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i. Acronyms and abbreviations 
 

ADHA Additional Duty Hours Allowance 
AIDS Acquired immune deficiency syndrome 
ANC Antenatal care 
APOW Annual programme of work 
ARI Acute respiratory infections 
ART Anti retroviral therapy 
ARV Anti retroviral drugs 
BMC Budget management centre 
BPEMS Budget and Public Expenditure Management System 
CAS Country Assistance Strategy (of World Bank) 
CHAG Christian health association of Ghana 
CHPS Community health planning and service 
CIP Capital investment plan 
CMA Common Management Arrangements 
CSO Civil society organisation 
CSW Commercial sex worker 
DACF District Assembly Common Fund 
Danida Danish International Development Agency 
DfID UK Department for International Development 
DHMT District Health Management Team 
DMHIS District Mutual Health Insurance Schemes 
DP Development partners 
DPF Donor pooled fund 
ERPFM External Review of Public Financial Management 
EU European Union 
GAR Greater Accra Region 
GDHS  Ghana Demographic Health Survey 
GAC Ghana Aids Commission 
GDP Gross Domestic Product 
GFATM Global fund for the fight against Aids, Tuberculosis and Malaria 
GHS Ghana Health Service 
GJAS Ghana Joint Assistance Strategy 
GLSS Ghana Living Standard Survey 
GOG Government of Ghana 
GPRS Ghana poverty reduction strategy 
GPS Ghana Partnership Strategy 
HIPC Heavily Indebted Poor Countries (debt relief) 
HIRD High Impact Rapid Delivery 
HIV Human immunodeficiency virus 
HSPS  Health Sector Programme Support 
HSAO Health Sector Advisory Office 
HSSO Health Sector Support Office 
IGF Internally-Generated Funds 
ILO International Labour Organisation 
IMR Infant mortality rate 
ITN Insecticide treated net 
JSR Joint Sector Review 
MBB Marginal Budgeting for Bottlenecks 
MDA Ministries, departments and agencies 
MDBS Multi Donor Budget Support 
MDG Millennium development goals 
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MI Member Institution (CHAG) 
MICS Multi-Indicator Cluster Survey 
MMR Maternal mortality rate 
MOFA Ministry of Foreign Affairs, Copenhagen, Denmark 
MOFEP Ministry of Finance and Economic Planning 
MOH Ministry of health 
MOU Memorandum of Understanding 
M-SHAP Multi-Sectoral HIV/AIDS Programme 
MSM Men having Sex with Men 
MTEF Medium Term Expenditure Framework 
NACP National AIDS control programme 
NASA National AIDS Spending Assessment 
NDPC National Development Planning Commission 
NGO Non-Governmental Organisation 
NHIF National Health Insurance Fund 
NHIL National Health Insurance Levy 
NHIS National Health Insurance Scheme 
NSF National Strategic Framework for HIV/AIDS 
OAG Office of the Auditor-General 
OECD Organization for Economic Co-operation and Development 
OI Opportunistic infections 
OPD Outpatient department 
OVC Orphans and vulnerable children 
PETS Public Expenditure Tracking Survey 
PFM Public Financial Management 
PHC Primary health care 
PLWHA People Living with HIV/AIDS 
PMTCT Prevention of mother to child transmission 
POW Programme of work 
PPMED Policy, planning, monitoring and evaluation Department 
RDE Royal Danish Embassy 
RHD Regional health directorate 
RHMT Regional health management team 
RNE Royal Netherlands Embassy 
SSNIT Social Security and National Insurance Trust 
STI Sexually transmitted infections 
SWAp Sector wide approach 
TA Technical Assistance 
TB Tuberculosis 
THB Teaching hospital board 
TOR Terms of reference 
TTH Tertiary teaching hospitals 
U5MR Under five mortality rate 
USAID United States Agency for International Development 
VAT Value-added tax 
VCT Voluntary counselling and testing 
WFP World Food Programme 
WHO World health organization 
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ii. Executive summary 

 
Situation analysis  
 
Health - Several improvements in health between 1997 and 2005 have been encouraging: U5 malaria 
mortality rates declined, tuberculosis cure rates improved, the proportion of supervised births 
increased, and the number of recorded Guinea Worm cases fell significantly. Ghana has, however, also 
in recent years experienced stagnation in health outcomes and service delivery volumes. Essential health 
indicators like overall child and infant mortality rates have after significant declines up to 1997 
remained stagnant, or even deteriorated. The number of pregnancy and birth related deaths are likewise 
estimated to be high. This is primarily due to barriers to access to relevant health services. Especially 
poor women suffer due to lack of qualified staff and basic equipment and high access costs. 
     Around 2.2% of the population was estimated to be HIV positive in 2006. The spread of 
HIV/AIDS varies by region, gender, age, occupation and between rural and urban areas. Women 
account for 58% of all reported cases. The disease seems to have stabilised in the general population, 
but is estimated to be increasing among commercial sex workers, in prisons and among men having sex 
with men. 
     Per capita expenditures increased from 8.9 USD in 2002 to an estimated 25-27 USD in 2006. Slow 
improvement and widening inequality in health outcomes despite increased financial resources has been 
(and remains) a concern in recent years. 
 
Partners - MOH oversees the health sector in Ghana. Ghana Aids Commission (GAC) is the 
coordinating body of the National Response to HIV/AIDS. The main providers of health services are 
Ghana Health Service (responsible for regional and district level care), Tertiary Teaching Hospitals and 
Christian Health Association of Ghana (CHAG) health facilities. In addition, there are private for-
profit health providers and NGOs. The National Health Insurance Scheme (NHIS) was launched in 
2005 and is becoming a significant player in the health sector as it takes over more responsibility for the 
funding of non-salary recurrent costs of curative services. 
 
Strategies - The health sector activities are guided by the Health Policy, MOH‘s Third Five Year 
Programme of Work – POW III (2007-11) including a capital investment plan. The Second National 
Strategic Framework for HIV/AIDS – NSF II (2006-2010) provides the framework for activities with 
regard to HIV/AIDS. In both sectors the strategic programmes are operationalised in annual plans and 
budgets. 
 
Major challenges - Inequality in access to health care remains a concern. Financial costs of health 
services (and transport) remain one of the major constraints. The strategy to improve access in the 
longer term is the introduction of NHIS, which includes subsidised or premium free enrolment of poor 
or indigent persons. NHIS progress on increasing coverage is relatively good (38% of population 
registered of which 19% have insurance cards). The enrolment of poor people, however, seems to 
remain low, partly because of very restrictive inclusion criteria. 
     Lack of qualified personnel, not least at district level and below, continues to be a challenge. In an 
attempt to retain qualified personnel the government in 2006 decided to increase salaries in the health 
sector, which has put the sector budget under pressure. The intervention seems to have had the desired 
effect.  
     Geographical access also still remains a major barrier to use of health services at the lowest levels. 
Only an estimated 45% of the rural population lives within a one hour walking distance from a health 
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facility. Even where available, the cost deters people from using them. Resources tend to follow 
physical structures, in terms of human resources and operational costs. With a limited capital 
investment budget, the challenge will be to prioritise the investments of right size with a focus on 
underserved areas. Capital investment planning and in particular implementation according to planned 
priorities has been a recurring thorny issue. Improved discipline, follow-up and monitoring will remain 
a challenge. 
     One of the main challenges in the health sector is related to the budget and the way it is managed. 
Successful management of resources depends on consistent systems at all levels, timely and accurate 
reporting and use of information to hold public administration accountable and enhance the efficiency 
of resource use.  
 
 

Agreed assistance 
 
Design - The programme is designed in the context of the health sector SWAp in Ghana and the 
results and experiences gained through more than a decade of Danish support to the health sector in 
Ghana. The size of support has increased over the years from 190 million DKK in HSPS I to 425 
million DKK in HSPS IV. The previous three phases has seen a move from earmarked project type 
support in HSPS I to a more programmatic support with increasing unearmarking and flexibility in use 
of funds.  
     HSPS IV (2008-2012) is in line with the National Health Policy, the POW III and the NSF II. 
Further HSPS IV is in line with the Ghana Growth and Poverty Reduction Strategy 2006-2009, the 
Ghana Joint Assistance Strategy and the Paris Declaration on Aid Effectiveness. 
 
Objectives - The overall aim for Danish development assistance to Ghana is to contribute to poverty 
reduction in all its dimensions and to the achievements of the MDGs. The development objective of 
HSPS IV is fully congruent with the mission stated in the national health policy: ―to contribute to 
socio-economic development and wealth creation by promoting health and vitality, ensuring access to 
quality health, population and nutrition services for all people living in Ghana and promoting the 
development of a local health industry.‖ 
     Further, the objectives of the Danish support corresponds to three inter-related and mutually 
reinforcing health sector objectives - as formulated in the POW III: a) Ensure that people live long, 
healthy, and productive lives and reproduce without risk of injuries or death; b)Reduce the excess risk 
and burden of morbidity, mortality, and disability, especially in the poor and marginalized groups, and 
c) Reduce inequalities in access to health, population and nutrition services and health outcomes. 
     The programme objectives will be supported by three components of which component 1 and 2 
represent the continuation of HSPS III activities, whereas component 3 is the continuation of the 
HIV/AIDS support granted separately in 2005. 
 
Component 1: Financial support for the POW III - The majority of support (70%) will be provided as 
unearmarked funding for the implementation of the POW III. The objectives, outputs and activities for 
this component coincide with those defined by the POW III and operationalised in the annual 
programme of work (APOW). Progress will be monitored using the sectorwide indicators and 
milestones agreed for the POW III by MOH and DPs. The sector policy dialogue will remain an 
important activity. Danida will monitor selected poverty related indicators among which the inclusion 
of the poor in NHIS.  
      A number of pre-conditions will have to be met before funds can be released, i.e. an agreed Five 
Year Programme of Work including milestones, targets and indicators, a Five Year Capital Investment 
Plan and a Memorandum of Understanding (MOU) (or similar) specifying the common management 
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arrangements. Funding will be provided in the form of sector budget support in a joint arrangement 
with other DPs, presently RNE and DfID. Details of the mechanism and an MOU are in the process 
of being developed. In case the SBS is not ready at the start of HSPS IV, Danida will in the interim 
disburse to the Health Fund using the same procedures as for HSPS III.  
 
Component 2: Support to strengthening of the private sector - The assistance to enable the private 
health sector to better support the POW III implementation will in the outset will be used for CHAG, 
but other options may emerge during the course of the programme. The support for CHAG will be 
used for assisting the institutional development of CHAG, the establishment of capacity to serve the 
health needs of the poor, and to improve public health services. This will be done by scaling up the 
systems and capacity of CHAG member institutions (MIs) to provide accessible, high impact services 
focused on poor, disadvantaged and vulnerable groups; by establishing an enduring CHAG capability 
to build the performance, coverage and access of MIs; by improving CHAG capacity for health policy 
development, advocacy and engagement with government, particularly on public health issues and the 
needs of the poor; and by supporting the institutional development of CHAG and strengthening of the 
management systems and capacity of its Secretariat. The activities, inputs and indicators will be based 
on CHAG‘s five year strategic plan. 
 
Component 3: Support to implementation of the NSF for HIV/AIDS - Implementation of the NSF II 
for the fight against HIV/AIDS will focus on three specific objectives within the NSF II. The 
component will support 1) cost-effective prevention programmes targeted at the reduction of new 
infections in high-risk vulnerable groups; 2) enhance the enabling environment for comprehensive 
treatment, care and support of PLWHAs, including mechanisms to reduce financial barriers, stigma and 
discrimination; and 3) provide support to appropriate monitoring and evaluation systems that include 
performance monitoring and generate useful, up to date information and analysis of indicators in the 
NSF II. Progress will be monitored using NSF II indicators. 
 
Capacity development support  - Need for capacity development support has been identified in MOH 
and CHAG. The support to implementation of POW III and to strengthening of CHAG will require 
technical assistance for institutional capacity building in areas of management, planning, finance, system 
implementation, monitoring and evaluation that are key to improving performance in the sector. To 
enhance capacity in these areas three international Technical Advisers will be attached to MOH and 
CHAG:  a Health Economics Adviser and an Institutional Development Adviser to be posted to 
Policy, Planning, Monitoring and Evaluation Directorate, MOH, and a Management Adviser to be 
posted to the CHAG Secretariat. To supplement the direct financial support under the components, 
Danida will as previously have funds available for long-term TA, short-term TA, small research studies, 
training (e.g., fellowships) and sector reviews.  
 
 

Coordination and management  
 
No specific Steering Committee for HSPS IV will be established. For component 1 and 3 joint 
oversight and implementation arrangements including systems for review are in place. For component 
2 the existing MOH-CHAG Partnership Committee will be used for oversight.  
 
The need has been identified for the continuation of HSSO in the initial years of the programme albeit 
in the form of a Health Sector Advisory Office (HSAO) with the objectives to a) Provide independent 
technical analysis to the stakeholders in the health sector and b) Build capacity in Ghanaian institutions 
in order to enable them to fulfill this role. It will be staffed by a senior policy adviser and two local 
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experts (access to care/health insurance, HIV/AIDS). Other partners are in agreement of such an 
entity. DfID and Danida will share the financing of the local programme officer for HIV/AIDS. 
 
 

Budget for HSPS IV (2008-12) 
 

  Mill DKK Pct 

Component 1: Financial support to POW III  300.0 70% 
Component 2: Support to private health sector 25.0 6% 
Component 3: Support to the fight against HIV/AIDS 50.0 12% 
Long-term technical assistance 20.0 5% 
Reviews, studies, short-term TA, fellowships 20.0  5% 
Health Sector Advisory Office 6.7 2% 
Contingencies 3% - Excluding Component 1 3.3 1% 

Grand total 425.0 100% 

 
 

Key risks  
 
Availability of sufficient funding – Significant and sustainable increases in the government health 
budget will largely depend on economic growth and the ability of the MOH to get its share of the 
growth. There is a risk that a shift to sector budget support will reduce the total funding for the sector, 
although GOG has stated its commitment to the contrary. Further, there is a risk that the GOG will 
use the development of NHIS to justify a reduction in GOG contribution to health 
 
Predictability of funding flow – Delays in disbursements of GOG funds have been a problem in the 
past, either due to lengthy bureaucratic procedures, cash flow problems in the MOFEP or other 
factors. At the district level, there have been problems accessing the item 2 funds channelled through 
the District Treasury, thereby causing delays in implementation of activities. The Health Fund has been 
used as a tool to smoothen cash flow as DPs have been able to front-load the Health Fund against a 
cash flow plan from MOH. With the transition to sector budget support there is a risk that such delays 
will persist. On-going reforms are expected to increase predictability. 
 
Salary expenditures crowding out non-wage recurrent expenditures - The wage bill has continued to 
increase over the past couple of years. There is a risk that the increment of wages will continue to 
crowd out the GOG funds for services which will affect sustainability as well as the quality of the 
services. If not contained, continued pressures are likely to crowd out non-wage expenditures, 
particularly maintenance and materials to support service delivery.  

 
Sustainability of NHIS – NHIS is envisaged to continue to be a major source of financing and to be an 
instrument for improving access to care for poor and vulnerable groups. Much depends on how fast 
enrolment occurs, to what extent services are used, the effectiveness of the system and to what extent 
the government will transfer funds collected to NHIS. If the NHIS becomes financially unsustainable, 
it would be catastrophic since the NHIS is expected to fund more than the GOG by the end of POW 
III. Ensuring financial sustainability of the NHIS will require cost control measures.  
 
Poor people‘s access to health care not given sufficient attention – The implementation of the 
exemptions from user charges has proven difficult in the past. GOG has always assumed that the 
NHIS would solve this problem. There is, however, a risk that the access of poor people will still be 
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jeopardised. With a bleak outlook for financial sustainability of NHIS, financial pressure may result in 
premium increases to cover the costs incurred by its success in achieving high enrolment and may 
provide a disincentive to enrol more poor people (high cost patients) that pay  low premiums.  
Exemptions for premiums have generally been restricted to indigents, disregarding the fact that almost 
one fifth of the population is absolute poor. There is a high risk that this group will not be able to 
afford premiums and will at the same time be met with increasing user fees as health facilities increase 
the fees to generate more revenues from NHIS – and from uninsured patients.  
 
Weakened policy dialogue - There is a risk that the shift to SBS will result in less involvement of DPs 
and a weakening of the policy dialogue. It will be especially critical that DPs show their continued 
engagement in the first years of shifting to SBS.   
 
Risk mitigating measures – The above mentioned risks are addressed through several measures. One 
measure is the provision of TA to PPMED to strengthen MOH capacity in a number of areas, 
including capacity in budget justification of high quality, thus enabling MOH to compete successfully 
with other line ministries for GOG resources; capacity for analysis of resource implications, cost 
effectiveness and design of financially sound policies at a pace that is financially sustainable; capacity to 
develop systems for accountability within the sector (to stimulate efficiency gains).  
     Secondly, conditions regarding sector share of government budget is expected to mitigate some of 
the risk. Danida will in its dialogue with the government at sector level as well as higher levels and in 
close coordination with other DPs work to make GOG stick to its commitment to the sector priorities 
in the context of the Growth and Poverty Reduction Strategy.  
     Thirdly, risk mitigation will take place by active partnership through continuous monitoring (for 
example of disbursement delays, enrolment of the poor in NHIS), contribution to operational research 
and policy dialogue with MOH and MOFEP on sector financing, equity, resource allocation issues 
(both financial and human resources), and financial management including funding flows. Further, 
Danida will make an additional effort to maintain an active participation in the policy dialogue by 
continuing the HSAO for the first years of HSPS IV.  
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iii.  Cover page 
 
Country    : Ghana 
 
Sector    : Health 
 
Title     : Health Sector Programme Support, Phase IV 
 
National Agency   : Ministry of Health 
 
Duration    : 5 years 
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Overall Budget   :  425 million DKK.  
       
Description   :  HSPS IV is the fourth phase of the Danish support to the health 

sector in Ghana. The support is in line with the Ministry of Health‘s 
five year Programme of Work  2007-11 (POW III) and the  Ghana 
Aids Commission National Strategic Framework 2007-11 (NSF II). 
It is consistent with Ghana‘s Growth and Poverty Reduction 
Strategy and supports the implementation of the Millennium 
Development Goals and the Ghana Joint Assistance Strategy.  

 
      The majority of funds (70%) are channelled as sector budget support 

to the implementation of the POW III.  The rest of the funds are 
utilised for earmarked as follows: 

  Mill DKK Pct 

Component 1: Financial support to POW III  300.0 70% 
Component 2: Support to private health sector 25.0 6% 
Component 3: Support to the fight against 
HIV/AIDS 50.0 12% 
Long-term technical assistance 20.0 5% 
Reviews, studies, short-term TA, fellowships 20.0    5% 
HSAO 6.7 2% 
Contingencies 3% - Excluding Component 1 3.3 1% 

Grand total 425.0 100% 

 
 
Signatures:      
 
 
 
 
                

Ministry of Foreign Affairs   Ministry of Health 
 Government of Denmark   Government of Ghana 
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1. Introduction       
 
Denmark has supported the health sector in Ghana since 1994. The Danish support started with the 
Ghana-Denmark Health Sector Programme Support, HSPS I, in 1994-1998 comprising a total budget 
of DKK 190 million. This was followed by HSPS II (1998-2002) with a total budget of DKK 225 
million, out of which 66% was allocated as basket funding through the Health Fund to support the 
implementation of the First Five-Year Programme of Work 1997-2001 (POW I). The remainder was 
earmarked for 1) Phasing out of support to the health sector in Upper West Region, 2) Health estate 
and building management, 3) Improving access to health care for the poor, 4) Strengthening district 
and sub-district capacity and 5) Increased collaboration with the private sector. The implementation 
during Phase II was guided by the Common Management Arrangements (for procurement, financial 
management, planning, performance monitoring, and reporting), CMA I, developed by the Ministry of 
Health (MOH) in close consultation with its main development partners (DPs). 
 
The third phase of Danish support to the Ghanaian health sector, HSPS III (2003-2007) with a total 
budget of DKK 330 million supported the implementation of the Second Five-Year Programme of 
Work 2002-2006 (POW II). The majority of funds (75%) was planned to be channelled through the 
Health Fund. The rest of the funds were earmarked for support to 1) Health estate and building 
management (phase out), 2) Improving access to health care, 3) Strengthening public and private 
service delivery at district level, and 4) Strengthening strategic initiatives at central level. However, due 
to non-adherence to agreed health sector plans, in September 2006 the Embassy had to use the HSPS 
III fall-back position to earmark the planned Danida contribution to the Health Fund for particular 
activities in POW II. Following a decision to increase commitment to the fight against HIV/AIDS by 
the Danish government, a separate grant of almost DKK 10 million in support of the Ghana AIDS 
Commission (GAC) was approved in 2005.  
 

         Figure 1. Development in Danish support to health in Ghana. 

0

100

200

300

400

500

HSPS I

(1994-98)

HSPS II

(1998-02)

HSPS III*

(2003-07)

HSPS IV

(2008-12)

M
il
li
o
n
 D

an
is

h
 K

ro
n
er

Unearmarked Earmarked
 

  * Including the separate HIV/AIDS grant 2006. 
 
