and PR Unit MoH
finance; information; | implementation and their with support
education; local responsibilities for achieving agencies
government; NADMO;| them
food and agriculture;
department of social
welfare; works, water
and housing; EPA,
Civil society and Goals, objectives, priorities, | Durbars and Sept Sept Sept PPME Division
community members | targets and progress in Community center and PR Unit MoH
implementation and their meetings; flyers and with support
regonsibilities for briefs agencies
supporting implementation
and monitoring impact at the
community level
General public Goals, objectivegriorities, | Footage and media | JanDec JanDec JanDec | PPME Division

targets and progress in
implementation and their
responsibilities for
supporting implementation
and monitoring impact at the

community level

scroll bars; weksite of
MoH and its agencies
Public announcement;
including use of

information vans;

flyers

and PR Unit MoH
with support
agencies
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Chapter 8: Budget and Costing
8.0 Approach

The main tools useih thecosting of the HSMTDRvere: the Marginal Budgeting for Bottlenecks (MBB) tool for MBr@lated
services and health systems strengthening, and an attasgd costing for additional services not captured by the MBBch

as mental health, pandemic preparedness and tertiaryeseanmong others are the main methods used to cost the2Q0D14
HSMTDP. Data inputs and intermediate results were validated with MOH and GHS stakeholders through two validation
workshops particularly with Program Managers and presentations to all stékshail Health Sector Working meetings and at

the beginning and end of the exercise.

Three cost scenarios were prepared. The Al owd scenaesi o ref

at the current pace of progress, with few strategic shifts or adjustments made to the health system. Under this sagfrthgo, few
HSMTDP targets would be met. The fAmido scenario, assumed
fund priority health services, such ttég%of t he HSMTDP s stated 2017 targets mi
assuned the availability of a more generous funding package sufficient to implement the entire plan and achieve 90% of the
targets.

The High case scenario was selected as the preferred option for the period under planningseldcteasbasean its greter
realism, feasibility, and its expected impact particularly on the healited MDGs and beyondhis is supported by the
summary of the projected fiscal space analysis as shotablel é

8.1Results

The results of the cost estimates cost est#sconsidered onlyunded capital investment projectsrom the cost exercise the
total resources required for the implementation of the HSMTDP for the next four years @i804¢06%0 15,811,6165h¢.
This is distributed according to the budget sifasation nomenclature as shown in table 1

Table 8: Projected Cost of HSMTDP by year and Item in Millions of Ghana Cedi

ltem 2014 2015 2016 2017/ Total

PersonaEmolument 4,705,521 5,704,781 6,973,345 7,876,975 25,260,622
Savice 3,484,879 4,293,054 5,228,562 5,901,434 18,907,929
Investment 1,113,669 1,417,400 1,753,132 2,033,207 6,317,407
TPE in Gh¢ 9,304,069 11,415,235 13,955,038 15,811,616 50,485,958

Table 9: An Average Exchange Rate of US$ 1 to GH¢

2014 2015 2016 2017

2.64 2.97 3.33 3.52

Taking cognizance of the new budget reforms efforts were made to reflect the costing on the health programs and objectives.
Doing this had its own challenges in some instances due to the overlapping nature of the programs and objectives and
implementatiorpractices. Expert opinion and assumptions were usaddmesshese weaknesseghe summary break downs

are shown in table8and 1(0respectively.

Table 10: Estimated SMTDP cost for MTEF Budget Programmes in Millions of GhanaCedi

Programs 2014 2015 2016 2017| Total

Management &Administration 7,613,909.05 8,991,785.79 11,096,755.29 12,626,193.54 40,317,656.6¢
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Service delivery 1,412,521.2¢ 2,118,432.13 2,523,252.2] 2,846,015.34 8,910,878.43

Human resources for health developm

& management 211,972.52 195,587.62 209,541.01 207,174.84 823,672.63
Health regulation 65,667.02 109,429.27 125,489.61 132,232.58 433,750.62
Total 9,304,069.84 11,415,234.74 13,955,038.11 15,811,616.3] 50,485,958.33

Management and Administration constitutes 79.9 % of the total resources required for the planned period. This higle percentag
is as a result budget implementation practices for example concentration of capital investment activities at the MilsdBy lev
worth noting that this include MDGs investmestg.equipment andtrengthening services at the CHPS level. This is follow

by service delivery, which is 17.6 %

Table 11. Estimated SMTDP Cost by Objectives in Millions ofGhana Cedi

Sector strategic objectives 2014 2015 2016 2017 Total

1. Bridge the equity gaps in geographi
access to health services 6,783,278.75 7,548,709.54 9,081,466.76 10,169,687.10 33,569,403.34

2. Ensure sustainable financing for hea
care delivery and financial protection fi

the poor 404,047.09 745,631.03 1,198,237.27 1,579,607.1Q 3,925,066.61,
3. Improve efficiency in governance ar

management of the health system 599,002.65 838,392.58 936,463.32 963,732.51 3,342,727.60
4. Improve quality of health service

delivery including mental health servics 65,085.60 111,090.95 141,776.08 162,677.75 481,201.00

5. Enhance national capacity for tf
attainment of the health related MD(

and sustain the gains 1,329,204.68 1,991,856.53 2,334,401.91] 2,606,650.87 8,273,182.86

6. Intensify prevention and control of nol
communicable and other communical

diseases 123,450.72 179,554.15 262,692.77 329,260.62 894,376.93
Total 0,304,060.48  11,415234.7d  13,955,038.11 15,811,615.96  50,485,958.33

Objective 1 aims at ensuring geographic equity and the captures all investments from primé&@HE®elo tertiarylevel and
constitutes 66.6 % of the total resources required for the next four years and is followed by objective 5 which aims at the
attainment and sustainability of the MDGs.

8.3 Indicative resources envelope

A fiscal space angsis was done to determine the financial capacity and ability of Government to finance the HSMTDP. MoF
and IMF projections, projected DPs commitments and government health expenditure projections covering both discretionary
funding and the statutory Natial Health Insurance Fund , were used to project resource flow to the sector for the period under
planning. As per the projections total public health expenditure is estimatedfroms8&H¢8,627.29m to GH¢14,242.58n.

Table 12: Fiscal Space Projections (in millions of Ghana Cedi)

Sources 2014 2015 2016 2017
MoFEP/MoH 4,932.26 5,548.80 6,221.38 6,576.35
NHIA 2,340.62 3,242.94 4,861.80 6,077.63
Projected PHE (excluding SBS) 7,272.89 8,791.74 11,083.18 12,653.98
Projected DP's contributions 1,354.40 1,611.10 1,576.60 1,588.60
Total Public Health Expenditure 8,627.29 10,402.84 12,659.78 14,242.58
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Figure 9: Projected Funding Gap(Ghana Cedi Millions)
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Comparison of projected funding with estimated sbstws anarginal deficit 0f7.84 to 9.7% in the first two years of the plan

with funding gap rising t0.23 %in2016 andlL1.02%6 in 2017 respectively.

8.4  Expected Impact

Assuming that during implementation of the plan all funding gaps will be filled, the HSMTDP is expected to contribute to 31%

in under five mortality, 19 % in Maternal mortality. Reduction in TB mortality 40%, reduction in HIV/AIDS infdu}i685
andreduction in HIV/AIDS prevalencéy 65%

Figure 10: Expected MDGs Impact
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Annex A: Sector Wide In

No. Indicator

dicators

Baseline trend
2011 2012

Measurement ‘
‘ ‘ 2010

Targets

2014 2015 2016 2017

Objective 1: Bridge the equity gaps in geographical access to health services

1.1 | Proportion of No. of functional ambulance 122
functional ambulance | centres / total no. of expected
ser vi ce c e|lambulance centres
1.2 | Proportion functional | No. of functional CHPS zones/| 1,241| 1,659| 2,175 2,315 2,450 2,595 2,753 2,918
CHPS zones total no. of demarcated CHPS
zones
1.3 | Per capita OPD Total OPD attendants / 0.92 1.05 1.17 1.13 1.17 1.21 1.27 1.3
attendance population
1.4 | Equity poverty: U5MR in lowest wealth quintile
US5MR / USMR in highest wealth
quintile
1.5 | Equity geography: Region with highest coverage | <1.5 <l.4 <1.3 <1.2
Supervised deliveries| region with lowest coverage
1.6 | Equity geography: Region with highest ratio / <1.9 <1.85 <1.8 <1.75
Nurse to population | region with lowest ratio
1.7 | Equity gender: Female active NHIS members | >42% >45% >48% >50%
Female/ male NHIS | male active NHISnembers
active membership