The fourth phase of Danish support to the Ghanaian health sector 2008-2012 comprises a budget of 
DKK 425 million, which is an increase of 25% compared to the previous phase. HSPS IV is in line 
with the National Health Policy, the Third Five-Year Programme of Work 2007-2011 (POW III), and 
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the Second National Strategic Framework against HIV/AIDS 2007-2011 (NSF II). The majority of 
funding will be provided as sector budget support (SBS) for the implementation of POW III (72%). 
SBS is channelled through Ministry of Finance and Economic Planning (MOFEP) whereas support 
through the Health Fund is channelled directly to MOH. This therefore continues the trend in 
progressively increasing un-earmarked support, cf. Figure 1, and at the same time shifts to a higher level 
of integration with the GOG Public Financial Management (PFM) system. The second component 
supports strengthening of the private (non-profit) health care sector, and the third component provides 
support toward the national response to HIV/AIDS. It is to be noted that the National Health 
Insurance Scheme (NHIS) and the National Health Insurance Fund (NHIF) are considered integral 
parts of the health sector supported by HSPS IV. 
 
This programme document is the key reference document describing the agreement between all the 
parties involved in the HSPS IV. The document describes the programme‘s objectives, strategies, 
implementation modalities (including budget, activities, and programme management), monitoring and 
evaluation. Through the Government Agreement, the programme document is made a legal document 
and can be changed only according to agreed procedures. 
 

2. Brief  situation analysis: National and sector context  

2.1. National context  

Macroeconomic situation 
In recent years, macro-economic management has improved. GOG has been committed to prudent 
fiscal policies and Ghana has experienced relative macro-economic stability, with decreasing inflation 
(down from 40% to 10%) and increasing GDP growth. GDP growth averaged 6.2% for 2005-06, up 
from 5.8 % the previous years and a steady 4% for two decades. The macro-economic outlook for the 
medium term is deemed reasonably favourable, provided that strong export growth is maintained and 
macro-economic stability is preserved (ERPFM - External review of public financial management - 
2006, 2007). 
 
The 2006 budgetary outcome indicates that the country‘s fiscal situation weakened considerably during 
the year, due both to disappointing revenue performance as well as to relatively large public sector pay 
increases (particularly in the health sector) and the re-emergence of energy subsidies. Revenues from 
tax and duties increased 15% over 2005, but fell 4% short of the budget projections, mainly due to a 
shortfall in indirect taxes, particularly VAT. Recurrent expenditures exceeded the planned figures by 
almost 20%, mainly due to the increase in payroll spending. The increase in payroll spending succeeded 
in crowding out investment spending, which was less than half the amount planned (ERPFM 2007). 
 
Poverty  
Poverty continues to decline. The population living in poverty decreased from 52% in 1991/2 to 28.5% 
in 2005/6 (Ghana Statistical Service, 2007). Extreme poverty level has gone down from 26.8% in 
1991/92 to 18.2% in 2005/6. Important regional and socioeconomic disparities persist. Poverty 
remains predominantly rural with higher incidence in Northern (52%), Upper West (88%), and Upper 
East (78%) regions. There are, however, also pockets of poverty in the coastal areas and in urban areas. 
Poverty incidence in Accra is increasing (4% in 1998/99 to 11% of the population in 2005/06). It is in 
the rural savannah that extreme poverty is highest, at 58.7% and the rural Savannah has an increasing 
share of Ghana's poor (from 37% in 1998/99 to 49% of the poor in 2005/06). This reflects that while 
on average poverty has been reduced, inequality has increased considerably between 1998/99 to 
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2005/06, mainly because poverty is decreasing more rapidly in the Southern part of the Country 
(Ghana Statistical Service, 2007).  
 
The Growth and Poverty Reduction strategy (GPRS II 2006-2009) is guided by the objective of 
―achieving an accelerated and broad-based improvement in the standard of living of the Ghanaian 
people, quickening the pace of poverty reduction and progress toward other MDGs, and reaching 
middle income country status by 2015‖. It is based on three pillars: Private Sector Competitiveness; 
Human Resource Development; and Governance and Civic Responsibility. Health sector and 
HIV/AIDS interventions are important elements under pillar 2. 
 
During 2006, poverty related spending1 increased to about 45% of total domestically financed 
expenditures from only 40% in the previous year (23% in 2003; 28% in 2004). This increasing focus on 
pro-poor spending is set to continue in 2007, with pro-poor spending expected to account for 53% of 
domestically financed expenditures. Poverty-related expenditures increased to 10.5% of GDP in 2006, 
with a slight increase projected in the 2007 budget, compared to 6.5 in 2003 (ERPFM 2007). 
 
Public sector reforms  
GOG acknowledges the critical nature of public sector reforms for achieving national objectives. One 
important focus stated for current reform initiatives is to deliver efficient and cost-effective public 
services that will improve conditions for the poor. The principal elements of the Public Sector Reform 
Programme include: Improving the performance of the civil service and subvented agencies; 
Strengthening public financial management; and Decentralisation and governance.  
 
Public Financial Management 
With the aim of improving efficiency of its spending, GOG has embarked on the implementation of a 
Short-Term and Medium-Term Action Plan for strengthening the Public Financial Management (PFM) 
system. Progress is assessed as part of the annual External Review of Public Financial Management 
(ERPFM). The ERPFM of 2006 found encouraging progress over the last year. The budget 
formulation process continues to be strengthened. Maintaining the credibility of the appropriated 
budget remains a challenge, although deviations between voted and actual expenditures across 
ministries, departments and agencies (MDAs) were somewhat reduced in 2006. The deviations can 
partly be explained by differences in reporting of contingency amounts but also by weaknesses in the 
budget formulation. Significant progress has been made over the last year on Budget and Public 
Expenditure Management System (BPEMS), which is being operated on a pilot basis in some MDAs 
(including MOH). According to the ERPFM 2007 the initial problems have been resolved and pilot 
MDAs now report that there are no major problems with using the system.  
 
The timely and adequate availability of resources in accordance with the appropriated budget is 
essential for effective implementation of the budget. For both 2006 and 2007 the budget was approved 
before the beginning of the year. Further, according to the 2007 ERPFM, MDAs agreed that 
processing of payments and release of funds have speeded up, especially for item 2 (administration). 
The spending pattern indicates, however, that most spending occurs in the second half of the year and 
releases particularly for item 3 (services) and item 4 (investments) through District Administrations are 
not in time. ―In 2007, for example, no releases are reported to have been made thus far to districts for 
education spending under items 3 and 4. An important factor appears to be the detailed processes 
required (including submission of work plans and monthly cash requirements) to get the requests for 

                                                 
1 Poverty-related spending as a proportion of total spending, does not reflect the complete picture as it excludes donor projects but 
includes expenditures financed by statutory funds. (ERPFM 2006).  
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expenditures from the districts to the headquarters.‖(ERPFM 2007)2 Two Public Expenditure Tracking 
Surveys (PETS) (for health and education) started in May 2007 will provide information on resources 
received by service delivery units.  
 
There are serious capacity constraints at the Office of the Auditor General (OAG). Nevertheless, 
progress in clearing the backlog of audits and submitting the audited annual accounts prior to the 
statutory deadline of 30 June continues. For the first time since independence, the final 2005 
Consolidated Fund accounts were completed on time. The final 2005 MDA accounts were completed 
and submitted to Parliament in January 2007. The Auditor General is currently working to ensure that 
the audits of both the 2006 Consolidated Fund and the MDA accounts are completed prior to 30 June. 
In May 2007, the 2005 audited accounts for the District Assemblies Common Fund (DACF) and for 
NHIF were available, however, without management letter from OAG.  
 
Ghana‘s Public Procurement Act (Act 663) was approved in December 2003. A pilot self-assessment 
was carried out in 2005, followed by a more comprehensive assessment in 2006 in terms of 
performance and compliance with Act 663. The findings are presented in the Nationwide Procurement 
Assessment Report 2006 (March 2007). A Joint Assessment of the national public procurement system 
using the OECD/DAC baseline indicators overall concluded that the Ghanaian public procurement 
system is performing at an above average level (ERPFM 2007). Based on a detailed assessment of 
indicators, slightly more than two-thirds meet or substantially meet the OECD/DAC standards. The 
strongest component is the robust legislative and regulatory framework. The main challenges remain in 
the area of Operations and markets. 
 

2.2. Significance of the sector3 

Mortality rates – Results from Ghana Multiple Indicator Cluster Survey (MICS) 2006, show that one in 
nine children born in Ghana will die before reaching its fifth birthday and the majority (about two-
thirds) of these deaths occur in the first year of life (Ghana Statistical Service 2007). Progress was 
uneven towards MDG 4 (decreasing infant and child mortality by two-thirds by 2015); since 1998, no 
overall improvements are seen in infant mortality (neo-natal mortality remained largely unchanged 
though postneonatal mortality declined) or in Under-5 mortality, though EPI coverage remains high 
(with no measles deaths and no polio wild virus in 2006 and the POW nutrition target of less than 5% 
malnourishment amongst U5s achieved). Regional variations are considerable, with infant and child 
mortality rates in the Upper West (IMR 114, U5MR 191) being two to nearly three times as high as 
those in the Western Region (IMR 45, U5MR 66), though regional data must be interpreted with 
caution (Ghana Statistical Service 2007).  Further, between 1983 and 2003 GDHS the poorest 40% of 
the population has had the most consistent declines in IMR and U5MR. 
 
There was visible but slow progress toward MDG 5 (improving maternal health and reducing maternal 
mortality by 2015) during POW II: antenatal coverage is high, levels of post-natal care are not very high 
and not increasing; and the percentage of deliveries with skilled attendants is showing a slight increase. 
It is, however, not considered possible to assess trends in maternal mortality due to variations in 
methodology in studies undertaken over time (JSR 2007). Though nearly 70% of women had at least 4 
ANC visits, the quality of these and related maternal care indices show socio-economic differentials 
using mother‘s education as a proxy (GDHS 2003). 
 

                                                 
2 Note that at present the health sector item 3 is still channelled through MOH. See also section 2.5. 
3 This section to a large extent builds on the Independent Sector Review of POW-2006 (MOH June 2007). 
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Morbidity pattern – Malaria, acute respiratory infections (ARI) and diarrhoea were the top causes of U5 
OPD visits, followed by skin diseases, anaemia and pneumonia. The pattern of disease has not changed 
much over time. It continues to be dominated by communicable diseases, under-nutrition and poor 
reproductive health. However, the burden of non communicable diseases is rising in the country. Trend 
analysis of factors known to influence child mortality - such as vaccination coverage, diarrhoea and ARI 
morbidity and treatment, nutritional status of child and mother, birth spacing and maternal health – 
points to continuing problems in childhood nutrition (Johnson, K et al , 2005; ORC Macro, 2005). 
 
While approximately 10% of children under five years in all wealth groups showed symptoms of ARI, 
only 31.1% of the poorest quintile sought care compared with 40% of the second quintile, 47.2% of the 
middle, 50.8% of the fourth and up to over 65% for the wealthiest. The first four quintiles showed 
similar use of increased fluids (around 60%) for diarrhoea in children under five, but over 75% for the 
richest quintile. 
 
Nutrition - The most recent Ghana Demographic and Health Survey, GDHS, (2003) found that 22% 
of children 0-35 months were underweight, 30% stunted, and 7% wasted; which represented 
improvement in underweight and wasting, but an increase in stunting similar to 1988 levels. The 2006 
MICS indicates further progress, with only 18% of the U5s being classified as underweight. 
 
Prevalence of nutritional disorders varies by region, with the highest prevalence of underweight and 
stunting (38% and 40% respectively) found in the northern half of the country, compared to 12% and 
11% in Greater Accra Region. In general, 30% of children in rural areas and 14% in urban areas had 
stunted growth (GDHS 2003). But in urban areas, there are pockets of high risk, which may be masked 
in aggregate regional or urban data. For example, a nutrition survey carried out by the Greater Accra 
Region found 58% stunted children in one of the sub-metro areas of the Accra metropolis (Ghana 
Health Service Directorate, Greater-Accra Region. Nutritional Status Survey 2005). 
 
Malaria - Malaria remains the leading cause of morbidity, diagnosed in about 40% of all out-patient 
attendances. Malaria is estimated to account for about 55% of the disease burden in U5s (Service 
Provision Assessment 2003). It is also the leading cause of deaths, especially among U5 children and 
pregnant women. In 2006, malaria was responsible for 19% of all deaths across all age groups, an 
increase of 4% over 2005, but reportedly down from 32% in 2003. For malaria, the change to ACTs 
was accomplished, and there was substantial progress in ITN distribution and treatment of fever 
among U5s within 24 hours. The highest proportion of malaria deaths have consistently been in three 
regions: Northern ( 46%), Western (28%) and Upper East (29%) – in the other regions the rate has 
oscillated around 10%. This mortality distribution conforms to the geographical distribution of higher 
malaria incidence in the country. Malaria is more than a health issue as it adversely affects productivity 
in all sectors of the economy through workdays lost due to illness and the cost of treatment. The 
GDHS 2003 found no major socio-economic difference in access to ITNs or anti-malarials for children 
and pregnant women. 
 
HIV/AIDS - National HIV prevalence is estimated at 3.2% in Ghana. Considerable variations exist by 
geographical region, gender, age, occupation and, to some extent, urban/rural residence. According to 
the Sentinel Survey Report 2006 using ante-natal clinic (ANC) data, and modified according to GDHS 
data, the prevalence rates in the country‘s 10 regions varied from 1.3% in Northern to 3.4% in Greater 
Accra, with the highest prevalence in Eastern Region at 4.9%. 
 
HIV prevalence has two peaks, the first among 25-29 year age group (with a prevalence rate of 3.6%) 
and the second in the 45-49 year age group (with a prevalence rate of 5.0%). Sexual transmission 
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accounts for over 80% of new infections. The relatively low rate of HIV infection among men (1.5%) is 
attributed to a 95% rate of male circumcision. 
 
While HIV prevalence in the general population has stabilized, HIV prevalence rates in men having sex 
with men (MSM), commercial sex workers (CSW), and some prison populations are over 25% and 
increasing. Informal transactional sex is also a key driver of transmission and is linked with poverty. 
Unlike elsewhere in Africa, long distance truck drivers and uniformed services personnel do not appear 
to have HIV rates higher than men in the general population (Danida HSSO 2007). Reported condom 
use among sex workers is 93% with paying partners but is low with non-paying partners (20%). 
Research estimates that Ghana has approximately 24,000 CSWs. Snowball sampling suggests a sizeable 
MSM population in Ghana. National mapping of MSM is hindered by social norms that discourage 
self-identification as well as the fact that MSM is a criminal offence (Danida HSSO 2007)). Currently, 
the main support for prevention and care with MSM and CSW populations comes from USAID. 
 

Use of services – The level of outpatient visits per capita has remained low and stable around 0.5 per 
year for the past many years. Hospital admission rates remained low around 35 per 1000 population, 
bed occupancy rates decreased, and the ratios of doctors and nurses to population declined further. 
ANC coverage and immunization coverage did not increase, but remained relatively high, an 
achievement in itself in a resource constrained setting. EPI coverage appears to vary by income quintile; 
54% for the lowest and 79% for the highest (GDHS 2003). 
 
Significance of the sector - Ghana is a poor country with high morbidity and mortality. Good health is 
a measure of people‘s well-being as well as an important asset. Ghana's future development will depend 
not only on economic improvements, but also on a healthy and educated population to supply its 
labour force. Human capital development has been a central strategy in GPRS I & II. Health services 
are needed to develop and maintain improvements in health. Consequently, a key focus area is to 
develop an effective and equitable health sector.  
 
Several improvements between 1997 and 2005 have been encouraging: U5 malaria mortality rates 
declined, tuberculosis cure rates improved, the proportion of supervised births increased, and the 
number of recorded Guinea Worm cases fell significantly. However, the 2005 Joint Sector Review 
refers to ―stagnation in health outcomes and service delivery volumes‖ (MOH 2006). Essential health 
indicators like overall child and infant mortality rates have remained stagnant, or even deteriorated.  
 
Health services are, however, but one of many factors affecting health. The health sector therefore also 
has an important role in cross-sectoral initiatives to improve health, e.g., HIV/AIDS interventions, 
nutrition, water and sanitation, occupational health and safety of workers, consumer health and safety, 
access to adequate housing and technology development to reduce health hazards, e.g., poor wood fuel 
practices (GPRS II). MOH also has a role in promoting health literacy that will ensure that people 
adopt healthy life styles. 
 

2.3. Institutional set-up/structure of the sector (stakeholders)  

The 1996 Ghana Health Services and Teaching Hospitals Act (Act 525) sought to establish a separation 
between sectoral oversight, planning and policy-making (by the MOH) from the execution of policy 
and service delivery by health sector agencies – Ghana Health Service (GHS), Teaching Hospital 
Boards (THBs), Christian Health Association of Ghana (CHAG) and various specialized regulatory and 
statutory agencies. It has taken some time to establish the GHS and to determine the separation of its 
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responsibilities from those of the MOH – indeed this remains an ongoing process and further clarity is 
still required in certain areas.  
 
The MOH oversees the health sector in Ghana and has the mandate to assess and monitor the 
country‘s health status and advise central government on health policies and legislation. It formulates 
strategies and designs programmes to address health issues and seeks to promote healthy living and 
healthy habits in the people. The MOH achieves its aims through policy formulation, standards setting, 
resource mobilization and monitoring and evaluating sector performance.  
 
GHS has responsibility for national, regional, district and sub-district planning, organisation and 
management of the delivery of public sector health services (as well as some co-ordinating functions 
with the private and NGO health sectors). It is responsible for the regional, district and sub-district 
organisation and management of services and for operating non-teaching public hospitals and primary 
health care facilities. At national level there remains some overlap of roles and responsibilities between 
MOH and GHS, which continues to create challenges for sector management.  
  
The THBs run the country‘s large teaching hospitals, which provide teaching and specialist health 
services but also a substantial volume of levels 1 and 2 hospital care for the major urban centres.  
 
CHAG is the umbrella body for 162 church hospitals and health centres, which provides a significant 
proportion of curative health services and some preventive care, especially in remote areas 
(approximately 25% of the volume of GHS out-patient care and 60% of the volume of GHS in-patient 
care). Most of the staff and a proportion of other operating costs for CHAG facilities are funded by 
government (23% of the 22,300 staff on the GHS payroll work in CHAG facilities). 
 
Increasingly, the National Health Insurance System (NHIS) is becoming a significant player in the 
health sector, as it takes over more responsibility for the funding of non-salary recurrent costs of 
curative health services. The MOH envisages that in the next few years its financial resources (except 
for salaries) will largely go to the funding of preventive, promotive and other public health services, 
leaving the health insurance to finance item 2 & 3 expenditures related to clinical care. By 2006, 38% of 
the population was registered with the NHIS (but only 19% had cards). There has been progress in 
setting up the semi-autonomous District-wide Mutual Health Insurance Schemes (DMHIS) in all 
districts, but they still face considerable challenges in establishing effective financial and administrative 
systems and in registering members (especially poor people). See also Chapter 2.5. 
 
GAC is set up as a supra-ministerial and multi-sectoral advisory body to direct and coordinate the 
involvement of all ministries, the private sector, and NGOs, in the fight against HIV/AIDS. GAC is 
responsible for formulating national policies and strategies. The GAC secretariat is the executive arm of 
GAC. The secretariat is responsible for the implementation of the policy decisions and the 
coordination the HIV/AIDS programmes.  
 
With the promotion of decentralisation in the public sector, it had been envisaged that district 
assemblies would play a substantive role in the direction and oversight of health and other services. The 
technical complexity of the health sector and the establishment of GHS has led to some complications 
and uncertainty about the division of responsibility and the lines of reporting of health services in a 
district. Presently, MOH is represented at regional and district level by GHS. While links between 
district health management teams (DHMTs) and District Assemblies have been increasing, the active 
involvement of District Assemblies in shaping local health systems varies from one district to another. 
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The predominant relationship of DHMTs therefore still lies with the regional and national levels of 
GHS and MOH.  

 

2.4. Key sector policies, legislation and programmes 

2.4.1. Long term policies and legislation  

Policy 
The National Health Policy ―Creating Wealth through Health‖ was launched by MOH in November 
2006, replacing the out-dated Medium Term Health Strategy (1995). The National Health Policy will 
guide the sector development until 2015. The policy is in line with GPRS II and acknowledges the need 
for a healthy workforce to create economic growth. The health sector goal ―to ensure a healthy and 
productive population that reproduces itself safely‖ will be achieved through three inter-related and 
mutually reinforcing objectives: 

- to ensure that people live long, health and productive lives and reproduce without risk of 
injuries or death 

- to reduce the excess risk and burden of morbidity, mortality and disability, especially in the 
poor and marginalised groups 

- to reduce inequalities in access to health, reproduction and nutrition services and health 
outcomes. 

 
The strategies to achieve these objectives include: Promoting healthy lifestyles and reducing risk factors 
that arise from environmental, economic, social, and behavioural causes; Ensuring equitable access to 
good quality and affordable health services that improve health outcomes and respond to people‘s 
legitimate expectations; Mobilizing resources for health, allocate equitably and ensure efficient 
utilization; Promoting a local health industry that supports service delivery, and creates jobs; 
Developing and sustaining an enabling policy and institutional environment for the health sector and 
promote effective collaboration with other MDAs, private sector, and NGOs. 
 
MOH does not have an integrated service delivery master-plan to guide long-term investments, but a 
number of (draft) policies and strategies of key importance for future development have been 
developed: 

 Draft Hospital Strategy (MOH 2003) specifying levels of services and type of care by level, their 
distribution and referral networks. The Hospital Strategy was never enacted, but overall the 
strategy has basically been pursued, including the strategy to have one district hospital in each 
district.  

 Community-Based Planning and Services Operational Policy (GHS 2005), which emphasises 
the importance of bringing primary care services close-to-client in sub-districts in order to reach 
the poor and vulnerable groups with services 

 Referral policy and guidelines (GHS 2006) describing the type of referral, guidelines for conduct 
of staff and organisational issues. 

 Transport policy including components of acquisition, allocation, management and fleet 
maintenance  

 Draft Medical equipment policy on selection of equipment and maintenance (1996) 

 Draft Human Resource Policy and Strategy (2007) with focus on production and retention of 
staff, but also on issues of human resource management. The draft is still at an early stage. It 
includes projections for HR supply, but analysis of distribution and productivity trends are 
needed and strategies are yet to be targeted to priority needs, e.g., support for MDG 4 and 5. 
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Many more policies and guidelines of more technical clinical nature exist, e.g., Child Health Policy, 
Quality Assurance Policy, etc. In 2004, the GAC completed the National HIV/AIDS and STI Policy.  
 
Legislation 
MOH is developing a Public Health Bill that will amalgamate the current scattered public health 
legislation into a single Act that can be used as reference for development of guidelines and procedures. 
 
The National Health Insurance Act was approved by Parliament in August 2003 and in 2005 the NHIS 
was launched. Alongside and before that a number of mutual health organisations existed, posing a 
challenge for integration into the NHIS. 
 
The Local Government Act was passed in 1988. It aims at transferring responsibility for a range of 
ministries, including health, to the District Assemblies. In the health sector, this transfer has never 
materialised. With the approval of the GHS and Teaching Hospitals Act (Act 525) in 1996 the district 
health services are the responsibility of MOH and later GHS. There have been considerable difficulties 
reconciling the two Acts, but integration of health services delivery planning and operation into local 
governments systems is steadily progressing. 

2.4.2. Five-Year Programme of Work  

The second Programme of Work (POW II) (2002-2006) achieved some progress, but this has been 
uneven. The JSR of 2006 highlights some important challenges that continue to face the sector: 

 Persistent inequalities in access to and coverage of health services; 

 Stagnating health indicators despite increasing health sector spending; 

 Inadequate attention given to health promotion, protection and rehabilitation of the sick and 
disabled; 

 Incorporating the implications of the NHIS in the planning and budgeting of budget 
management centres (BMCs) and agencies; 

 Inadequate numbers of health staff in spite of the increasing human resource spending; 

 Inadequate use of information to monitor performance and improve productivity. 
 
The third Programme of Work (POW III) for the Health Sector in 2007-2011: ―Creating Wealth through 
Health” seeks to address these challenges and some additional ones which MOH has identified: 

 Slow improvements in health outcomes 

 Persistent under-nutrition 

 The persistence of some diseases that could easily be controlled  

 The neglect of other diseases which tend to intensify the incidence of poverty  

 A growing burden of non-communicable diseases  

 Uneven health system performance and productivity  

 Missed opportunities for mobilising resources for health development 
 
POW III is not a plan but a summary of goals, strategic objectives, programmes and related priority 
activities which will guide the development of annual plans and budgets. As noted in Section 2.4.1, the 
overall goal is to ensure a healthy and productive population that reproduces itself safely. The POW III will focus 
on the critical need to bridge the gap between interventions that are known to be effective and the level 
of current implementation, towards which it has four strategic objectives. These strategic objectives and 
the key results they are expected to achieve are as follows:  
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1. Promoting an individual lifestyle and behavioural model for improving health and vitality by addressing risk 
factors and by strengthening multi-sectoral advocacy and actions  

 More people have adopted healthy lifestyles  

 More people have access to potable water and sanitation 

 Work and road safety has improved  

 More people have access to safe food 

2. Rapid scaling up within the existing capacity of high impact interventions and services targeting the poor, 
disadvantaged and vulnerable groups 

 Coverage of high impact health interventions has improved  

 Health service quality has improved  

 Emergency services have been established 

 Quality and safety of Traditional Medicine has improved 

3. Investing in strengthening health system capacity to sustain high coverage and expand access to quality of health 
services 

 Access to health services by the poor and in deprived and peri-urban areas has improved 

 Health workforce distribution, productivity and skills have improved 

 Progress has been made in rationalising the health infrastructure  

 The health industry is making increasing contributions to better health 

 There have been sustained improvements in universal access to medicines, transport and 
equipment 

4. Promoting governance, partnership and sustainable financing 

 Health service effectiveness, including client satisfaction, has improved  

 Resource mobilisation, allocation and use have improved 

 Equity in resource mobilisation, allocation, service outputs and health outcomes has 
improved 

 Sector and operational managers are able to estimate the resources available to them more 
predictably and understand better how outputs relate to costs  

 
To achieve the strategic objectives, the POW identifies a number of programme areas for each one, as 
well as approximately 150 priority activities, covering most aspects of the health sector. To implement 
the POW, the central MOH will set broad strategic goals each year in annual Programmes of Work, 
APOW, engage in service level agreements with the agencies and monitor the performance of the 
sector in relation to these agreements. The GHS is responsible for substantial operational management 
of POW programmes and activities. Engaging regional and district agencies in service level agreements 
will be at the heart of its performance management system. BMCs at regional and district levels are 
responsible for the day to day management of health service delivery. 
 
Agreed APOWs will guide the implementation of POW III. Agreements will be formalised in service 
level agreements, contracts and commissions between, at the first level, the Minister and the Chief 
Executives of the GHS, Tertiary teaching hospitals (TTH), NHIS, other MOH Agencies and CHAG. 
At the second level they will be formalised by agreements between the Chief Executives of the GHS 
and TTH and Regional Directors, in the case of GHS, and hospital directors in the case of TTH. 
Budgets will be allocated on the basis of these agreements. 
 
The monitoring and evaluation system will be used to track implementation, performance, and effects. 
Continuous oversight and tracking of the implementation will ensure that inputs, activities, targets and 
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other required actions are proceeding according to plan. Progress in achieving the POW III Strategic 
Objectives will be assessed against the extent to which key results are being achieved. A core set of 
sector-wide indicators and targets will be used to monitor the performance of the health sector, see 
Annex 10. The indicators are structured around the objectives and thematic areas of the POW. 

2.4.3. National Strategic Framework for HIV/AIDS  

Ghana‘s strategy for addressing HIV/AIDS is presented in its National Strategic Framework II 2006-
2010 (NSF II), which provides an overall planning guide to deal with the epidemic.  
 
Goals - The goals of the NSF II, derived from the National HIV/AIDS policy, are: 

- Reducing new infections among vulnerable groups and the general population; 

- Mitigating the impact of the epidemic on the health and socio-economic systems as well as 
infected and affected persons; and 

- Promoting healthy life-styles, especially in the area of sexual and reproductive health. 
 
Objectives - The overall objectives of NSF II are to: 

- Strengthen the decentralized, multi-sectoral national response to the HIV/AIDS epidemic; 

- Reduce the proportion of men and women who engage in risky sexual behaviour; 

- Empower women and other vulnerable groups to reduce their vulnerability; 

- Reduce stigma and discrimination, especially towards PLWHA and others affected by the 
epidemic; 

- Mitigate the economic, socio-cultural, and legal impacts of the epidemic 

- Provide appropriate treatment, care and support for PLWHA, OVC, and other affected 
persons; 

- Promote strong research, surveillance, monitoring and evaluation to inform programmes and 
activities; 

- Mobilize adequate resources and provide funding arrangements to support the implementation 
of all required programmes. 

 
Intervention areas - NSF II identifies the following seven key areas of intervention: 

1. Policy, Advocacy, and enabling environment. Reviewing, formulating, and enforcing policies to 
protect the rights of PLWHA and/or people affected by HIV/AIDS.  

2. Coordination and management of the Decentralized Multi-Sectoral Response. Coordinating 
and managing the MDAs, Regional AIDS Committees, Metropolitan, Municipal Assemblies, 
and District AIDS Committees in implementing their programmes; also advocacy to increase 
political commitment at all levels. 

3. Mitigating the Social, Cultural, Legal and Economic Impact. Carrying out of activities aimed at 
mitigating the impact of the HIV/AIDS epidemic on vulnerable social groups.  

4. Prevention and Behaviour Change Communication. Developing and implementing activities 
aimed at brining about behavioural change among at risk groups.  

5. Treatment, care and support. Scaling up 
6. Research, surveillance, monitoring and evaluation. Carrying out of activities to enable the 

effective assessment of the HIV/AIDS epidemic and national response 
7. Mobilisation of resources and funding arrangements. Establish a flexible funding arrangement 

for mobilising and channelling HIV/AIDS resources for national response.  
 
Guiding Principles - The NSF HIV/AIDS coordination and management framework is based on the 
―Three Ones‖ Principles: One HIV/AIDS Action Framework that provides the basis for coordinating 
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the work of all partners; One national AIDS coordinating authority with a broad based multisectoral 
mandate for HIV/AIDS overall policy and co-ordination; and One agreed country level monitoring 
and evaluation system. 
 
The ―One HIV/AIDS Action Framework‖ includes the general framework for NSF II and 
operationalised in a five year programme of work, specific action plans, activities, and budgets. The 
―One national HIV/AIDS coordinating authority‖ as per Act 613 of 2001 is the GAC. The ―one 
agreed country level monitoring and evaluation system‖ has been developed by the GAC for 2006-
2010, and is accompanied by four handbook volumes to support M&E at different levels (Vol 1 = 
National level; Vol 2 = Decentralised levels; Vol 3 = CSOs; and Vol 4 = Private sector).  
 
In addition, the implementation of this NSF is underpinned by the understanding that HIV/AIDS 
management requires: 

 A multi-sectoral partnership approach. 

 Respect for fundamental human rights. 

 Access to information and comprehensive services. 

 Effective coordination of the decentralised response of organisations, communities, individuals, 
and People Living With HIV/AIDS (PLWHA) participating and sharing responsibilities in all 
HIV/AIDS programmes. 

 Mobilization of adequate resources, financial and human, to support the Framework. 
 
Implementation arrangements – The National Response to HIV/AIDS (i.e. NSF II) will be 
implemented by public, private and civil society organisations coordinated by the GAC and based on 
national procedures and guidelines. The NSF will be implemented by institutions at national and at 
decentralized levels.  
 
The Annual Programme of Work (APOW), which is based on the 5-year programme of work, is the 
key operational document describing activities to be funded for that year. A GAC Operational Manual, 
agreed to by DPs, describes specifically how the implementing agencies for the activities will be 
selected, what they can finance, procurement rules, and how results will be measured (GAC 2006).  
 
A Partnership Forum will take place twice a year and be responsible for exchange of information and 
promote a strong policy dialogue. This Partnership Forum will include DPs, line ministry staff, NGOs , 
other stakeholders and the GAC. It will help to establish priorities for the coming year, review and 
endorse the APOWs and budgets, and oversee the implementation of the APOWs using agreed upon 
performance indicators.  
 
GAC is responsible for managing two funding accounts for DPs. One is a common Pooled Fund, 
under the Multi-Sectoral HIV/AIDS Programme (M-SHAP) with common implementation 
arrangements described in an MOU. World Bank and DfID (for part of its funding) are using this 
channel. A second Earmarked Account accommodates funding partners who choose to earmark part 
or all of their support. Both the Pooled Account and the Earmarked Account are managed by the 
GAC.  
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2.5. Health sector financing4  

Past development in resources available 
Ghanaians essentially pay for their health services in three ways: through taxes to GOG, through direct 
out of pocket payment or through insurance premiums (which are heavily subsidised). The domestic 
resources are supplemented by contributions from DPs and charity organisations.  
 
GOG revenues are used to finance health services through transfers to MOH5 and to NHIS. The main 
source of income for NHIS is the 2.5% National Health Insurance Levy (NHIL) (76%) and the 2.5% 
SSNIT contributions from formal sector workers (24%), while locally collected premiums are negligible 
(0.01%). In 2006, 66% of the yearly revenue was spent, of which almost half (46%) on reimbursement 
to District schemes for payment of costs of care, while 14% was spent on administration and 40% was 
used to support MOH. NHIS is likely to become an increasingly important source of finance. MOH 
will encourage NHIS to continue to earmark a percentage of its revenue for health promotion activities 
(expected to prevent future claims for reimbursement). There is, however, a limit to the revenues 
flowing to NHIS. The main source of income is from NHIL and therefore related to economic growth 
rather than to the number of members, which may create sustainability problems if NHIS membership 
grows too fast compared to the general economic growth. A cash flow analysis by ILO in 2006 shows 
that if coverage rises too quickly (e.g., to 83% in 2010 rather than to 60%) the NHIS is likely to be in 
deficiency in 2007 and will have to start using its reserves (ILO 2006) or increase premiums. Ensuring 
financial sustainability of the NHIS will be a challenge. 
 
MOH relies on funding from GOG, donor support, financial credits, HIPC funding and lately NHIS 
grants. Donor support is provided as earmarked/project funding or as unearmarked funding through 
the Health Fund. The Health Fund is essentially a basket fund arrangement. In addition, DP‘s support 
the implementation of the GPRS through the Multi-Donor Budget Support (MDBS) facility anchored 
in the Ministry of Finance and Economic Planning (MOFEP)6, i.e., supporting the health sector by 
helping the GOG increase its funding to the sector.  
 
MOH transfers funds to GHS, TTH and CHAG for service provision. Apart from budget transfers 
from MOH, service providers collect fee-for-service payments from users directly, from insurance 
claims for those who are insured or from claims to the Regional Health Directorate for reimbursement 
of user fee exemptions.  
 
The relative importance of the various funding sources for MOH has changed over time. The GOG 
contribution increased to 53% of the total expenditures in 2006, compared to 40-49% over the period 
2002-05. Internally generated funds (IGF) has financed 12% of the total expenditures for the past three 
years, a slight decline from 14% in 2002. DPs funded 27-31% of total expenditures in the years 2002-
05. In 2006, this declined dramatically to 17%, mainly due to the shift of some major donors to MDBS7 
through which they indirectly contribute to the increase in the GOG share for the health sector, but 
also due to low budget execution rates of earmarked funds.  
 
In 2002, more than two-thirds of development assistance was provided as basket funding (Health 
Fund), however, in 2005-06 only around half was provided by this avenue. This shift in aid mechanism 

                                                 
4 The main source of this sub-chapter is the JSR (2007) which included a very elaborate review of health care financing issues (Health care 
financing chapter -  version 10th May 2007).  
5 A few other ministries run their own hospitals, e.g., police, military and mining. 
6 Ghana also receives general macroeconomic budget support but that bears no relation to health. 
7 EU in 2005, World Bank in 2006, the remaining Health Fund contributors are discussing a shift in 2008 to sector budget support 
channelled through MOFEP.  
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reflects the increase in vertical funds through global initiatives, e.g., the Global Fund is now providing 
4.2 % of total sector funding, and the shift towards MDBS by basket fund DPs. In the coming years, a 
further shift in the revenue portfolio can be expected. Some donors, i.e. RNE, DfID and Danida, are 
considering shifting their previous support to the Health Fund to Sector Budget Support (SBS). As 
GOG procedures is used for the Health Fund, the main difference between the two is that support to 
the Health Fund is disbursed directly to the MOH who manages the Health Fund (except for World 
Bank who disbursed through MOFEP) whereas the SBS would be channelled through MOFEP and be 
included in the consolidated funds and indistinguishable from GOG funds at BMC level. Further, the 
Health Fund according to present arrangements cannot be used to finance salaries. See also Chapter 
4.1.1. 
 
One of the most striking features of the health sector in Ghana over the past decade is the increase in 
the resource envelope available for health. Per capita expenditures increased from 8.9 USD in 2002 to 
18.8 USD in 2005 and reached an estimated 25-27 USD in 2006, including NHIS expenditures, GOG, 
DPs and IGF8. Total health care expenditures sourced from GOG as a proportion of total GOG 
expenditures increased from 12% in 2002 to 14% in 2005-06. According to the MTEF, however, these 
proportions are projected to decrease to 12% in 2007 and to 10% in 2008-09. These figures do not 
include private financing of private health care, which is estimated to be considerable9.  
 
Resource allocation 
Input categories - It has been a constant dilemma in Ghana that on the one hand the wages are too low 
to ensure adequate supply of staff and on the other hand the wage bill has been relatively high 
compared to non-salary items. In 2006, expenditures were distributed as 47% for salaries, 5% for 
administration, 26% for services and 22% for investments. Spending on salaries has increased both in 
nominal and relative terms over the years. Salaries accounted for around 40% of recurrent expenditures 
1997-2000, around 50% for 2001-2005. The salary reform in 2006 increased the salaries and integrated 
most allowances (including additional duty hour allowance, ADHA) of doctors and other groups. 
Salaries now account for 60% of the recurrent expenditures. The wage deal implemented mid-2006 will 
continue to push the salary bill up in 2007. The increase in the relative share for salaries is matched by a 
corresponding decrease in expenditures for Services, particularly for Administration10. Notwithstanding 
the change in spending structure, all categories of recurrent spending have increased over the past 5 
years 
 
Except for a low of 13% in 2003, approximately 20% of the spending has been on capital investments. 
Over the period 2002-05 more than 60% of funding was obtained through financial credits, especially 
in the first years. The originally proposed 2002-06 Capital Investment Plan (CIP) (of 241 million USD) 
prioritised capital investments in districts and sub-districts by allocating 65% of financial resources to 
this level, 25% to the regions and 10% to the tertiary level. A more modest revised plan of 125 million 
USD allocated 75% to district level, 8% to regional and 17% to tertiary/national level. The total actual 
expenditures 2002-05 corresponded to the originally planned level (204 million USD), however, with 
considerably smaller than planned regional investments and almost double the planned tertiary/national 
investments (MOH 2006). A 2002-06 CIP review (MOH 2006) concluded that in the absence of an 
overall framework for capital investment, the sector is over-developing facilities in some locations, 
under-investing in other areas, and progressively expanding the public health service beyond the limits 

                                                 
8 Part of the increase can be attributed to the inclusion of NHIS reimbursement of IGF in the private sector for which IGF has not 
previously been included + the inclusion of administration costs for NHIS that does not represent resources available for services. The 
increase should also be seen in the context of the deterioration in the value of the USD (e.g., in USD terms per capita expenditures almost 
tripled, in euro terms it was a little more than doubling). 
9 Figures range from 24% (Preliminary NHA 2006) to 50% (GLSS-4  2000. The  GLSS-5 will provide an updated figure. 
10 Some allowances were previously booked as Administration (item 2), hence a change in spending structure should be expected. 
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of available operating funds and professional staffing. Recently, a moratorium on new capital 
investments and a halt to on-going infrastructure development was instituted. 
 
Level of service – A stated strategy over the past decade to improve access to health care of the poor 
has been to secure funding at the primary level (e.g. district and below) by shifting resources from 
administration and tertiary care to regional and especially district and sub-district level for improved 
service delivery at the lowest levels and close-to-client.  
 
Over the period 2002-06 the headquarters share of expenditures increased from 18% to 27% in 2005, 
but then decreased to 21% in 2006. The increase occurred over a period in which pooled procurement 
was reinstated, while the reduction may reflect the changed accounting practices as expenditures are 
now booked at point of use rather than at point of purchase. The POW II target was, however, 12% 
for headquarters. Tertiary level services, including psychiatric hospitals, and the regional health services 
receive a slightly smaller share of health sector expenditures in 2006 (16% each) than in 2002 (17% 
each) with regional hospitals experiencing the largest reduction. The POW II target for each of them 
was 23%.  
 
District health services accounted for 42% of expenditures in both 2002 and 2006. The structure within 
the district, however, changed in favour of District Health Administrations (including services at sub-
district health centres and below), increasing from 10% to 21%, and disfavouring district hospitals, 
decreasing from 21% to 14%, and polyclinics, decreasing from 11 to 6%. It is difficult to get a reliable 
figure for resources reaching the sub-district level. Most of the health centres rely on IGF for imprest 
and for procurement of drugs and supplies; and in many sub-districts, IGF appears to be under-
declared (MOH Financial monitoring report 2007). The planned PETS (2007) will provide key 
information in this area.  
 
Beneficiaries – Wide variations exist in per capita resources to health care between regions and districts 
and previous benefit incidence studies suggest (as in many countries) considerable variations between 
socio-economic groups and rural and urban areas. Resource allocation criteria define the flow of 
financial resource from the centre to regions and districts and to providers. A revised needs-based 
allocation formula for regional budget ceilings based on population size, levels of deprivation 
(population below poverty line), and health outcomes (U5MR) was introduced in 2004.  The formula 
apply only to item 2&3 for GOG institutions, and only to GOG & donor pooled funds11.Allocations 
for item 2&3 have been shifted towards the four deprived regions, although not yet reaching the GPRS 
target.  
 