1.8 | Equity poverty: NHIS

members

NHIS active membership amon
female 1549 years in lowest
wealth quintile / NHIS active
membership among females-15
49 years in population

Objective 2: Ensure sustainable financing for health care delivery and financial protection for the poor

Objective 3: Improve efficien

3.1 | Proportion of
restaurants and food

vendors in good

Proportion of total Total GOG budget incl. IGF tg
MTEF allocation to health / total GOG budget incl,
health IGF
2.2 | Per capita expenditurg Total health expenditure / 28.64 35 50.69 42 >44 >44 >45 >45
on health (USD) population
2.3 | Budget execution rate| Total disbursement from 94.0%| 82.1%| 86.8%| 56.4%| >80%| >85% >87% >90%
(Goods and Service al MOFEP to MOH and agenciesg
proxy) total budgetiscuss with
Senaya (IGF?)
2.4 | Proportion of Number of active NHIS 33.1%| 33.4% 34% | 36.8% >39% | >40% | >41.5% >43%
population with active| members / population
NHIS membership
2.5 | Proportion of total Total IGF in budget / total 17.8%| 20.9%| >23%| >26% >28% >30%
budget financed budget
through IGF

cy in governance and management of the
No. of restaurants arfdod

vendors in good standing / no.
of restaurants and food vendo

health system

standing ever registered with FDA

3.2 | Doctor : Population Number of doctors / populatiol 1:11698| 1:10402| 1:11515| 1:10170| 1:10000| 1:9900| 1:9750| 1:9500
ratio

3.3 | Nurse : Population Number of nurses incl. 1:1,516| 1:1,599| 1:1,362| 1:1,084| 1:1,000{ 1:1,000| 1:1000| 1:1000
ratio including CHNs | community health nurses /

population

3.4 | Midwife : WIFA Number of midwifes / 1:1,540| 1:1,467| 1:1,571| 1:1,487| 1:1,400| 1:1,350| 1:1,30| 1:1,250

Population ratio population of women in fertile 0

age
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Indicator

Measurement

‘ 2010

Baseline trend

2011

2012

2013

2014

Targets

2015

2016

3.5 | Proportion nursing Number of nurse and >80% >85% | >90% >92%
and midwifery midwifery students passing
licensure exam pass | exam / number of registrants
rate for exam
3.6 | Proportion of health | No. of health facilities
facilities in current registered with Health
registration Institutions and Facilities
Regulation Authority / total no.
of health facilities
3.7 | Proportion of NHIF NHIF releases from MOFEP tg 69% >75% >80% | >85% >90%
budget released to NHIS / NHIF budget
NHIS
3.8 | Proportion of NHIS No. claims settled within 12
claims settled within | weeks / total no. claims settleo
12 weeks
3.9 | Proportion of health | Amount of MOH budget >0.8% >1% | >1.2%| >1.5%

Objective 4: Improve quality of health services delivery including mental health services

budget (goods and
services) allocated to
research activities

allocated for research / total
MOH budget for goods and
services

4.1 | Institutionalall-cause | All institutional deaths / all 36.3 <35 <33 <30 <28
mortality discharges and deaths
4.2 | Proportion of regional| No. of regional and district 4.8% >5% >8% >10% >13%
and district public public hospitals offering
hospitals offering traditional medicine practice /
Traditional medicine | total no. of regional and district
practice public hospitals
4.3 | Proportion of public No. of public hospitals offering
hospitals offering mental health services / total n¢
mental health services of public hospitals
4.4 | Institutional Malaria | No. of children U5 who die as a 1.2 1.3 1.2 0.6 <0.60 <0.57 <0.53 <0.50
Under 5 Case Fatality| result of malaria per year / no.
Rate children admitted and diagnose
with malaria
4.5 | Surgical sitdnfection | No. surgical wound infected
rate among inpatients / total no.
surgical interventions among
inpatients
4.6 | Percentage of public | No. public hospitals with trainec

hospitals with trained
emergency team

emergency team / total number
of public hospitals

Objective 5: Enhance national capacity for the attainment of the health related MDGs and sustain the gains

Unmet need for

No. of women aged 189 years

contraception who are married or in union witl
unmet need fofamily planning /
no. women aged 189 who are
married or in union
5.2 | Couple Year The estimated protection 1,424,
Protection (CYP), All | provided by family planning 585
sources incl. Private | services during a orgear
sector period,based upon the volume
of all contraceptives sold or
distributed free of charge to
clients during that period
5.3 | Infant Mortality Rate | No. of deaths of infants below 1

year / 1,000 live births

1,988,
893

2,012,
807

2,080,6
30

>2.30
mill

>2.45
mill

<50

>2.55
mill

>2.70
mill
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Indicator

Institutional Neonatal
Mortality Rate

Measurement ‘ Baseline trend Targets

2010 2011\ 2012 2013 9014 2015 2016 2017

..