The criteria for allocation between and within districts vary, but generally include population, number 
of health centres, and distance; for hospitals they also consider activity, staff and beds. Other sources of 
funding, including IGF, are generally not taken into account. To stimulate efficiency MOH is 
considering to include a performance related criterion for allocation. Since resources tend to follow 
structures and human resources, there is a need to look at the criteria for capital investments for 
increasing equity in resource distribution. Decentralisation of the human resource budget is being 
considered as a way of addressing the current problems of inequitable distribution of staff. 
 
Financial costs of services to patients remain one of the major constraints to access to health care. 
Exemptions and health insurance as mechanisms to address these issues have been on the agenda for 

                                                 
11 Donor pooled funds, DPF, is the terminology used for donor funds, including Health Fund, that are pooled and channelled to lower 
levels of the system.  
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several years12. The implementation of exemptions encountered a number of problems including lack 
of sufficient funding for the services and groups exempted13. Exemptions funding increased from 3.6% 
of recurrent expenditures in 2001 to 8% in 2005, but dropped to 2.2% in 2006. The drop is partly due 
to the fact that NHIS is supposed to provide coverage for previously exempted groups. 
 
The strategy adopted by government to improve access in the longer term is the introduction of the 
NHIS. At the core is a network of district-wide insurance schemes. Membership is compulsory for 
formal sector workers. Informal sector workers and their dependants have immediate and voluntary 
access to these schemes. In the longer term, membership of a health insurance scheme will become 
compulsory for all. All schemes will be required to offer a basic minimum benefit package (contents 
not specified) on an open enrolment basis. The schemes would purchase care from accredited public 
and private providers on behalf of their members and (named) dependants. Providers would be bound 
by a national treatment protocol.  
 
According to the law, the NHIS has to make a specific provision towards the needs of indigents and 
towards facilitation of access to health services (income dependent premium subsidies for informal 
sector, premium exemptions for vulnerable groups, e.g., children). At present indigents are exempted 
from premiums and a sliding income dependent scale is used for the poor. It is under consideration to 
enrol all children premium-free. A risk equalisation formula has been developed that intends to adjust 
for risk factors to the district schemes on the revenue side (risk of low premium contributions due to 
premium exemptions) as well as on the expenditure side (risk of high health care expenditures due to 
composition of members, e.g., demographic structure). The formula for distribution of subsidies to the 
districts schemes has to be approved annually by the Parliament. The equity impact of NHIS is a 
concern, as the mechanisms for enrolling the poorest are weak and limited to indigents. The definition 
of indigents is very restrictive. Further, there is no incentive for collectors to encourage enrolment of 
the poor; service providers should have an interest in doing so. A system of identification by 
communities combined with budgets for premium-free enrolment based on district poverty levels may 
be an option to ensure increased equity. 
 
NHIS progress on increasing coverage is good. On average NHIS has registered 38% of population 
(ranging from 19% in Greater Accra Region (GAR) to 61% in Brong Ahafo Region (BAR)) of which 
19% have cards – quite an achievement. Of those registered, only 1.8% are indigents. In 2005, 4% of 
the population were registered by NHIS as indigents as compared to 0.8% in 2006. The percentage of 
the population exempted from payment of premiums varies considerably (from 8% in GAR to 26% in 
BAR) with a national average corresponding to 14% of the population or 60% of. The reduction 
observed in share of members exempted or indigent may reflect lower level of inclusion of such groups 
or higher level of enrolment of other groups. From a sustainability point of view, the latter would be 
desirable. 
 
Insurance redistributes premiums to expenditures over time and from the healthy to the sick provided 
the latter make use of the services. Services tend to be used more by people having easy access, 
indicating reallocation of premiums from remote areas to expenditures in more urban areas, i.e., 
contradicting aims for greater equity. On the other hand, NHIS membership coverage is often very low 
in areas with poor access to accredited providers.  
 

                                                 
12 The aim of exemptions in Ghana has historically been to target priority diseases and groups with only a small component of targeting 
the poor. 
13 Health Research Unit (2000, 2001), Technical report, Annual Sector Review (2003). Bosu et al. (2004). Review of the Exemption policy. 
A report of the Annual Health Sector Review 2005. Accra, March 2006. 
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Future financing needs and resource envelope for POW III14     
Financing needs – The MOH has developed projections of future financing needs for implementation 
of POW III under various assumptions about future development. Anticipated changes in the main 
cost drivers are used to project costs of existing and other POW priority activities. These figures are 
adjusted by adding the expected marginal cost needed to achieve progress in health-related MDGs 
based on a Marginal Budgeting for Bottlenecks (MBB) exercise undertaken in 2007. The MBB analysis 
provides three cost scenarios of increasing coverage of individual clinical, outreach, and community-
based service delivery15. The additional annual per capita expenditures required range from 2.3 USD in 
the low cost/low achievement scenario to 14.2 USD in the high cost/high achievement scenario.  
  
A costed five year capital investment plan is yet to be completed. Preliminary estimates outlining three 
scenarios has been made and form the basis for the financing needs projections for POW III. The 
three cases are Low case = Sustaining current services (maintenance and minor rehabilitation); 
Intermediate case = Low case + completing ongoing or suspended projects; and High case = 
Intermediate case + new investments. 
 
Projections for POW III financing needs vary based on implementation of the capital investment 
strategy, assumed growth rate in the wage bill and assumed growth in service delivery costs. The 
minimum scenario assumes no real growth in wage rates, 5% annual increase in the wage bill due to 
increase in numbers of staff plus 5% annual additional costs for stimulating redistribution and retention 
and investment in training; and a 5% annual increase in service expenses to cater for increased demand 
due to increased population as well as increased demand from NHIS members. The estimated resource 
need is on average of 30.9 USD per capita annually to which additional costs for MDG targets should 
be added. The high case scenario projects cost of up to 63 USD. 
 
Resource availability - Based on assumptions of economic growth rate of 6.5%, MDBS remaining at 
10% of total GOG expenditures and DP funding for health remaining stable in real terms, MOH has 
developed three scenarios for resource projections that vary according to the tax revenue efficiency (20-
24% of GDP), priority given to health sector in terms of % of total spending and debt relief. In the 
most pessimistic scenario, the resource envelope estimates are 31 USD per capita, the most optimistic 
scenario estimates that 40 USD per capita will be available. The indicative contributions to POW III 
from DPs are shown in Table 1. 
 
Table 1. Indicative contributions to POW III from DPs as available 06-08-2007. Millions USD.   

  2007 2008 2009 2010 2011 Total 

Danida 11.3 11.3 11.3 11.3 11.3 56.5 

RNE 26.4 26.4 26.4 26.4 26.4 131.9 

DfID 15.0     15.0 

World Bank       

JICA 5.1 4.2 3.8 4.2 4.0 21.3 

WHO  7.9 7.9 8.3 8.3 32.4 

UNFPA       

USAID       

Global Fund       

Total              

Note: RNE support in Euro and Danida support in DKK has been converted  
to USD using August 6 exchange rates. 

                                                 
14 This section is based on the draft POW available end of April 2007. 
15 The assumption is that additional funds are used to roll out a set of internationally proven cost effective interventions and that existing 
efficiency levels of the health system are maintained but not improved. 
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The analysis of resource envelope and cost projections implies that cost will need to be contained 
within the low cost scenario, and any expansion would either require mobilisation of additional 
resources by reallocation and/or by efficiency gains. It will be important that resource implications of 
any policy change will have to be carefully analysed. In recognition of the resource constraints, the 
POW III focuses on sequencing priority actions over the five years. The MOH is planning to set up a 
task force to prepare a health care financing strategy by the end of 2007. 
 
Budget execution/financial management issues 
The Joint Sector Review in 2006 concluded that one of the main challenges in the sector is related to 
the budget and the way it is managed. Successful management of resources depends on consistent 
systems at all levels, timely and accurate reporting and use of information to hold public administration 
accountable and enhance the efficiency of resource use. A fundamental prerequisite for effective 
financial management is a culture of accountability and demands for information on the returns to 
public resources. 
 
A key element of public financial management is budget credibility. In recent years, the deviations 
between appropriated budget and actual expenditures have been a cause for concern, though the 
situation improved somewhat for 200616. One factor influencing the level of deviation is the quality of 
the budget formulation. Financial implications of policy changes have not always been realistically 
assessed and taken into account when deciding on policy changes - and approved policies have not 
always been adequately reflected in the budget. Another contributing factor is earmarking of 
development assistance, some of which goes to extra-budgetary activities.  
 
Lack of predictability of disbursements to BMCs hampers motivation to prepare budgets and reduces 
accountability, further resulting in low budget execution rates and a randomness in the selection of 
areas for implementation. Predictability of disbursements by MOFEP to MOH has been a problem in 
the past. In the past, the Health Fund has been an essential instrument to strengthen basic health 
service delivery as it made unearmarked funding available for day-to-day activities and served to ensure 
a smooth and predictable flow of funds to the service level by counteracting erratic disbursements due 
to GOG cash flow problems. In 2005-06, disbursement to the Health Fund has been low and erratic, 
and as of end June 2007 no disbursements has been made – partly due to the absence of a final POW 
III. GOG service allocations have been low and irregular, but the situation seems to be improving for 
2007. Smooth funding flows have been further disrupted by the decentralisation of the item 2 health 
sector budget from MOFEP to District Administrations, which has created problems in accessing 
funds for the district health services, e.g., time consuming bureaucratic processes (low thresholds, many 
signatories required), and monies for health not available despite ring-fencing. This issue may also be a 
concern if a similar decentralisation of the item 3 budget and accounts is implemented too fast.  
 
HIV/AIDS 
The projected cost of implementing the NSF II is USD 550 million. The current known commitment 
of major DPs providing HIV/AIDS funding is far below this level. A detailed National AIDS Spending 
Assessment (NASA) is planned for June 2007, and is expected to yield a more detailed profile of 
current and projected funding for the sector.  
 

                                                 
16 In 2006, total health care expenditures were close to total budget (5% above plan); there was, however, considerable variation in 
funding from different sources as well as for different line items. As in previous reviews, the GOG salary expenditures were consistently 
underestimated. 
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Currently, the major sources of support to the NSF II implementation are the Global Fund and the 
Multi-Sectoral HIV/AIDS Programme (M-SHAP). Global Fund has approved a grant of USD 31.6 
million to support access to prevention, care, support, and treatment for persons affected by 
HIV/AIDS for the period 2006-2008. Global Fund disburses funds directly to the implementing 
partners (e.g., the National AIDS Control Programme (NACP) under GHS), i.e., bypassing GAC.  
 
The M-SHAP is a 5-year multi-donor, multi-sectoral program combining the resources of the World 
Bank (USD 25 million), DfID (USD 18.3 million), Danida (DKK 10 million), and the GOG (USD 2.5 
million). The bulk of the funds go to building capacity at the district and community level. Some funds 
are pooled in an open basket account. A second earmarked basket account is set up to accommodate 
DPs who prefer to earmark funds. GAC manages both the pooled and the earmarked accounts.  
 
World Bank is using only the open basket, while DfID has split its support sending half to the pooled 
account and half as earmarked support. Danida has only used earmarked funding, with approximately 
DKK 10 million contributed in 2006 for the Annual Programme of Work (APOW). (Danida HSSO 
2007) 
 
Table 2 from the NSF shows the projected resource needs for the national HIV/AIDS response, and 
their allocation in rank order according to amounts, which is in line with the strategic commitment to 
prioritise cost-effective strategies for prevention.  
 
Table 2. Resources needed to implement NSF-II (USD mill) 
Resource allocation 2006-2010 Amount  Proportion of total  

Prevention  175.16 32.3% 

Care and treatment  164.09 30.3% 

Mitigation (orphan care) 119.75 22.1% 

Policy, advocacy, admin, research  82.62 15.3% 

Totals  541.62 100.0% 

 Source: GAC (2006) Scaling up, defining targets, and mobilising resources for NSF-II. June 2006. 
 
Table 3 Budget for 2007 POW in USD 
Thematic intervention area  Pooled Earmarked Direct Total %age Development Partners  

Treatment, care and support  108,759 0 21,458,540 21,567,299 49.7% WFP, USAID, CRS, UNHCR, 
JICA, GFATM, WHO, UNICEF  

BCC and prevention  2,078,186 1,170,000 6,042,500 9,290,686 21.4% USAID, UNDP, UNAIDS, JICA, 
UNFPA, GTZ, UNHCR, DfID, 
RNE, WHO, IOM  

Coordination and 
management of the 
decentralised response 

2,534,073 1,000,000 1,075,596 4,609,669 10.6% UNAIDS, UNDP, JICA, ILO, 
USAID, DfID, GTZ 

Research, surveillance, and 
M&E  

818,397 1,301,189 1,766,161 3,885,747 8.9% RNE, USAID, UNAIDS, UNESCO, 
WHO, UNICEF, DfID, GFATM,  

Mitigating the economic, 
socio-cultural and legal 
impacts  

856,230 0 2,530,786 3,387,016 7.8% UNICEF, USAID, RNE, UNFPA, 
ILO, UNAIDS 

Policy, advocacy and 
enabling environment  

288,694 0 380,000 668,694 1.5% UNDP, UNFPA  

Resource mobilisation and 
funding arrangements  

16,549 0 0 16,549 0.04%  

Totals  6,700,888 3,471,189 33,253,583 43,425,660 100%  

Source: GAC (2006) Annual Programme of Word (HIV & AIDS) 2007 – APOW 2007 
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Table 3 above shows the HIV/AIDS resource commitments and their allocation ranked by amounts 
according to the current APOW. It is noticeable that the allocations are strongly skewed toward care 
and treatment rather than prevention. Further, compared to the structure of planned spending in the 
NSF-II, a relatively higher percentage is allocated to care and treatment as well as the Policy, advocacy, 
administration and research budget line, i.e., shortfalls in the NSF funding are mainly affecting 
HIV/AIDS prevention and mitigation of impacts. This is being driven largely by the direct funding, 
especially from GFATM and USAID (though USAID is also contributing considerable direct funding 
to the prevention area).    
 
Table 4 shows current funding by GOG and DPs; but the figures are only indicative as it has been 
difficult to get the exact amounts. Deviations between table 3 and 4 most likely reflect differences in 
time of update of different sources. As mentioned above, it is hoped that the NASA due later this year 
will help clarify these issues.  
 
Table 4. Current funds by donor (USD mill) 
  2007/08 

DfID  5.6 

EU ?  

GFATM 17.3 

GTZ  0.35 

JICA 0.45 

Netherlands  1.3 

UN system  5.2 

USAID 8 (?) 

World Bank 4.0 

 GOG – to GAC 1 

GOG – Health sector 4 

Total 47.7 

Source: National HIV & AIDS Partnership Forum (2006) Aide Memoire 22nd-23rd November 2006. 
GAC (2006) APOW 2007. 
 

2.6. Donor coordination  

Donor coordination in Ghana takes place within the framework of the Ghana Joint Assistance Strategy 
(G-JAS) that was signed by GOG and most DPs in March 2007. It aims to improve the effectiveness 
of aid supporting the GPRS II through building on the Ghana Partnership Strategy (GPS) developed in 
200517. The GPS includes a results matrix providing the overall framework for how DPs support 
Ghana to achieve measurable outcomes in accordance with GPRS II. It also includes a rolling 
harmonisation and aid effectiveness plan (G-HAP) based on the Paris Declaration on Aid 
Effectiveness. One outcome is the Common Framework for Allowances that was agreed among the 
DPs in June 2006 and communicated to the MOFEP. In order to reduce transaction costs, some DPs 
share technical/advisory resources and manage funds for one another in silent or delegated 
partnerships. In the health sector, RNE represents DfID. Danida currently manages support from 
DfID in the water sector. 
 
The health SWAp has been in existence for more than a decade. It has developed in partnership 
between MOH and DPs, but very much led by the MOH. The main donors in the health sector include 
the Netherlands, Denmark, DfID, Global Fund, World Bank, AfDB, USAID, JICA, UNICEF, 
UNFPA and WHO. Almost all donors accept the POW as the overall strategic framework. The SWAp 

                                                 
17 It covers most DPs and support corresponding to an estimated 90% of official development assistance. 
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is based on a number of elements: the previous Medium Term Health Strategy (1995), now the Health 
Policy (2006); a strategic framework in the form of the 5 year POWs; an MTEF reflecting the sector 
strategy; a systematic arrangement for programming the resources that support the sector; a 
performance monitoring system that measures progress and strengthens accountability; a broad 
consultation mechanism that involves all significant stakeholders; a formalised government-led process 
for aid-coordination and dialogue at sector level; and, an agreed process for moving towards 
harmonised systems for reporting, budgeting, financial management and procurement. The Common 
Management Arrangements (CMA I & II) outlined the agreed procedures for doing business.  
 
The main contributors to the Health Fund in the POW II have been World Bank, Danida, EU, DfID 
and RNE. EU and the World Bank shifted to MDBS and did not contribute directly to the MOH in 
2006, but has used it for its Nutrition and Malaria Control Project in 2007. The RNE, DfID and 
Danida intend to move to sector budget support for health. They envisage still participating in the 
broad SWAp, as a partner in the policy dialogue as well as through activities supporting civil society in 
the health sector (RNE), capacity building in the MOH (Danida) or the private non-profit health sector 
(Danida). The World Bank is considering its position on using the SBS framework for its Nutrition and 
Malaria Control Project rather than the Health Fund. The DPs who have shifted to MDBS have found 
their level of dialogue and involvement in the sector diminished.  
 
There is no mechanism for pooling of TA resources at present. TA inputs are, however, coordinated as 
far as possible and part of the agreed procedures is to circulate TORs between partners. 
 
The HIV/AIDS Partnership Forum supports the National HIV/AIDS Strategic Framework 2006-
2010, the national work plan and national M&E framework. DPs work with CSOs and private sector to 
support the three ones principle: one strategy, one coordinating body, and one M&E framework. In 
HIV/AIDS, the common management arrangements are yet to be approved. GAC coordinates and 
manages HIV/AIDS support from most DPs. However, a separate entity, the Country Coordinating 
Mechanism, continues to manage implementation of activities financed by the Global Fund. 
 

2.7. Cross-cutting issues and priority themes 

Gender and social inequalities:  
Specific gender issues in health include substantial numbers of women confronting reproductive health 
challenges such as maternal mortality, STIs/HIV/AIDS, breast cancer, cervical cancer, and menopause. 
Ghana‘s high maternal mortality rate is a persisting national concern and has been attributed (by reports 
from the health sector) to be primarily due to the delays in seeking medical attention during pregnancy 
and at the time of delivery. Meanwhile, there are also difficulties with poor access to essential obstetric 
care, lack of critical equipment and a high attrition rate of health staff that also constrain any lowering 
of maternal mortality rates. 
 
The POW for the health sector includes two programme objectives with significant attention to 
gender-related issues. One is related to the POW Strategic Objective 2 that aims to scale up “interventions 
and services targeting the poor, disadvantaged and vulnerable groups.” The programme objective (# 3.2.3) on 
reproductive and sexual health is “To implement high impact rapid delivery strategies that will achieve and sustain 
high coverage, remove barriers (physical and financial) to reproductive health care and ensure the right to attain the highest 
standard of sexual and reproductive health.” The planned priority activities for this objective include 
addressing both male and female issues. The second gender-related programme objective is the one on 
efficiency and equity, “To ensure that all members of society have equitable access to high quality healthcare and 
improve allocative efficiencies in the sector by directing resources more precisely to priorities.” The priority activities 



HSPS IV Programme Document 07-10-2007 

 

 22 

include a specific plan to “Refine and clarify strategies and programmes for promoting gender equity.” This 
objective, and its activities, are designed to contribute to the POW Strategic Objective 4, on 
accelerating “achievement of results through improved governance and sustainable financing.” 
 
The HIV/AIDS epidemic poses a developmental and social challenge to Ghana. The sexual, social and 
spatial milieus in which people operate, and the political structures which provide the framework for 
governance, have implications for the pattern of spread and the nature of responses to the epidemic. 
 
The NSF for the National HIV/AIDS Response has considerable discussion about gender inequities 
and how they contribute to the transmission of HIV/AIDS and act as barriers to universal access to 
HIV/AIDS-related services and care. The NSF includes the following objectives with specific gender-
related content: ”2. Reduce the proportion of men and women who engage in risky sexual behaviour” and ”3. 
Empower women and other vulnerable groups to reduce their vulnerability.” The NSF further directs attention to 
gender equity in two of its main intervention areas: ”Chapter 6 - Mitigating the economic, socio-cultural and 
legal impacts of AIDS” and ”Chapter 7 - Prevention and behaviour change communication”. In these sections, 
plans are described to address gender equity issues from field level to policy advocacy. It is also noted 
that the Ministry of Women and Children Affairs (MoWaC) will facilitate mainstreaming of gender 
issues in the HIV/AIDS programmes.  
 
Children and youth 
The POW III for the health sector includes a programme objective specifically focused on child health, 
―to ensure accelerated improvement in child health, particularly in poor families, and a significant 
reduction in IMR and CMR‖. It is foreseen that this programme objective will contribute to the POW‘s 
strategic objective 2: Rapidly scale up high impact health, reproduction and nutrition interventions and 
services targeting the poor, disadvantaged and vulnerable groups.  
 
The NSF for the national HIV/AIDS response includes many specific references to children and 
youth, as well as many referring to ―vulnerable groups‖ susceptible to HIV infection or its impacts; and 
it goes on to place children as the first category in the operational definition of vulnerable groups: 
children, refugees, displaced persons, sex workers, MSM, and prisoners. Children and youth are taken 
as part of the primary targets for prevention and behaviour change interventions, as well as OVCs 
being a target for family and community support.  
 
Environmental issues  
Regarding environmental issues, the POW for health includes environmental concerns in its first 
Strategic Objective, “Promote individual lifestyle and behavioural models for improving health and vitality”, 
particularly in the programme objective for Intersectoral Advocacy and Action, ”Improve environmental 
health and safety by strengthening inter-sectoral action around the key health challenges and settings”. This objective 
has plans for a health impact analysis of major public policies and projects, as well as advocacy on a 
wide range of environmental health issues.  
 
The government‘s health and HIV/AIDS programmes to which Danida will be contributing may have 
some risks associated with the handling and disposal of medical waste and general health waste. There 
are existing safeguard arrangements already for these issues that were designed and successfully 
implemented under HSPS III. A Health Care Waste Management Plan was developed by the MOH and 
approved by DPs; implementation of the plan began in 2005. The MOH has also drawn up 
comprehensive capacity development programs to improve the management of any health care and 
HIV/AIDS-related wastes that may be generated.  
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Democratisation and respect for human rights  
While there are a number of governance issues in Ghana, there are but few specifically pertaining to the 
health sector. The POW for the health sector (2007-2011) has mainstreamed human rights issues into 
three of the four strategic objectives (# 1, 2 and 4). Issues related to gender and vulnerability as well as 
children and youth are highlighted above. As noted above in the gender section, Strategic Objective 4 
in the POW is concentrated on governance issues, “Accelerate achievement of results through improved 
governance and sustainable financing.” In addition, Strategic Objective 1 of the POW, “Promote individual 
lifestyle and behavioural models for improving health and vitality”, includes a proposal to “clarify human rights 
approach to health” as the priority activity under this SO during the 4th year of the five-year POW.  
 
The Government has either signed or subscribed to a number of continental and international treaties, 
conventions and declarations on HIV/AIDS. It has endorsed the Abuja Declaration of 1998 and the 
Declaration of Commitment on HIV/AIDS adopted by the United Nations General Assembly Special 
Session on HIV/AIDS (UNGASS) in June 2001. As a signatory to the two Declarations, Ghana re-
affirmed its commitment to HIV/AIDS, including protection of PLWHA from discrimination under 
the section on HIV/AIDS and Human Rights 
 
The NSF II for HIV/AIDS goes into considerable detail on rights related issues, both as they affect 
prevention, care and mitigation of impacts. These issues are addressed particularly in three intervention 
areas: a) Policy, Advocacy and Enabling Environment (chapter 4); b) Mitigating the Economic, Socio-
cultural and Legal Impacts (chapter 6); and c) Research, Surveillance, Monitoring and Evaluation 
(chapter 9). The extent and depth of coverage of human rights issues in the NSF indicate a strong 
commitment to mainstreaming human rights in the HIV/AIDS response. 
 
The President serves as the Chairman of the Ghana AIDS Commission, and the involvement of key 
ministries, the private sector, traditional and religious leaders and civil society have helped to create a 
favourable response to the epidemic. One of the challenges is the utilization of this social and political 
commitment in the development and implementation of effective programmes and activities. Some of 
the intended programmes are likely to be controversial and require social and attitudinal change in 
diverse areas such as enforcement of laws against stigma and discrimination, norms regarding 
transactional sex, multiple sexual partnerships and gender relationships. The NSF II recognises the 
need to develop and operationalise laws and policies to protect the rights of PLWHA, meet the 
challenges posed by stigma and discrimination, as well as new demands involved in expanding 
prevention, treatment, care and support. Advocacy and social mobilization will constitute important 
tools in addressing socio-cultural issues such as eliminating stigma and discrimination against PLWHA 
and improving the rights and status of women, orphans and other vulnerable persons. 
 

2.8. Key Challenges 

Slow improvement and widening inequality in health outcomes despite increased financial resources has 
been (and remains) a concern in recent years, not least in view of the additional resources the sector has 
received. Many different factors influence this situation and a multidimensional approach is needed, in 
which many factors are addressed simultaneously.  
 
Reducing needs 
Avoiding illness in the first place is the logical place to start and has in fact been a driving force behind 
the public health interventions for many years, e.g., immunisation programmes. It is also a key strategy 
in the POW III, e.g. the Regenerative health and Nutrition programme, as well as in the GPRS II, in 
which health and safety appears as a cross-cutting issue to be addressed under most strategies.  
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Strengthening multi-sectoral collaboration – Many factors outside the health sector have major impacts 
on health. MOH alone cannot influence development. Developing the collaboration with other sectors 
will be a challenge. The district poverty maps18 present a good starting point for making sure that 
resources are targeted to the right groups and for identifying where the sectors can collaborate. 
Notwithstanding the general perception that prevention is better than cure, prevention comes at a cost 
and sometimes clearly presents a good investment, but effects can also be uncertain and limited in size. 
The challenge is to choose the most cost-effective strategies and the right target groups and taking 
advantage of the opportunities offered by joining efforts with activities in other sectors. MOH and 
district health administrations have important contributions to make in this kind of evidence based 
decision-making. 
 
Maintaining and improving public health interventions is important within the sector and as pointed 
out in the recent JSR (2007), maintaining immunisation coverage is an achievement in itself. This 
should be recognised. Yet more needs to be done to improve coverage of supervised delivery. 
 
Increasing demand  
The use of clinical care services, in terms of per capita rates, has been stable but at a fairly low level. 
There are many reasons why people are not using services. Costs may be too high in terms of time and 
user fees; transport may be too expensive or unavailable; understanding of potential health and 
wellbeing benefits may be lacking; the perceived quality or usefulness of services may be low; past 
experiences may be negative, etc.  
 
Bringing services close to client - Geographical access remains a major barrier to use of health services. 
A significant proportion of people do not have an acceptable level of access to services (only an 
estimated 45% of the rural population live within a one hour walking distance from a health facility) 
and even where available, the cost deters people from using them. Resources tend to follow physical 
structures, in terms of human resources and operational costs. With a limited capital investment budget, 
the challenge will be to prioritise the investments of right size with a focus on underserved areas. 
Capital investment planning and in particular implementation according to planned priorities has been a 
recurring thorny issue. Improved discipline, follow-up and monitoring will remain a challenge. 
 
Reducing financial barriers – User fees are a major deterrent to access health care. Health insurance is 
seen as a mechanism for reducing the negative impact of user fees on care seeking. The vision is to 
have a NHIS financed partly by taxes, partly by premiums, where premiums are graduated based on 
income and free for the poorest19. A major challenge is the operationalisation of the good intentions, 
e.g., in practice how to identify those who are eligible for free membership, where to set the threshold 
for eligibility and who should be tasked with making assessments of eligibility20. ‗Unofficial‘ under-the-
table charging of patients by health staff for personal benefit is another significant financial barrier 
whose impact has not been assessed recently, nor has it been substantively addressed, but which may be 
quite widespread throughout the health system and may add significantly to user costs. 
 
Improving supply of services for given demand 
To improve the supply of services, the MOH will need to strengthen its role as active purchaser of 
services. Inputs like health staff, drugs and supplies and physical infrastructure need to be provided in 

                                                 
18 District poverty maps are available at the NDPC webpage  (www.ndpc.gov.gh ) 
19 Formal sector workers pay a percentage of their salary, for others there is a graduated scale based on income assessment and 

membership is free (exempted) for the indigents (a very narrowly defined group). 
20 E.g. should it be DMHIS - who will pay the bill, GHS - who will gain from it, or an independent body. 

http://www.ndpc.gov.gh/
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adequate quantities and quality, to be appropriately balanced and to be optimally used in order to 
provide the most and the best services to meet demand.  
 
Reorienting the role of the MOH – The split between MOH and its agencies, most notably GHS, 
apparently resulted in some unresolved conflicts over distribution of tasks and responsibilities. These 
organisational issues need to be sorted out and good working relationship needs to be re-established 
between MOH and GHS in these few problematic areas.  
 
Ensuring adequate financial resources to support POW - The quantities and qualities that can be 
obtained depend on the available financial resources. It will be a challenge to maintain, let alone 
increase the financial resources available to the sector. MOH is under pressure to deliver improved 
outputs and outcomes to justify the level of resources already available to the sector. As DPs 
increasingly shift resources to MDBS or sector budget support, MOH will have to face the challenge of 
increasing advocacy and strengthening the budget formulation and justification to raise the contribution 
to the sector from GOG. Furthermore, the increase in earmarked funding presents a re-emerging (pre-
SWAp) challenge to integrate activities in service plans and provision and harmonise the use of 
resources. NHIS is envisaged as a key source of financing in the future and its sustainability is a key 
challenge. 
 
Increasing availability of human resources - Ghana has high rates of migration of human resources for 
health to higher income countries. Staff supply, retention and distribution have become key issues. This 
situation now seems to be stabilising (JSR 2007), although only 40% of critical staff is estimated to be 
in place (HR Draft Policy 2007). A challenge that has emerged is the need to fine tune the work force 
expansion to better serve the health needs with better analysis of cost-effectiveness estimations for the 
various cadres being trained and an assessment of the appropriate skill mix needed. 
 
Availability of drugs and supplies - There is undoubtedly an expenditure imbalance between salaries 
and non-wage spending, which has shifted much towards the former in recent years. This balance in 
itself is, however, of less interest. The challenge is to have the right balance of health staff and drugs 
and supplies for them to use at the point of service delivery. In particular, it will be challenging to 
ensure a timely flow of funds to BMCs and to service providers for non-wage operational costs. 
 
Improving efficient service delivery - MOH is facing increasing cost pressures (from rising wages, from 
NHIS coverage increases) while on the other hand the resource envelope is unlikely to continue 
growing as in the past. In other words, more has to be delivered using the same resources. Pouring 
more funds into a poorly managed system cannot be expected to provide more results, merely more 
waste. Improving efficiency is essential, e.g., by increasing productivity of the workforce. There is high 
variability in productivity and there are considerable gains to be made by making better use of the 
human resources available. The challenge is to provide regions and districts with the necessary tools 
and motivation to manage their human resources better and to motivate and facilitate health staff to 
improve their performance. It is also challenging to consistently pursue the most cost-effective 
strategies (which are not always politically sexy), targeting resources to where the needs are (often 
among the poorest), targeting resources to the lowest levels of care, and focusing physical infrastructure 
development to avoid increasing hospital capacity beyond levels of use or need. There is a need to align 
facility and equipment planning with staffing and maintenance planning and budgeting. 
 
Strengthening private sector collaboration – The private sector is important for health care delivery in 
Ghana. It represents a significant resource that can contribute to the improvement of health in Ghana. 
The private non-profit sector, in particular, is already working closely with MOH and receiving 
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significant subsidies from MOH. In many cases, making agreements with the private sector for service 
delivery, e.g., designated district hospitals, is a way of using resources more effectively. For the 
government to deal with the private sector, the organisational weakness of the private sector is a 
challenge.  
 
Improving quality of services - For the past 12 years the MoH and GHS have undertaken a range of 
initiatives for improving the quality of care.  Not all have had a strong impact, but cumulatively they 
have been addressing a wide range of issues at all levels, such as standard clinical and nursing practices; 
staff attitudes to patients; regular monitoring, assessment and supportive supervision; infection control, 
waste management and universal precautions; and assessment of patient and community satisfaction. 
Although a review of clinical care services in 2004 (Haddon et al. 2004) found that customers were 
quite satisfied and clinical care was generally better than in most sub-Saharan African countries, 
nevertheless there were serious shortcomings in quality assurance (e.g. laboratory tests, sterilisation, 
patient assessment), the management of clinical care and the accountability of staff and health facilities 
to the people they serve.  Perhaps health insurance will help to turn this around, if funding increasingly 
reflects the choices that consumers make. 
 
Strengthening accountability and results-based management - There is a lack of accountability from 
managers for expected results. Performance agreements have not been fully instituted and are in any 
case difficult to use for accountability purposes when the budgeted resources do not come or come 
late. Peer reviews and comparison of performance for districts, hospitals and sub-districts, however, 
calls for some accountability. Increasing accountability through performance monitoring calls for a 
different way of doing business. Institutionalisation of such measures to increase accountability may 
well prove to be quite a challenge. 
 
Increasing equality 
There are wide geographical and socio-economic disparities in health. Further the GLSS-5 finds 
increasing income disparities between the rich and the poor. Improving health status of the poor is 
crucial to poverty reduction, given that ill health is both a cause and a consequence of poverty. 
Improving health of the poor with targeted interventions is often also a cost effective way of improving 
health indicators. A range of factors affect the likelihood that health services will meet the needs of the 
poor. The potential coverage is determined by physical accessibility, availability of human resources, 
availability of drugs and supplies, quality of service delivery and social accountability. The effective 
coverage further depends on the perceived relevance and utilisation of services, their continuity, timing 
and efficacy. For maximum effect these factors have to be addressed simultaneously. Increasing 
equality in health presents a major challenge. 
 
The present POW (as the previous ones) contains a number of strategies, which can be considered pro-
poor, the main ones being the CHPS initiative, increasing physical access, maintaining high coverage of 
public health interventions (e.g. immunisation), securing sufficient funding at the primary service level 
(e.g. district and below) and the NHIS. When the NHIS increasingly becomes the main financier of 
curative services, MOH will be less in control of the proportional allocation for recurrent spending at 
district level. Utilisation of services, human resources and financial resources for other recurrent 
expenditures tend to follow infrastructure. Consequently, the distribution of capital expenditures across 
levels is similarly of importance as securing improved coverage of facilities at the sub-district level (e.g. 
CHPS Compounds) as well as sufficient means of transport and basic equipment (e.g. for EMOC) is 
key to improve primary health services meeting most of the needs of the poor. 
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While 18% of the population (GLSS) is absolute poor, only 0.5% characterised as indigents (people 
without accommodation and regular income) are exempted from paying premium for enrolling into 
NHIS. Although 7.2 Cedis (plus additional cost of the Insurance Card, i.e. in total an expenditure of 
more than 10 USD) is not a lot of money, the 18% absolute poor (GLSS) may not be able to mobilise 
these funds, as they do not even have sufficient funding for food and other daily necessities.  If not 
addressed, the situation for the very poor may soon become worse as health facilities tend to increase 
user fees yet do not have functioning user fee exemptions,  as NHIS under financial pressure may be 
less inclined to enrol more poor people (high use, low premium) and forced to increase premiums. 
Although NHIS is taking steps to curb both these trends such developments constitute a massive threat 
to access to health services for the poor. There is however an agreement to start piloting free enrolment 
of poor people who are not falling under the indigent category (2007 Health Sector Review Summit). 
Should the intentions to enrol all children under 18 for free, notwithstanding whether their parents are 
members or not, materialise this could also be seen as an advantage to the poor. 
 
 

3. Agreed assistance  

3.1. Objectives  

The overall aim for Danish development assistance to Ghana is to contribute to poverty reduction in 
all its dimensions and to the achievements of the MDGs. HSPS IV focuses on the dimension of health. 
The development objective of HSPS IV is fully congruent with the mission stated in the national health 
policy: “to contribute to socio-economic development and wealth creation by promoting health and vitality, ensuring access 
to quality health, population and nutrition services for all people living in Ghana and promoting the development of a local 
health industry.” 
 
The objectives of the Danish support of financial and technical assistance through HSPS IV 
corresponds to three inter-related and mutually reinforcing health sector objectives - as formulated in 
the POW III (2007-11): 

 Ensure that people live long, healthy, and productive lives and reproduce without risk of 
injuries or death, 

 Reduce the excess risk and burden of morbidity, mortality, and disability, especially in the poor 
and marginalized groups, and 

 Reduce inequalities in access to health, population and nutrition services and health outcomes. 
 

3.2. Strategic approach 

The programme is designed in the context of the health sector SWAp in Ghana and the results and 
experiences gained through more than a decade of Danish support to the development of the health 
sector in Ghana of which the NHIS is also an integral part. Further, it is designed in line with the 
principles of Danish development aid and internationally agreed principles to which Denmark is 
signatory, most notably the Paris Declaration on Aid Effectiveness and the G-JAS. 
 
Brief summary of past experience 
The first HSPS (1994-98) consisted of earmarked project-type components with a regional focus in 
Upper West Region. From HSPS II (1998-2002) Danida shifted its strategy towards a more flexible 
programmatic approach. Danida was one of the key partners (together with DfID, World Bank, RNE, 
EU and others) in the development of the SWAp. In both HSPS II and III the majority of support has 
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been provided as un-earmarked funding to the implementation of the POW I and II channelled 
through the Health Fund, essentially a basket fund arrangement. DPs are disbursing directly to the 
Health Fund, e.g., not through MOFEP (with the exception of the World Bank) and is therefore not 
part of MOFEP/Controller and Accountant General‘s Consolidated Fund. The Health Fund is 
managed by the MOH and uses the GOG public financial management system for planning & 
budgeting, disbursement and accounting. The Health Fund is reflected in the MTEF-budget, and 
approved by the Parliament as part of the health sector budget. It is covered in the audit reports 
submitted to Parliament.  
 
As reflected in several documents, most recently the March 2007 JSR, achievements in the health sector 
have been mixed, cf. also Chapter 2. A key element in the SWAp and an important basis for the 
provision of basket funding has been the sector policy dialogue, the quality and intensity of which has 
varied over time. The DPs and quarters in the sector, have been successful in joint efforts of bringing 
critical sector issues on the agenda, e.g., poverty focus, increasing resources for the lowest levels of 
care, halting expensive and large hospital investments, emphasising accountability, etc. Major 
achievements include the increased focus on the lowest levels of care, a shift in budget management of 
district services from the regions to the districts – now the challenge is to ensure that funds reach 
further down than the district level, and the ability of MOH in most years to smoothen cash flows to 
the sector that is prone to delays in GOG funds, thereby making an enormous difference at the service 
delivery level. 
 
Danida‘s long term commitment, flexibility and active participation in the policy dialogue has given 
Danida a lot of leverage in the policy dialogue. Factors facilitating an active and qualified participation 
by Danida are on-the-ground experience from its earmarked components and an HSSO that follows 
the sector closely. Over time the mutual perception of partnership has varied, being affected by 
institutional changes, changes of individuals in organisations and by concerns within the sector or 
among DPs that achievements have not materialised as expected. Recently, the sector policy dialogue 
has been influenced by the uncertainty created by DPs becoming increasingly fragmented in their 
approach, not least in terms of changes in aid modalities, sees Chapter 2. In this shifting environment, 
it is a challenge to develop a mutual understanding and model for the future partnership and the 
benefits of an active sector policy dialogue. 
 
Danida‘s contribution to the Health Fund depended on the fulfilment of a set of minimum 
requirements. Additionally, in both HSPS II and III a set of key mutual assumptions relating to the 
resource allocations for implementation of the POWs were made as a basis for providing basket 
funding. In case of the GOG falling short of these assumptions, Danida reserved the right to revert to 
earmarking of its support within the POW. However, such steps would not be taken before a formal 
consultation between MOH and DPs in the Health Fund. On two occasions (200021, 2006), see also 
Chapter 4.1.1, this option was used and in both cases MOH took remedial action and Danida could 
return to un-earmarked funding. 
 
In the two previous health sector support programmes, earmarked funds were used for phasing out 
(e.g., Upper West Region in HSPS II, Estate Management Unit in HSPS III) and/or for areas that, 
although part of the POW, were deemed to be at risk of being sidelined (i.e.., ensuring access to health 
services, management initiatives at district level, central level strategic initiatives). This latter form of 
support was increasingly allocated in a flexible form, e.g., being largely demand driven. 
 

                                                 
21 Due to non-compliance with agreements on capital investments in 1999. 
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The component on access to health services has been successful in supporting the development of 
mutual health insurance schemes and supporting structures at local, district and regional level, but less 
successful in support for developing a functioning exemptions system. Under HSPS III a number of 
studies have been undertaken; most recently, a study has been initiated on the impact of NHIS for 
access of the poor. The shifting finance environment, the launching of the NHIS in 2005 as the 
overarching coordinating body and the phasing out of fee exemptions and introduction of premium 
subsidies and increased decentralisation to district assemblies, has, however, called for a reconsideration 
of the Danish support in this area. As this HSPS III component directly supported the local, district 
and regional level, the programme is to some extent seen as bypassing the central structure. It is, 
however, acknowledged that Danida has established good working relationships with District Health 
Insurance Schemes and has comparative advantage in terms of technical expertise in relation to the 
substantial technical challenges faced by DHISs. Also Danida‘s input to the policy dialogue on the issue 
of insurance is appreciated. 
 
The component on management initiatives at district level and below has proved challenging to 
implement, especially in terms of translating lessons learnt from district initiatives and innovations to 
systems development at central level. The development and piloting of the CHPS (Community health 
planning and service) concept (mainly under HSPS II) has, however, been successful and is now fully 
integrated in the policy. Management initiatives are strongly on the agenda of the MOH in its attempt 
to improve results, and it is essential that MOH takes ownership in developing systems using the 
lessons learnt and starts implementing using general resources.  
 