No. of institutional deaths of
neonates before the age of 28
days / institutional live births

55

Under5 Mortality
Rate

No. of deaths of children below
5 years / 1,000 live births

5.6

Neonatal Mortality
Rate

No. of deaths within the first 28
days of life / 1,000 live births

5.7

Maternal Mortality
Ratio

No. of maternal deaths / 100,00,
live births

<300

5.8 | Institutional Maternal | Institutional maternal deaths / 164 174 152 155 <145 <140 <137 <135
Mortality Ratio institutional live births
5.9 | HIV prevalence rate | Proportion of theANC clients 1.5% 1.7%| 1.3% 1.2%| <1.1% <1.0%| <0.9%| <0.8%
aged 1524 years who are teste(
HIV+ at NACP sentinel sites
5.10 | Proportion of pregnan| Number of pregnant women 52.8% >60% >63% >66% >70%
women tested for HIV| tested for HIV through ANC
and received results | services/ Total number of
for PMTCT expected pregnancies.
5.11 | Proportion of infected | Number of HIV positive 32.9% >40% >44% >48% >50%

pregnant women who
received ARVs for
PMTCT

pregnant women who received
ARV for PMTCT/ Projected
HIV positive pregnant women g
per NACP sentinel survey

5.12

Proportion of children
U5 who are stunted

Total no. of children too short 22.7% <16%
for their age / total no. of

children

5.13| Proportion of children| Number received Penta 3 / 85.9%| 86.5%| 87.9%| 86.0%| >88% >90% >90% >90%
fully immunized projected population of children
(proxy Penta 3 under 1 years
coverage)
5.14 | Antenatal Care No. of women undergoing ANC| 66.6%| 70.7%| 72.3%| 66.3% >75% >78% >80% >83%
Coverage 4+ service by a skilled health
provider at least four times
during pregnancy / total numbe
of expected pregnancies
5.15| Exclusive breast No. of infants aged who are 45.7% >50% >53% >55% >57%
feeding for sixmonths | exclusively breastfed / total no.
infants
5.16 | Proportion of No. of deliveries attended by a | 40.8%| 49.1%| 55.0%| 55.3% >58% >60% >62% >65%
deliveries attended by| trained health worker / expecte(
a trained health numberof deliveries
worker
5.17 | Still birth rate Number of still births (fresh and 23.0 21.0 20.5 20.3
macerated) / expected number
deliveries
5.18 | Postnatal care No. of newborn babies getting
coverage for newborn| the services of skilled health
babies providers within 2 and 7 days ¢
birth/ Total number of live births

5.19

Proportion of children
under 5 years sleepin|
under ITN

No. of children under 5 years
who sleptunder an ITN during
the previous night / total numbe
of children under 5 years

5.20

TB treatment success
rate

No. of patients who are proven
cured using smeared microscoy
at the end of treatment / total
number ofpatients who initiated
treatment
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Indicator

Measurement ‘

2010

Baseline trend

2011

2012

2013

Objective 6: Intensify prevention and control of rmommunicable and other communicable diseases

Non-AFP polio rate

No. of norpolio AFP cases
reported / 100,000 children-0
15 years

2014

Targets

2015

2016

2017

of hypertension

level / total no. persons surveye

No. of suspected guinea worm | 1582 246 3479 | 427 () () () ()
6.2 Guinea worm cases investigated / % of (100% | (77%) | 88%) | (94%) 100% 100% 100% 100%
' surveillance system | suspected guinea worm cases | )
investigated in 24 hrs
6.3 | Proportion OPD No. of OPD attendants 51.90%| <45% <43% <41% <40%
attendance due to diagnosed as malaria / total OP
malaria attendants
6.4 | Population prevalence No. persons BP above specifie(
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