The central level strategic initiative has covered support to strengthening of the regulation of the health 
sector, improving financial management and strengthening overall policy development and planning 
capacity of MOH, GHS and key private sector organisations. Among the latter, only CHAG was 
responsive to the type of assistance Danida could offer, hence CHAG was supported in capacity 
building for involvement in development and planning in the health sector and assisted to review and 
develop its strategies, structures and systems, particularly at the central level where the organisation is 
very weak. Except for the support to capacity building at CHAG, which is a private organisation, other 
activities in this area are in principle covered by the POW. In HSPS III, Danida attempted to channel 
its assistance to CHAG through GOG, but this mechanism has not proved successful due to delays in 
disbursements to CHAG. 
 
As the Danish government decided to scale up support for HIV/AIDS, a separate grant was given to 
GAC for the implementation of activities under the 2006 APOW and a bridging grant was committed 
for 2007 APOW activities (which are yet to be identified). GAC receives the Danish support under the 
M-SHAP. The M-SHAP includes an open basket as well as an earmarked basket. While the World 
Bank uses the open basket, and DfID a mix, the Danish support has been earmarked to five key areas 
within the NSF II. The performance of GAC on monitoring and evaluation has not been very 
convincing and the annual report for 2006 on the open basket from GAC was not satisfactory to World 
Bank and DfID. A recently conducted special financial and management review (RDE 2006) 
commended the decision to earmark the Danish contribution and recommended its continued use in 
the HSPS IV.  
 
HSPS II started one year into the POW I and it was decided to let it overlap with the first year of the 
POW II as it was envisaged that the process for development of POW II might be delayed (affecting 
the development of new programmes and disbursements by DPs), while funds would still be needed 
for implementation. This indeed proved useful for continuation of funding flows to BMCs as POW II 
was delayed and other key donors had to delay the start of their disbursements. A similar decision was 
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made for HSPS III and has proven equally useful as some other DPs have difficulties disbursing in the 
absence of a finalised POW III. 
 
Strategy 
The strategic approach to achieve poverty reduction that is adopted in the GPRS is to improve human 
development by helping Ghana implement its strategic programme for health, including the multi-
sectoral national strategic framework for combat of HIV/AIDS and the implementation of the NHIS. 
As in the previous phases the strategic approach is to ensure the highest possible degree of alignment 
and harmonisation with GOG policies, systems and procedures in accord with the intentions in the 
Paris Declaration and the G-JAS. Furthermore, in line with the joint programming principles in the G-
JAS, Danida has explored the possibility of using delegated financing arrangements.  
 
The general advantages of the SWAp in terms of national ownership, better co-ordination of resources, 
less transaction cost and improved efficiency are well-known. It is also generally agreed that these 
benefits are further enhanced when donor funds are pooled and provided as un-earmarked funding in 
the form of basket funding or even further enhanced when funding is completely integrated with the 
government budget.  
 
The decision to enter into basket funding that was taken ten years ago is still valid. In general, the 
experience is good and the specification of a fall back option has been useful. The strategic approach 
has been to continue the trend of progressively shifting the Danish support for MOH toward less 
earmarking by reducing the earmarked support as much as possible. The need for earmarking of funds 
for areas at risk of being sidelined within the POW is deemed less necessary. Further, the strategy is to 
move from basket funding to sector budget support that effectively integrates the Danish support with 
the GOG budget, see Chapter 4.1.1 for more details. Consequently, all financial support for 
implementation of the POW III will be provided as sector budget support. The sector budget support 
will be supplemented by technical assistance to capacity building in key areas to support the 
implementation of POW III.  
 
An important player in the development and implementation of the POWs is the private health sector, 
particularly the not-for-for profit providers who are important in delivering services to rural and remote 
areas. Further, CHAG has in the past been perceived as having a role in voicing concerns of civil 
society and especially vulnerable groups in the policy dialogue with MOH. The faith-based sector 
receives subsidies from the government in the form of salaries and some support for operational costs 
(item 2&3) through the Health Fund and as such would be covered through the sector budget support. 
However, while CHAG institutions receive subsidies for service delivery through MOH, the MOH 
support does not include the institutional strengthening that would enable CHAG and member 
institutions to manage resources more efficiently or to have a stronger voice in the policy dialogue. It 
has therefore been decided to include a separate component for strengthening of the organisation of 
private non-profit providers. Currently that avenue of support is identical with CHAG, but other 
options could materialise in the future. 
 
In HSPS II and III, local health insurance schemes have received considerable support and Danida has 
gained considerable experience in this area. In the new context, part of the activities for the component 
falls naturally within the MOH POW, part falls within the field of NHIS and should be integrated with 
any NHIS strategic plan and yet another part has the nature of community mobilisation and 
development of local welfare systems and would rightly fall under the District Assemblies (social 
services). Funding for activities within MOH POW is assumed to be covered by GOG and sector 
budget support and support for social service development in the districts is deemed to be outside the 
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scope of HSPS IV. Another choice of component could have been to support NHIS in the 
implementation of its strategic plan. However, the World Bank will provide support to NHIS for 
strengthening its policy capacity and coordination with key stakeholders on core issues such as 
contribution collections, risk equalisation and provider payment mechanisms and its administrative 
efficiency through financial management tools and training for National Health Insurance Council, 
district mutual health insurance schemes (DMHIS) and the provider network (World Bank 2007). 
Building on the comparative advantage of Danida in terms of good working relationships with DHISs 
and technical expertise, short term TA to support the NHIS will be continued. Danida will further 
continue to give high priority to participation in the sector dialogue on NHIS and on monitoring the 
development of NHIS, especially in relation to coverage for the poor. Danida‘s funds for short-term 
TA and studies could also be used in this area. The World Bank project assumes that Danida will 
contribute to studies on NHIS and the poor. 
 
In accordance with overall Danish priorities in development collaboration, an increased amount is 
allocated to the fight against HIV/AIDS. The national HIV/AIDS response in Ghana is multi-sectoral 
and coordinated by the GAC according to the NSF II. The support for multi-sectoral approach to 
HIV/AIDS is integrated into HSPS as a separate component. However, HSPS IV will indirectly be 
supporting more HIV/AIDS activities, since HIV/AIDS activities financed by the MOH under the 
POW III are aligned with the NSF II and will therefore indirectly be supported through the sector 
budget support under Component 1.  
 
HSPS IV covers a five year period from 2008-2012. The HSPS thus extends one year beyond the POW 
III. The last year‘s support to the implementation of the POW is subject to activities continuing in line 
with the POW III. It could have been decided to reduce the programme period to synchronize with the 
POW period as is commonly done by Danida elsewhere and by other DPs in Ghana. As in the past, 
however, it is likely to be strategic to have support available to continue activities in 2012, should the 
negotiations of a new POW for some reason be delayed, as was the case for both POW II and III.  
 
The SWAp has promoted a better analysed and comprehensive long term planning process for a shift 
in allocation of resources toward agreed priority services and levels. It has enabled the government and 
DPs to deal with a full range of public policy and resource allocation issues as opposed to more isolated 
project areas. The qualified policy dialogue between partners has put considerably broader demand on 
the technical capacity and time needed for DPs to remain well-versed on the details of the broader 
policy agenda. In this context the responsibility of being the sector-lead is especially demanding. It is a 
particular challenge in the context of shifting aid modalities to maintain and even strengthen the policy 
dialogue with the MOH, which has suffered somewhat in recent years.  
 
HSPS IV will support the process of strengthening dialogue with MOH, agencies, CHAG, MOFEP 
both in terms of policy issues, but also in terms of facilitation of a continued presence in the sector 
policy dialogue as the shift in aid modalities take place. It will do so by maintaining a small Health 
Sector Advisory Office (HSAO) during the initial years of the HSPS IV, cf. Draft TORs in Annex 5. 
The HSAO will provide technical advice to the RDE as well as to MOH, GHS, CHAG, DP sector 
lead, other DPs, NGO, CSOs and other private sector partners, as and when requested. Specifically, the 
HSAO will facilitate Danida‘s support to Ghana‘s health sector including monitoring of areas of 
priority; thereby enabling Danida – as well as other DPs - to continue to be qualified policy dialogue 
partners to the MOH and its agencies. The HSAO will not have any funding for implementation of 
their own and as such will not be directly involved in any implementation of the components. 
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3.3. Brief narrative summary of programme  

The programme objectives will be supported by a total grant amounting to DKK 425 million. The 
objectives will be addressed by providing support in three areas: financial support for the POW III, 
support to the strengthening of the capacity of the private non-profit sector to contribute to the 
implementation of the POW III and support to the implementation of the NSF II for HIV/AIDS. 
Component 1 and 2 represent the continuation of HSPS III activities, whereas component 3 is the 
continuation of the HIV/AIDS support granted separately in 2005.  
 
Component 1 – Financial support for the POW III 
The majority of support (70%) will be provided for the implementation of the POW III. Funding will 
be provided in the form of sector budget support in a joint arrangement with other DPs, presently 
RNE and DfID. Details of the mechanism and an MOU/CMA is in the process of being developed.  
 
The objectives, outputs and activities for this component coincide with those defined by the POW III 
and operationalised in the APOW. Progress will be monitored using the sector-wide indicators and 
milestones developed for the POW III by MOH and agreed by MOH and DPs. The sector policy 
dialogue will remain an important activity which will need particular attention in the transition from 
Health Fund to sector budget support. Notwithstanding the un-earmarking of previous focus areas, 
Danida will continue to monitor progress in these areas and will in its dialogue with the MOH, 
continue to emphasize the need to reflect these areas more prominently in the MOH/GHS plans and 
budgets. Un-earmarked funding is supplemented by support in the form of TA to improve capacity in 
MOH in the medium term in certain critical areas, see Chapter 3.4.  
 
Component 2 - Support to strengthening of the private sector 
The assistance to enable the private health sector to better support the POW implementation will 
comprise of DKK 25 million, the majority of which in the outset will be used for CHAG, but other 
options may emerge during the course of the programme. The support for CHAG will be used for 
assisting the institutional development of CHAG, the establishment of capacity to serve and promote 
the health needs of the poor, and to develop public health services across the country. This will be 
done by scaling up the systems and capacity of CHAG member institutions to provide accessible, high 
impact services with a focus on the poor, disadvantaged and vulnerable groups; by establishing an 
enduring CHAG capability to build the performance, coverage and access of Member Institutions; by 
improving CHAG capacity for health policy development, advocacy and engagement with government, 
particularly on public health issues and the needs of the poor; and by supporting the institutional 
development of CHAG and strengthening of the management systems and capacity of its Secretariat. 
The activities and inputs will be based on CHAG‘s five year strategic plan. To support capacity building 
long-term technical assistance will be placed at CHAG for up to 5 years, see section 3.4. 
 
Component 3 – Support to implementation of the NSF for HIV/AIDS 
Implementation of the national strategy in the fight against HIV/AIDS (2006-2010) will be funded 
with DKK 50 million. The focus of the support will be on three specific objectives within the NSF. 
The component will support cost-effective prevention programmes targeted at the reduction of new 
infections in high-risk vulnerable groups; enhance the enabling environment for comprehensive 
treatment, care and support of PLWHAs, including mechanisms to reduce financial barriers (for 
example support for life extending medicine for vulnerable groups), stigma and discrimination; and 
provide support to appropriate monitoring and evaluation systems that include performance 
monitoring and generate useful, up to date information and analysis of indicators in the NSF.  
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In line with the G-JAS and recognising DfID‘s history of technical presence in the HIV/AIDS sector, 
Danida has explored the option of entering into a silent partnership agreement (as the silent partner) 
with DfID. This option was not feasible, but DfID and Danida will share a local adviser in this area, 
see Chapter 4.3.6. 
 
Technical assistance, studies, training and reviews 
To supplement the direct financial support under the components, Danida will as previously have 
funds available for long-term TA, short-term TA, small research studies, training (e.g. fellowships) and 
sector reviews. The allocation of training opportunities will give priority to district-based female 
candidates from deprived areas. Furthermore, the HSAO will when requested function as a technical 
partner to the MOH, relevant agencies and the private health sector.  

3.4. Capacity development support  

The need for capacity development support has been identified in MOH and CHAG. Support to the 
implementation of POW III and to the strengthening of CHAG will require technical assistance for 
institutional capacity building in areas of management, planning, finance, system implementation, 
monitoring and evaluation in order to improve performance in the sector. To enhance capacity in these 
areas three international technical advisers will be attached to MOH and CHAG:  
 
a) Technical support to MOH 
The MOH is under pressure to deliver improved outputs and outcomes to justify the resources 
allocated to the sector. At the same time, MOH is facing increasing cost pressures, while the resource 
envelope is unlikely to continue growing at the same pace as in the past. As DPs increasingly shift 
resources to MDBS or sector budget support, the MOH will have to face the challenge of justifying 
increased contribution to the sector from GOG. In addition, deviations between appropriated budget 
and actual expenditures have in recent years been a cause for concern and maintaining budget 
credibility continues to present a substantial challenge. Several reviews have also pointed to poor 
management and lack of accountability mechanisms as factors behind the disappointing performance 
of the sector despite increased funding in recent years. In view of the increasing fragmentation in the 
sector and structural change in the sector, greater clarification of roles and responsibilities of MOH, 
GHS, NHIS, DAs is needed. MOH will need to develop and implement systems to become more 
effective in its collaboration with these various partners. MOH will also need to develop and implement 
mechanisms to strengthen accountability for results within the sector.. 
 
The capacity to develop and implement the above described systems is currently not present in MOH. 
MOH has therefore requested for two long-term technical advisers: 

 One Health Economics Adviser to be posted to the Planning and Budget Unit of PPME.  

 One Institutional Development and Governance Adviser to be posted to the Monitoring and 
Evaluation Unit of PPMED. 

 
Cf. Annex 2-3 for detailed job descriptions. 
 
b) Technical support to CHAG  
Both the External Review of CHAG and the organisation‘s senior management and Board identified 
the pressing need strengthen substantial aspects of the organisation and management of CHAG‘s 
Secretariat, as well as to assist CHAG Member Institutions in developing their own management 
systems and capacity.  Currently most senior management responsibilities rest on the shoulders of the 
Executive Secretary and significant re-organisation and development will be required to establish a 
strong team in the Secretariat that is capable of sharing these responsibilities more effectively.  While 
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short-term technical support can assist with specific needs, such as financial management and 
information systems, full-time technical support is required to help plan, organise and implement the 
wider programme of reforms within the organisation.  Capacity-building for senior managers will also 
be particularly important, including day-to-day support in developing effective management methods 
and practices. In addition considerable organisation and administration will be required of the inputs to 
support the scaling up of systems and capacity of MIs across the country and for other component 
activities.  For these reasons a full-time Management Adviser is considered essential for this 
component. 
 
Cf. Annex 4 for detailed job description. 
 
Management and organisation of the advisors  
The MOH advisers are envisaged to be needed for up to two to three years each. Provisions are, 
however, made to allow for an extension of one or both of the advisers or recruitment of new advisers 
in the same or a different areas; a total of nine (9) person years of technical assistance for the MOH is 
budgeted. The CHAG adviser is envisaged to be needed for a period of 5 years. All advisers will work 
within MOH or CHAG and with designated counterparts. They will report to their head of department 
working within those institutions. It is expected that the advisers will be phased out during or at the 
end of the programme period.  
 

3.5. Coherence with national policies and other sector activities  

There is full alignment between HSPS IV and the national policies, e.g., the GPRS II, the national 
health policy, the POW III and the NSF II for HIV/AIDS, in terms of content, objectives, sector 
monitoring and indicators. Moreover Danida is supporting harmonisation efforts with respect to 
planning and budgeting, procurement, reviews, monitoring and evaluation of health sector 
development in the context of the SWAp in health and the M-SHAP for multi-sectoral support to 
combat HIV/AIDS. Danida is depending on the national HMIS to provide a reliable set of core health 
indicators and the GAC and NACP for HIV/AIDS indicators. 
 
The objectives of the POW III reflect the objectives of the GPRSII and are guided by the pursuit of 
the MDGs to which Ghana is committed. The programme will support MDGs 1, 4, 5 and 6:  
MDG Target 

MDG 1: Eradicate 
extreme poverty and 
hunger 

Target 2: Reduce, by one half, the proportion of people who suffer from hunger. For Ghana one of the 
indicators is to reduce by one half  the prevalence of child malnutrition (% of children under 5) from 
1990 to 2015.  

MDG 4: Reduce child 
mortality  

Target 5: Reduce by two-thirds the under five mortality; i.e., between 1990 and 2015 reduce IMR from 
77 to 25 deaths per 1,000 live birth and U5MR from 144 to 42 deaths per 1,000 live births. 

MDG 5: Improve 
maternal health 

Target 6 Reduce maternal mortality by three quarters; i.e., between 1990 and 2015 reduce MMR from 
210-740 to 54 per 100,000. 

MDG 6: Combat 
HIV/AIDS, malaria and 
other diseases 

Target 7: By 2015 halt and begin to reverse the spread of HIV/AIDS; i.e., reduce HIV prevalence from 
less than 2% to less than 1%. 

Target 8: By 2015, halt and begin to reverse the incidence of malaria and other major diseases 

 
Component 1 will address all four MDGs directly as the POW III is guided by the MDG targets; 
Component 2 will address the MDGs indirectly as the strengthening of the capacity of CHAG is 
expected to result in a more efficient operation of the private non-profit sector which often operate in 
remote and rural areas thus targeting groups that are more at risk. Component 3 will contribute to 
MDG 6, target 7 directly and may indirectly affect target 8 by reducing opportunistic infections and 
incidence of TB and to MDG 4 by reducing mother to child transmission.  
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3.6. Measures to address cross-cutting issues and priority themes  

Gender  
The programme supports the POW III and HIV/AIDS NSF II in which gender issues are integrated, 
see Chapter 2.7, and which include interventions geared towards institutionalising gender approaches 
and towards previously under-served groups such as girls and women‘s health and preventive activities. 
The RDE will raise issues related to gender in the policy dialogue with MOH. See Gender Equality 
Rolling Plan in Annex 7.  
 
The beneficiaries of the component two outputs will include the people served by CHAG health 
facilities. CHAG has estimated that they serve approximately 35-40% of the national population 
(CHAG 2006a). Women and children make up a high proportion of CHAG‘s users. In addition, 
CHAG institutions play a major role in serving poor and remote areas of the county with limited access 
to health care.   
 
In component three gender equality is addressed chiefly in sub-component (3.1), ‗cost-effective 
prevention‘, where support will be directed toward some of the most marginalised groups of 
girls/women who are particularly vulnerable to HIV, i.e., CSWs and female porters. This is also where 
some support can go to MSMs as a group of men that are both highly stigmatised and very vulnerable.  
 
Finally, the allocation of fellowships (e.g. Master of International Health in Copenhagen) will continue 
to give priority to female district-based candidates from deprived districts. 
 
HIV/AIDS 
HIV/AIDS is a major intervention area and is addressed with direct support to the multi-sectoral 
response in Component 3. Component 2 provide funding for implementation of POW III including 
HIV/AIDS treatment and care. 
 
Children and Youth 
Children and youth are one of the priority population groups identified in both POW III and  
HIV/AIDS NSF II. The support provided under component 1 and 3 both contribute to addressing 
child and youth health issues, in POW through child care programmes and reproductive health 
programmes and in NSF with particular emphasis on adolescents, but also OVCs, see also Chapter 2.7. 
In component three the activities in sub-component (3.1) are directed toward children and youth, and 
sub-component (3.2) will ensure that useful information is generated and disseminated about 
HIV/AIDS issues affecting this group 
 
Environment 
The programme will have only a limited impact on the environment, cf. Environmental screening note 
in Annex 8. Component 1 will enable MOH to adopt, disseminate and implement the medical waste 
management policy.  
 
Democratisation, Good Governance and Human Rights 
The programme will support improvement of accountability and transparency at all levels of the health 
system, as well as in CHAG and GAC. In the policy dialogue, Danida will focus on the rights of the 
poor to equitable access for health services.  The support under component two to strengthening the 
management of MIs will include strengthening their accountability to the people and communities they 
serve. For component three both sub-component (3.1) and (3.2) are aimed at addressing the needs of 
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highly stigmatised and discriminated groups. Together with sub-component (3.3), they will be able to 
help generate information that can also be used for advocacy on behalf of reducing stigma and 
targeting resources to more effectively for such groups. Further, in both sub-components (3.1) and 
(3.2) civil society is involved through work with peer support strategies, direct stakeholder involvement, 
and local/international NGOs – as well as government institutions.  
 
The Health Fund and SBS modalities may generally reduce NGOs/CSOs‘ ability to obtain funding, 
thereby possibly reducing civil society interaction in the sector. While the support for CHAG to some 
extent mitigates this problem it is still a cause for concern. Ensuring funding through government and 
other channels as well as access and voice in platforms where health issues are discussed (e.g. the 
Health Summits) should be given priority. 
 
 
RDE will raise cross-cutting issues in the policy dialogue with the MOH and GAC. 
 

3.7.  Adherence to key Danish policies and principles  

HSPS IV is formulated within the framework of the Ghana-Denmark Partnership Strategy for 
Development Co-operation 2004-2008. In line with the Paris Declaration on Aid Effectiveness and the 
G-JAS the programme aims to promote ownership, harmonisation and alignment. Ownership is 
ensured through the support to the POW III and the NSF II that has been developed by the national 
authorities in dialogue with DPs.  
 
Danida will contribute to increased harmonisation of aid by active participation in development and 
implementation of common management arrangements at sector level and in general, e.g., common 
framework for allowances, by using joint review and monitoring procedures and by relying on existing 
joint analyses.  
 
Being mainly support to the implementation of the POW III and NSF II, HSPS IV is aligned with 
GOG priorities. The support to national structures also aims to follow national procedures for financial 
management and procurement. The support provided as sector budget support will be integrated in the 
GOG budget and subject to Parliamentary control. 

 
 
 

4. Components 

4.1. Component 1:  Financial support for the POW III 

4.1.1. Context 

Past experiences 
Danida has provided sector programme support to the health sector in Ghana for more than ten years 
and in the past ten years doing so at least partly in the form of flexible un-earmarked funding22, see 
Chapter 1 & 3.2.  Danida was among the lead donors providing un-earmarked flexible funding through 
the Health Fund for the implementation of the POW I in HSPS II.  A set of minimum requirements 
had to be met by MOH to allow any disbursements. Further, as a measure to mitigate the risk if MOH 

                                                 
22 In previous programmes denoted budgetary support or budget support. 
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would not live up to expectations, a fall-back scenario was specified that allowed shifting the balance 
between earmarked and un-earmarked funding. The fall-back option was used once in HSPS II (in 
2000) due to non-compliance with the agreements on capital investments in 1999. Instead, earmarking 
was used to ensure reimbursement of exemptions in the deprived regions fully in line with POW I. 
 
In HSPS III, Danida continued the provision of un-earmarked flexible funding through the Health 
Fund, allocating a slightly higher percentage of the total frame and again specifying a fall-back position 
as risk mitigation instrument and again overlapping with one year with the next POW. In September 
2006, Danida once more suspended its use of the Health Fund and used the fallback position to 
allocate an instalment of 27 million DKK as earmarked funding to specific poverty alleviating activities 
at district level, primarily to High Impact Rapid Delivery (HIRD) and reimbursement of user fee 
exemptions in the four most deprived regions. The decision was taken as it was realised that MOH had 
not adhered to the agreed priorities as reflected in the 2005 budget. There was overspending on capital 
investments while transfer of funds for service providers to compensate for exemptions from user fees 
had not taken place as agreed. Further, there had been significant delays in the disbursement of donor-
pooled funds to the district level, severely affecting the implementation of activities at ground level. 
Meanwhile, the quality of the policy dialogue had deteriorated, being less frank and open about strategic 
directions, not sharing successes and in particular not problems, the latter significantly reducing the 
possibility of finding common and acceptable solutions.  
 
The 2007 budget proposal, which was presented to DPs at the Health Summit in November 2006, had 
a 37% financing gap and a considerable amount for capital investment, presenting the risk of the 
financing gap falling primarily on the services and administration expenditures. Although a number of 
DPs including Netherlands, DfID, USAID and Denmark had not at that point announced their 
contribution to the health sector for 2007, the gap was considerable and beyond what could be 
expected from the additional donor funds. As a consequence RDE decided to refrain from signing the 
Summit‘s Aide Memoire and to suggest a continuation of the earmarked funding to specific poverty 
focused activities within the 2007 APOW, e.g., HIRD, finance and pilot a programme for subsidising 
NHIS registration of the poor who are not classified as indigents under the NHIS. The final 2007 
APOW that was presented in January 2007, however, includes a balanced budget that indicates 
estimated funding needs, agreed allocations and funding gaps (now 25%) that would be filled should 
additional funding become available. The gaps are mainly in item 4 (Capital investments), thus giving 
priority to operational expenditures. The RDE/MOFA-Copenhagen has therefore decided that should 
any additional funds become available for the health sector in 2007 they will be allocated as un-
earmarked funds to the Health Fund. 
 
Since HSPS I 1994-1998, Danida has focused on primary health care interventions aimed at the poorest 
Ghanaians with the highest mortality rates. This pro-poor focus continued in the policy dialogue, e.g. 
when the fall-back position option was utilised to support HIRD (High Impact Rapid Delivery) and to 
facilitate payment of arrears for exemptions. The major poverty related problem is that Ghana has very 
high user fees and the non-functioning exemption scheme, due to the expectation that the poor will be 
covered by NHIS. 

Improving access for the poor to health services have particularly focused on two areas. Firstly, 
securing sufficient funding at the primary level (e.g. district and below). Increasing funding for this level 
was one of the successes of POW I. During POW II the proportional recurrent spending at district 
level was maintained. The second focus area is to secure free access to health services for the poor. 
Exempting poor people from user charges was for a long time Danida‘s main point in the policy 
dialogue with MOH, not least because Ghana has the highest user charges in any African country 
supported by Danida. The implementation of exemptions, however, met with a number of difficulties, 
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cf. Chapter 2.5. After the introduction of NHIS, Danida shifted its focus towards the challenge of 
ensuring enrolment of poor people for free into the NHIS, cf. Chapter 2.8. 
 
Opportunities 
The Health Fund is administrated by the MOH and can only be used for item 2-423. It is part of the 
comprehensive budget developed by MOH for the sector and included in the MTEF-ceilings provided 
to BMCs for planning. DPs disburse directly to the Health Fund which is managed by MOH. Funds 
are released directly to BMCs following the same procedures as for GOG funds. In the past, DPs, and 
Danida in particular, have been able to frontload the Health Fund, thereby enabling a smooth cash-
flow to BMCs as disbursement of GOG funds tended to be late, often towards the latter half of the 
year. This has allowed BMCs to start implementation of activities from the beginning of the year. The 
implementation arrangements for the Health Fund have been developed over a ten year period and 
have generally been working well. Satisfactory and timely audited financial statements have been 
provided as required. The Health Fund is, however, not integrated in the GOG consolidated fund, 
although it is approved by the Parliament as part of the health sector budget.  
 
Sector budget support means that DPs will channel funds through MOFEP that will be earmarked for 
the health sector. The support will hence be integrated into the budget together with Ghana‘s domestic 
resources by becoming part of the Consolidated Fund and being fully handled within the framework of 
the national budget process. MOFEP would release funds on the request from MOH using normal 
GOG procedures and giving the same supervisory responsibility to MOFEP over both GOG and the 
sector budget support, i.e., financially aligning GOG funds and sector budget support.  

 
Basket funding as designed in the Health Fund and Sector Budget Support (SBS) are both characterised 
by aiming at increasing predictability and transparency in the funding of the budget, promoting rational 
and efficient spending of total resources (from government and DPs) consistent with government 
priorities, focusing on outcomes and results of the total spending and reducing government and DP 
transaction costs. Both funding mechanisms are based on a country-led strategic dialogue and 
prioritisation on how best to address sector objectives, are country-owned and use and enhance the 
government systems and procedures for public expenditure, for example, the national procurement 
system. The government system is, however, used to a varying extent.  
 
The SBS differs from the present Health Fund arrangements with regard to the line items covered. 
Unless otherwise specified it must be expected that the support would be used for all line items, 
including item 1 (Salaries). Disbursement delays have caused problems. Timeliness of disbursements 
has been subject to delays that originate from MOFEP due to bureaucratic procedures, cash flow 
problems or other factors. In 2006, GOG funds for item 2 (Administration) for health was released to 
Districts creating some problems in accessing funds (JSR 2007). MOFEP is considering using the same 
avenue for item 3 (Service delivery). Denmark is already providing support to the MDBS, and in that 
context has already assessed the PFM system and found it acceptable and will through the MDBS 
contribute to its continued strengthening. 
 
DfID and the Netherlands intend to move to sector budget support from 2008. The RNE has started a 
process for developing the modalities, requirements and implementation arrangements for moving 
towards sector budget support, starting with a review of the options that was favourable towards the 
shift to sector budget support (RNE 2007). The World Bank has recently decided to use the Health 

                                                 
23 Due to World Bank restrictions on payment of salaries (item 1) in the past. 
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Fund to channel some of its earmarked funding for a child survival project. UNFPA is still contributing 
a minor amount to the Health Fund. 

4.1.2. Strategy  

The main strategy is to support the implementation of POW III by providing flexible un-earmarked 
funding for the health sector that is on the national budget, part of the consolidated fund and is 
managed the same way as the GOG funding. This implies that the funding should be provided as 
sector budget support. Generally, the aim is to limit the earmarking of funds and to channel as many 
funds as possible through basket funding or sector budget support, depending on the quality of 
planning, financial management and implementation according to agreed priorities.  
 
It is, however, a precondition for the provision of flexible un-earmarked funding that there is  

- an agreed POW III including proper milestones, indicators and targets, including agreed lower 
limits for proportion of the budget allocated to the health sector and for proportion of MOH 
recurrent expenditures at district level and below 

- an agreed prioritised Capital Investment Plan specifying allocations to central, regional and 
district level 

- an MOU (or similar) that includes specification of common management arrangements possibly 
through reference to a CMA III. 

 
The POW III with indicators, milestones and targets will be presented for adoption at the Health 
Summit in November 2007. Further, a draft capital investment plan has been developed and will be 
presented by MOH to DPs prior to the Health Summit. A framework memorandum for SBS is in the 
process of being developed.  
 
The yearly disbursement of un-earmarked funds rests on the assumption that the priorities and 
commitment of GOG to the health sector and to access to basic services for the poor is reflected in 
terms of progress towards selected targets and milestones (to be harmonised with the agreed list of 
indicators, targets and milestones for POWIII): 

- Continued commitment of the GOG to the health sector as reflected in the percentage 
allocation of recurrent government spending for the health sector that progress towards the 
Abuja target.  

- A target minimum allocation to district level services. Actual expenditures for district and sub-
district level services cannot easily be reported and compared to the budget allocation at 
present, but the financial monitoring system is gradually being improved to allow for centrally 
procured items to be linked to beneficiary institution more easily.  

- By end 2010 a system for effective reporting of resource utilisation on the levels of service 
should be in place.  

- Commitment to pro-poor policies: Proportion of valid NHIS card-holders among the poor 
(ratio of lowest socio-economic quintile to population)  

 
The targets and definitions will be specified as part of the finalisation of the POW III indicators, 
milestones and targets to be adopted at the Health Summit in November 2007 and may further need to 
be refined as the negotiations with MOH/MOFEP/RNE/DfID on the development of the specifics 
of the SBS modality evolves. 
 
Further, the provision of flexible un-earmarked funding, rests on the basic assumptions that 

- an acceptable and realistic annual plan and budget is available; 

- the budget reflects the true priorities and the credibility of the budget is reflected in the 
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implementation according to the budget, not just in terms of overall budget execution, but also 
in terms of the expenditure structure24; 

- there is timely disbursement of funds to the BMCs as the effective implementation of the POW 
and MTEF plans depends heavily on timely release of the approved budget25; 

- procurement follows the national procurement guidelines; 

- annual audited financial statements are submitted timely and that other implementation 
arrangements as agreed in the MOU are adhered to. 

 
In terms of the modality for channelling flexible un-earmarked funds, the option is to continue using 
the Health Fund or to join DfID and Netherlands in the sector budget support. In favour of shifting to 
sector budget support is the general advantages of a harmonised and aligned approach by DPs and that 
Danida is already using the MDBS modality. The concerns raised regarding using the sector budget 
modality is that it may not have been developed by the start of HSPS IV, that funding for the sector 
will be reduced, that there is a risk of delays in the disbursement of funds to BMCs. It is, however, 
deemed that these concerns can be addressed through capacity development in MOH/PPMED, 
through agreements and close monitoring and that the benefits of sector budget support exceed the 
potential short term disadvantages.   
 
There is a risk that the sector policy dialogue between MOH and DPs may suffer because of the shift 
to sector budget support, which gives MOFEP a much stronger role. It is, however, assumed that the 
policy dialogue will continue. The focus of the dialogue will be on the sector‘s share of the overall 
government budget, timeliness and the quality of central public expenditure management; the contents, 
comprehensiveness and quality of sector policies and implementation plans, in particular with regard to 
addressing key challenges, implementation capacity, and the sector expenditure plan, including the 
shares of overall sector spending going to pro-poor expenditure categories and the inclusion of the 
poor in NHIS.  
 
Fall-back position on unearmarked financial support 
Danida is confident that the GOG will honour its commitments as stated in the POW III. In the 
unlikely case that problems prevent Danida from allocating flexible un-earmarked funds due to non-
compliance with the key assumptions listed above, Danida will have the option to earmark all or part of 
its support for poverty-oriented interventions in line with the priorities of the agreed POW and budget, 
for example support for HIRD, support for district level services, support for enrolment of the poor in 
the NHIS. The specific details of such earmarking will be decided depending on the circumstances. 
Such a decision will not be taken without formal consultations between Danida, GOG and DPs. 
Discussions would include the reasons for falling short of meeting agreed requirements and the need 
for mitigating actions.  

4.1.3. Objectives, outputs and main activities 

This component will provide direct financial support to the implementation of the POWIII through 
sector budget support. The overall objectives for this component therefore coincide with the objectives 
of POWIII, see section 2.4.2, while the immediate objective is to enable the health sector to achieve its 
objectives. 
 

                                                 
24 Note that there may be good reasons for change in the expenditure structure that could be brought out in a well-functioning policy 

dialogue. 
25 Timely disbursement means that normally by end July around 75 % of total recurrent budget should have been mobilised and 

disbursed to BMCs; and ideally around 50% of  the recurrent budget should have been spent. On average these percentages would be 

expected, although there may be variations occurring due to bulk purchasing, timing of campaigns etc. 
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The outputs and activities are those defined by POWIII and operationalised in the annual POWs that 
are approved annually following the procedures agreed in the MOU (or similar). The MOU is yet to be 
developed, but is expected to be ready in late 2007. Danida will participate in the development of an 
MOU. 

4.1.4. Inputs and budget 

Inputs from Government: GOG will provide funding in accordance with the MTEF and POW III and 
as specified in the agreed annual POW. MOH will ensure that counterparts are appointed and available 
to work with TA. MOH will further provide adequate office space for the advisers. 

 
Inputs from Danida: The inputs from Danida will consist of DKK 340 Million in funding for the 
implementation of activities under POW III. In addition, Danida will provide funding for up to 8 
person years of long-term technical assistance, cf. Chapter 3.4. 

4.1.5. Sustainability and replicability issues 

Achieving financial sustainability is not realistic in the short and medium term in view of the significant 
resources required to allow for scaling up of priority interventions in the health sector in order to reach 
the MDG targets. Danida is contributing to reducing the sector‘s existing financing gap in the short 
term. Danida‘s support does contribute to institutional and technical sustainability of the health system 
through long-term technical assistance aimed at capacity development in health economics related to 
public financial management and in organisation and institutional development. 

4.1.6. Implementation arrangements  

The implementation procedures will be the implementation arrangements agreed upon with MOFEP, 
MOH and DPs as stipulated in the MOU for the SBS.  No separate steering committee will be needed. 
The MOU for the SBS will describe the management and organisation set-up.  The mechanisms for 
flow of funds, financial management and procurement will follow the agreements of the MOU. The 
indicators, targets and milestones for achievement will be the indicators of POW III and GPRS II (& 
III). See Annex 9 for the POW III draft indicators and milestones. Danida will participate in the 
development of the indicators, targets and milestones.  Danida will participate in the annual JSRs, but 
will reserve the right to undertake own reviews should it be necessary.  

4.2. Component 2:  Support to private health sector 

4.2.1. Context 

Background 
Importance of the private sector - The private health sector is an important factor in health service 
delivery in Ghana. In 2003, the private health sector was providing 42% of health care services in the 
country, and 35% of the institutional deliveries took place in private health facilities.  The sector 
employs over 300 medical and dental practitioners, 400 nurses and midwives, 1200 pharmacists, 10000 
chemical sellers, and an unknown number of diagnostic facility operators. About a third of the medical 
and dental practitioners in Ghana and almost 80% of all pharmacists are employed in the private health 
sector. According the Core Welfare Indicator Questionnaire (CWIQ) Survey 2003, 63% of respondents 
found the services too expensive at GHS facilities compared to 37% for private clinics and 22% for 
mission hospitals. In the future the private sector share of the market is expected to increase even more 
as private facilities are accredited with NHIS and members are free to use the service provider of their 
choice. 
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Private not-for-profit providers include faith-based organisations (CHAG and a few Islamic 
organisations) and CSOs including NGOs. This sub-sector is particularly important for service delivery 
in remote rural areas. It is estimated that CHAG is the main provider of health services for 35-40% of 
Ghana‘s people. Many of its facilities are located in remote rural locations with substantial poor and 
marginalized populations.  There are a few NGOs providing public health services, such as 
immunisation and family planning. For example Planned Parenthood Association of Ghana (PPAG) 
around the country runs more than 40 adolescent clinics, providing reproductive health services, 
contraceptive distribution and youth outreach. 
 
Private self-financing (for-profit) health practitioners comprise of allopathic practitioners, chemical 
sellers, traditional/alternative medicine practitioners, not excluding traditional birth attendants, nurse 
practitioners and midwives. The private self-financing providers predominantly provide curative care 
and the most educated professionals tend to concentrate in urban areas. Approximately 85% of 
pharmacies are located in Greater Accra and Ashanti Regions, primarily in urban areas, leaving licensed 
chemical sellers and drug peddlers as most important sources of medical advice and medicine in many 
communities. Similarly, almost 60% of private NHIS accredited facilities are located in Greater Accra 
and Ashanti Regions, but 12% are located in the 4 deprived regions. Informal health care providers 
(e.g. traditional healers, chemical sellers, medicine peddlers) are among the principal health care choices 
for consumers, especially among the poor who tend to choose self-medication more often. 
 
Regulation of the private sector - The regulation of professional practice and private instituions to 
ensure quality health services and appropriateness in distribution of health practitioners is the 
responsibility of the Statutory Bodies: the Ghana Medical and Dental Council, the Private Hospitals 
and Maternity Homes Board, the Pharmacy Council, the Food and Drugs Board and the Nurses and 
Midwives Council. The regulatory framework for private hospitals, clinics and maternity homes are 
generally outdated. A number of new services, e.g. diagnostics, have emerged and remain unregulated. 
As a result of unclear roles, functional overlaps and lack of enforcement, many new facilities are 
operating without appropriate authority and supervision. The listed number of private health care 
facilities (hospitals, clinics and maternity homes) is around 4000, of which only so far (August 2007) 
393 had been accredited for service delivery under NHIS.  Draft legislation has been developed and 
submitted to the Attorney General‘s department.  
 
Public Private Partnership - The importance of collaboration with the private sector to increase 
coverage of services has long been recognised by the MOH and has been part of the POWs for more 
than a decade. Private sector collaboration in POWIII is both mainstreamed into the priority activities 
under different programme objectives and part of a programme objective relating to partnerships, 
coordination and collaboration.  
 
MOH has provided input-subsidies in the form of salary supplements and seconded staff to CHAG 
health facilities since the mid 1960s. Some CHAG hospitals that have been designated as district 
hospitals in addition receive funds to cover other running costs - in all approximately 80% of their 
recurrent funding comes from the MOH. 
 
Collaboration with stakeholders on planning initiatives has taken place on occasional basis, but other 
initiatives to increase PPP have shown limited progress. Public funding of service contract to private 
health sector actors is done to a very limited scale (mainly in vertical public health programs). MOH has 
sponsored private sector capacity building, and information dissemination activities. One avenue for 
future development is contracting out of services to a larger extent. Other options suggested by the JSR 
2006 include setting up a micro-credit scheme for providers who want to settle in under-served areas. 
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The scope of collaboration needs to be expanded to include private informal providers for example in 
relation to community based delivery of child health interventions including common conditions like 
malaria and ARI by working with local private practitioners, chemists, drug sellers and traditional 
healers.  
 
The mission sector is well-organised, therefore making it a natural starting point for PPP. The Christian 
Health Association of Ghana (CHAG) was founded forty years ago and is one of the oldest church 
health organisations in Africa. CHAG consists of 16 Christian Churches plus the 58 hospitals, 84 
primary level services and 9 nurse and midwifery training schools, who make up its Member 
Institutions (MIs). It was established to promote competent total health care for the people it serves 
and to foster a closer partnership between church related services and the MOH. On the contrary the 
private for profit providers are not well-organised although there are several professional bodies such 
as the Registered Nurses and midwives Association and the Ghana Medical Association, which play 
important roles in developing the professional standards and in advocacy. 
 
Previous experiences 
Under Component 5 of HSPS III Danida supported CHAG, a census of the private sector and the 
regulatory bodies with a view to ensuring quality health services, and to regulation of the private sector.  
HSPS II and III sought to support the strengthening of public-private collaboration and partnerships.  
While this was initially broadly defined to include both the non-profit and for-profit private sectors, it 
proved difficult to identify and develop appropriate and effective interventions that involved the for-
profit sector, particularly given the limited level of resources available for activities with the private 
sector.  As a result, HSPS III implementation came to focus on assisting collaboration between the 
public sector and CHAG, whose members make up most of Ghana‘s non-profit health care providers 
and whose services have particular importance for reaching poor and under-served populations. 
 
CHAG was supported in developing and implementing a five-year Strategic Plan (2003-2007) (CHAG 
2003). The Plan‘s purpose was to improve health service delivery and utilization for all people living in 
Ghana, especially the poor and marginalized, with three immediate objectives: 

 Strengthen the management of CHAG health facilities and programmes 

 Improve the quality of services and financial accessibility for users 

 Strengthen the CHAG secretariat to perform its core functions for MIs. 
 
A recent external review of CHAG and the achievement of its 5-year Strategic Plan (Haddon et al 2007) 
concluded that: 

 CHAG had made good progress in building relations with the MOH and mobilising resources 
for MIs 

 Its advocacy was effective in achieving a MOU with the MOH and parity between government 
and CHAG staff remuneration 

 It contributed significantly to the design of the NHIS 

 It introduced comprehensive annual peer appraisals of all its hospitals, which also helped 
improve their management and service delivery.  

 
The review also identified some important challenges that CHAG faced: 

 CHAG had focused strongly on resource mobilisation and had surrendered its leading role in 
promoting public health and the needs of the poor. 
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 Although MIs continue to be a major source of health care for under-served and disadvantaged 
communities, nevertheless there are still serious financial and other barriers which limit access 
of the poor to their services 

 A number of MIs have serious difficulties in accessing financial and other resources and with 
their management and organisation. CHAG‘s initiatives to provide direct support for MIs 
(including strengthening their management systems) were significantly below the targets of the 
Strategic Plan  

 Activities to improve the quality of services received only limited attention 

 CHAG‘s contribution to policy development for the health sector and other interaction with 
MOH/GHS did not take full advantage of the increasing opportunities available at national, 
regional and district levels. 

 Within CHAG, changes to organisational structures and the division of responsibility between 
various actors has reduced the voice of MIs and strengthened that of the health co-ordinating 
units within the church health authorities, which in turn has seriously weakened the links 
between CHAG and its MIs, its accountability to them and their commitment and involvement 

 CHAG structures are not yet well established or sustainable at regional level 

 CHAG‘s senior-level technical/professional capacity is constrained, which limited the ability of 
the organisation to fully implement its Strategic Plan 

 The management systems of the CHAG Secretariat are inadequate for the needs of the 
organisation, especially in finance and for engaging more effectively with government. 

The 2006 appraisal of all CHAG hospitals also identified a number of specific aspects of MI 
management and organisation which needed strengthening (CHAG 2006). While the Strategic Plan 
included some modest targets in this regard, there were insufficient resources (both financial and 
internal technical capacity within the CHAG Secretariat) to achieve these successfully. MIs made it clear 
during the appraisal that a priority for them was direct support from CHAG in strengthening the 
management of their services.  

4.2.2. Strategy 

One of the 4 guiding principles in the Health Sector POW III is that health is multi-dimensional in nature 
and requires partnerships, which is also reflected in the 4th strategic objective of POW III. The document 
thus emphasizes the development of the private sector role in health service delivery and the 
strengthening of government collaboration with CHAG (the largest private provider of health care 
services), as well as with other private sector partners. In addition, the role of CHAG and its members 
will be indispensable for achieving two of the other three POW strategic objectives – rapid scaling up 
of interventions and services for targeting the poor; and strengthening health system capacity to sustain 
high coverage and expand access to quality of health services.  
 
Contributing effectively to these strategic objectives will place major demands on both CHAG and its 
MIs. At the same time however, the roll-out of NHIS could make available significant additional 
funding to MIs, if they can access these funds, for increasing the provision and accessibility of their 
health services, especially for the poor. The capacity of both CHAG and its MIs to undertake and fulfill 
their increased responsibilities will therefore be of considerable significance for achieving the targets of 
POW III. If CHAG can become a stronger player at national and regional level and increase the 
provision of more accessible services, it has the potential for making a substantial contribution to the 
achievement of the health sector strategic objectives.  
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Danida support for CHAG under HSPS III was valuable in supporting and building the organisation, 
but it is clear from the external review that insufficient attention was given to its institutional 
development and the management systems and capacity of its Secretariat, which were seen as vital for 
enabling CHAG to engage effectively with the public sector at national, regional and district levels and 
to realize their full potential in health service delivery. Significant aspects of the organisation and its 
MIs remain weak and to achieve its full potential, four key aspects of CHAG need significant 
strengthening: 

 Focus of the organisation on the needs of the poor and the promotion of public health 

 Capacity to engage in health sector development at national and regional level, particularly in 
promoting the needs of the poor and developing public health services 

 The management and organisation of CHAG Member Institutions 

 The performance and capacity of CHAG‘s systems, organisational structures, management and 
staff, especially of its national Secretariat 

 
While the CHAG Secretariat and its organisational structures have ongoing support from the MOH 
(which provides remuneration of its core staff) and they raise additional funding from other sources 
(Northern church organisations, project funding and modest membership dues) for other recurrent 
costs, it lacks the developmental resources for organisational and management reform and to establish 
the organisational capacity it requires to perform effectively.  
 
For HSPS IV to support activities with private-for-profit health care providers as well as with CHAG 
would require a major new initiative. Moreover it is unlikely there would be sufficient resources to 
support both of them effectively.  Compelling strategies and rationale for a private-for-profit initiative 
did not emerge from the private sector work of HSPS III or from the planning of HSPS IV. This 
suggests it will be more appropriate and effective for Danida to continue its support for the 
development of non-profit health care provision through CHAG, rather than switching its focus or 
attempting to cover both the non-profit and for-profit sectors.  The option will remain open to change 
this focus to support to other non-profit activities in small scale or on a broader scale should serious 
difficulties emerge during the implementation of HSPS IV in the support for CHAG. 

4.2.3. Objectives, Outputs and Main Activities 

Overall objective  
To assist the institutional development of the private health sector, particularly non-profit 
organizations, and the establishment of an enduring capacity to serve and promote the health 
needs of the poor, to support and strengthen health service delivery and to develop public 
health services across the country.. 

 
Immediate Objectives 

1. Scale up the systems and capacity of CHAG MIs to provide accessible, high impact services 
with a focus on the poor, disadvantaged and vulnerable groups  

2.  Establish an enduring CHAG capability to build the performance, coverage and access of 
Member Institutions 

3. Improve CHAG capacity for health policy development, advocacy and engagement with 
government, particularly on public health issues and the needs of the poor 

4. Support the institutional development of CHAG and strengthening of the management 
systems and capacity of its Secretariat 
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These objectives link CHAG‘s development to the Strategic Objectives of the POW III and will enable 
CHAG to contribute more effectively to their achievement. 
 
Danida will provide support to CHAG in 2007 to prepare a second 5-year Strategic Plan for 2008-2012 
and reach agreement with CHAG on the elements of this plan that it will support, consistent with the 
objectives of this component. This Strategic Plan will indicate the extent of change and improvements 
to be achieved and establish clear targets, indicators and milestones for each objective. Based on 
discussions with CHAG, it may include the following outputs and main activities. 
 
Activities to support other private sector initiatives will be identified in the course of the programme 
period. Immediate objectives will be developed as part of the project proposals for such activities. 
 
Outputs 
a) Scaled up systems and capacity of Member Institutions 

 Coverage of high impact health interventions has improved 

 Improved quality of care and referral systems at CHAG MIs 

 Increased public health services and activities by MIs  

 Financial and other barriers reduced or removed at most MIs and increase in coverage of 
poor, disadvantaged and vulnerable groups 

 Robust MI financial management  

 Improved MI management of staff, facilities, equipment and other resources 

 MIs accessing increased NHIS funding and substantial proportion of coverage population 
registered (especially the poor, disadvantaged and vulnerable groups) 

 
b) CHAG capability to build MI performance, coverage and access 

 Annual peer appraisals and planning for all CHAG hospitals and PHC services 

 Regional monitoring and follow-up of MI performance  

 An ongoing CHAG management development initiative that is strengthening priority 
management systems and capacity of MIs.  

 
c) CHAG capacity for policy development, advocacy and engagement  

 Active Partnership Steering Committee with MOH 

 Effective CHAG input on public health policies and improved services for the poor, both 
at national and regional level 

 Advocacy by CHAG on priority public health issues and addressing the needs of the poor. 
 
d) Institutional development and strengthened Secretariat management systems and capacity 

 Active involvement of Churches, MIs and other major stakeholders in CHAG decision-
making and programmes 

 A strong CHAG presence with good MI involvement at regional level 

 Efficient and effective financial, staff and institutional management of the CHAG 
Secretariat  

 Diversification of CHAG Secretariat funding. 

 
Main Activities 
a) Scaled up systems and capacity of Member Institutions 
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 Review of barriers to access at MIs  

 National, regional and MI initiatives to increase access and use of MI services by the poor 

 Regionally implemented programmes of direct support for MIs to strengthen their systems 
and management competence in priority areas, such as high impact health interventions, 
NHIS procedures, quality assurance, institutional planning and management, sustainable 
drug supplies, HMIS, maintenance) 

 
b) CHAG capability to build MI performance, coverage and access 

 Design, test and roll out a CHAG management development initiative for direct support of 
MIs in health systems strengthening 

 Develop suitable system models and guidelines for implementation through the 
management development initiative on priority areas of management and service delivery 
(finance, high impact interventions, staff performance, etc) 

 Continue to develop and expand the process and capacity at national and regional level for 
implementing annual peer appraisals  

 Establish regular regional quarterly meetings to review MI progress on their action plans 
and performance on key indicators. 

 
c) CHAG capacity for policy development, advocacy and engagement  

 Organise regular meetings of the Partnership Steering Committee, ensure effective CHAG 
participation and link work of the Committee with CHAG national and regional structures 

 Establish communication lines and regular meetings between RHMTs and CHAG regional 
structures 

 Develop technical capacity within the CHAG Secretariat in health policy analysis, advocacy 
and to engage effectively with the MOH and other partners on health issues 

 Take full advantage of the increased opportunities for CHAG involvement in health sector 
planning, monitoring and policy development 

 Mobilise expertise and experience within MIs to participate in policy development, 
advocacy and engagement with government 

 With involvement of CHAG stakeholders develop and disseminate position papers and 
organise advocacy campaigns on priority public health issues and the needs of the poor.  

 
d) Institutional development and strengthened Secretariat management systems and capacity 

 Establish structures and mechanisms to ensure involvement of major stakeholders in 
CHAG decision-making and activities plus effective accountability of CHAG to its 
members and other stakeholders 

 Revise and develop the management systems of the CHAG Secretariat, giving priority to 
financial management, accounting and staff performance management 

 Establish the necessary technical and managerial capacity to operate the new management 
systems effectively 

 Establish CHAG Regional structures with good MI involvement and organise ongoing 
support for them 

 Carry out a review of current and potential sources of funding and other resources for 
CHAG. 

 Develop and implement plans for medium-term financial sustainability of CHAG. 
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4.2.4. Inputs and budget 

Danida will provide a full-time Technical Adviser for five years, with expertise in institutional and 
organisational development and practical experience in the management of similar organisations to 
CHAG, preferably in the health sector (see job description in Annex 4). Danida will also provide short-
term or periodic specialised expertise in various aspects of organisation, management ands systems 
development as required for implementing the component activities. 
 
Based on CHAG‘s Strategic 5-Year Plan and annual Workplans, an annual budget will be negotiated 
and agreed prior to each year for Danida funds to support the execution of the Workplans. Limited 
basic equipment (computers, motorbikes, etc.) and supplies can be provided under special 
circumstances where there is clear and evident justification based on the component objectives. 
Recurrent operating costs for CHAG will remain the responsibility of the organisation.  
 
Danida will support Component 3 over 5 years (2008-2012) with a grant of up to 25 million DKK. 
 
Indicative budget for Component 2 in million DKK:  
Objectives 2008 2009 2010 2011 2012 Total 

a) Scaled up systems and capacity of MIs 2.00 2.60 2.70 2.50 2.10 11.90 

b) Capability to build MI performance, coverage and 
access 0.60 0.80 0.80 0.70 0.70 3.60 

c) Capacity for policy development, advocacy and 
engagement 0.65 0.85 0.85 0.75 0.65 3.75 

d) Institutional development and strengthened Secretariat 0.80 1.00 1.00 0.70 0.40 3.90 

e) Support for other options 0.40 0.40 0.40 0.45 0.20 1.85 

Grand Total 4.45 5.65 5.75 5.10 4.05 25.00 

 
This budget includes funding for short term TA. 

4.2.5. Sustainability and replicability issues 

The support for CHAG will be for institutional, organisational and systems development, not for 
operational expenses which CHAG will continue to generate from other sources. Currently a 
substantive proportion of CHAG Secretariat operating costs (remuneration of 20 staff positions) are 
covered by the MOH under a long-term arrangement linked to its remuneration of most staff at 
CHAG MIs. Other major sources of revenue are ongoing annual grants from Northern Christian 
organisations and project and programme funding from various organisations. 
 
The strengthening of CHAG and its MIs will focus on establishing appropriate systems, procedures 
and practices of management and institutional reform. This will promote sustainability, as they will not 
be dependent on any individuals within the organisation. Capacity-building of staff will be a part of the 
introduction of systems and institutional change, but not the main thrust. As well as scaling up systems 
and capacity of MIs (objective 1), this component will also assist CHAG to develop the tools, 
procedures systems and capacity to continue doing this after the end of Danida assistance (objective 2). 
 
Nevertheless it is important to recognise that introducing new systems or institutional changes and 
getting them running smoothly cannot be done overnight, so it is necessary to be realistic about the 
time required. Five years is therefore not overly long for an initiative of this nature that will cover a 
large number of hospitals and PHC programmes across the country as well as a range of management 
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systems. Overly hasty processes risk the imposition of systems or reforms that are not adapted properly 
to local conditions and which are not ―owned‖ by those who will operate them.  
 
A major aim of the systems-strengthening for CHAG is that it will improve the efficiency, effectiveness 
and therefore the viability of both the organisation and its MIs. As part of this, a number of activities 
will address financing and financial management requirements of both CHAG and its MIs. 
 
The management development initiative and other systems strengthening will develop, test and then 
roll out various model systems and procedures for MIs, covering such areas as hospital financial 
management and accounting, institutional management and staff performance management. While the 
models will be adaptable to the specific needs of individual MIs, they will still facilitate widespread roll-
out and replicability across the country. CHAG has demonstrated the feasibility of this approach with 
the roll-out of the annual peer appraisal process, which was started with a few facilities in 2003 and by 
2006 was being implemented for all CHAG hospitals, largely organised and carried out by regional 
teams from the hospitals themselves. 

4.2.6. Institution and target group involvement 

The activities will involve and in many cases be implemented by staff and managers of CHAG‘s 
hospitals and PHC programmes, who are their main target group. It will also involve the CHAG 
governance bodies and the staff and managers of the CHAG Secretariat and the Health Co-ordinating 
Units of CHAG‘s member churches. This component will enable CHAG and its MIs to engage more 
effectively with the MOH and GHS at national, regional and district level, particularly to promote and 
strengthen the planning, delivery and accessibility of curative care as well as public health initiatives. 
Strengthening the management of MIs will include strengthening their accountability to the people and 
communities they serve. 

4.2.7. Implementation arrangements 

Management and organisation 
Before the start of HSPS IV, Danida will support CHAG in preparing a second 5-Year Strategic Plan 
for 2008-2012, taking account of the results and recommendations of the 2007 external review of the 
previous Strategic Plan. The MOH will be invited to participate in the preparation of the Strategic Plan 
There will also be consultation with Danida as the plan is being prepared, to determine and agree on 
the objectives, outputs, activities and expected results which are considered suitable and appropriate for 
support under this component and that Danida would be prepared to fund. Indicators and milestones 
will also be identified for those outputs and activities being supported by Danida. 
 
Based on the new Strategic Plan, before the start of each year an annual workplan and budget will be 
drafted by CHAG and discussed and agreed with Danida. The MOH-CHAG Partnership Committee 
of which RDE will be a co-opted member will review and discuss the 5-Year Strategic Plan and the 
annual workplans and budgets. 
 
The Component activities will be managed and implemented by CHAG. A full-time Technical Adviser 
will help to co-ordinate and organise the activities, while also playing a significant role in implementing 
the management-strengthening initiatives.  
 
Flow of funds, financial management and accounting 
A separate account will be used for Danida support. Based on approved annual work plan, RDE will 
disburse funds to CHAG. Disbursements will unless otherwise agreed be made in equal portions on 
quarterly basis. Disbursements will depend on satisfactory financial reporting on previous periods. The 
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accounting and reporting should be in accordance with the Danida Guidelines for Accounting and Auditing 
of Grants through Non-Danish NGOs. The accounts will be kept in accordance with international 
recognised accounting principles including the procurement of equipment and services. CHAG will 
have full responsibility for managing these funds, complying with Danida financial requirements and 
for timely accounting and reporting to Danida for these funds. CHAG will prepare quarterly financial 
reports and submit these in a timely manner to Danida. Component 2 includes revision, further 
development and strengthening of CHAG‘s financial management and accounting systems. RDE will 
assess CHAG‘s newly established financial management system with a view to using this system, 
whenever it is ready. 
 
At the end of the financial year there will be an external audit by an audit company of international 
standard of CHAG‘s books of account and financial statements, including the Danida funding. The 
audited financial reports will be made available to Danida no later than 6 months after the end of the 
financial year.  
 
Monitoring and review 
CHAG will submit its 5-year Strategic Plan and its Annual Workplans and budgets to Danida. It will 
also submit timely quarterly and annual reports on the implementation of these plans. Annual reports 
will assess progress against agreed indicators and milestones, which will be developed and decided upon 
in conjunction with the preparation of the 5-Year Strategic Plan. 
 
The progress of the Component will be monitored by the MOH-CHAG Partnership Committee as 
part of its on-going responsibilities. One of its meetings will be held prior to the start of each year for a 
detailed review of progress and to discuss and agree on the Annual workplan and budget. In addition, 
the RDE will meet with the component Technical Adviser and CHAG management at least once a 
quarter.  
 
Mid-way through the programme there will be a detailed review of this component, to assess progress 
in achieving each output. It will have the option of investigating and recommending additional or 
alternative initiatives in support of private sector health services. 
 

4.3. Component 3:  Support to the fight against HIV/AIDS 

4.3.1. Context  

In November 2005, the Danida Board approved a programme of DKK 9.975 million in support of the 
NSF II, 2006 APOW.  Funds were disbursed through the GAC from December 2005 with the last 
transfer in December 2006. Objectives of the programme were those of the NSF II. Danida earmarked 
the funds to support five of the seven key areas described in the NSF II (i.e., Policy, Advocacy, and 
Enabling environment; Coordination and management of the Decentralized Multi-Sectoral Response; 
Mitigating the Social, Cultural, Legal and Economic Impact; Prevention and Behaviour Change 
Communication; Treatment, Care and Support). Danida funded forty NGOs, which included PLWHA 
Associations, FM Stations (one for each region in Ghana), six MDAs and five Orphans and Vulnerable 
Children and PMTCT Centres. 
 
Monitoring of the programme was based on GAC reports and attending partnership fora. A recent 
review of the Danida support to the 2006 APOW concludes that the Danida support contributed to a 
significant increase in the national response to HIV/AIDS. Additionally, the reviewers considered  
Danida‘s funding mechanism, i.e., earmarking that addressed elements of the APOW, to be a good 
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modality of support to the NSF II. The review team recommended continued earmarked support to 
the NSF II in the HSPS IV. (Danida HSSO 2007) 
 
Various challenges make the fight against HIV and AIDS difficult in Ghana: 
 
Prevention - The epidemic pattern in Ghana is ‗concentrated epidemic‘26, i.e., there is a relatively low 
overall prevalence in the general population, but much higher levels in certain highly affected groups, 
e.g., Commercial Sex Workers (CSW), their clients, and Men having Sex with Men (MSM) (GAC 2005 
M-SHAP document). Based on this pattern, the most cost effective prevention strategies for Ghana 
will be an increased focus on the most at-risk population groups. Meanwhile, the bulk of funds for HIV 
prevention presently go to less cost-effective interventions, e.g., targeting the general population and in-
school youth groups and at the workplace. Research has shown that interventions targeting these 
groups have comparatively higher cost per infection averted.  
 
Meanwhile, due to an earlier plan arranged with the GAC for reorienting their support package as of 
2007, DfID is no longer directly procuring condoms for the national response. Subsequently, on-going 
problems with inadequate organisation and delegation of responsibility for procurement of condoms in 
the national HIV response has resulted in crisis dependency on donor and lack of a coherent 
sustainability plan for public and private condom provision. These issues are now being addressed by a 
partner and government committee exploring alternatives and ways to develop a sustainable condom 
strategy.  
 
Treatment - Another challenge is the NSF II aim to scale up Anti-retroviral Treatment (ART) to reach 
universal coverage by 2010. The bulk of the health system logistics and commodity costs for this 
scaling up are currently being covered by Global Fund to combat AIDS, TB and Malaria (GFATM) 
monies, and it is expected that another application covering these issues will be prepared and sent to 
the GFATM for Round 8 in 2008. Meanwhile, there are many barriers affecting access to ART in 
Ghana, both financial and social. Financially, potential clients of ART must be tested - either diagnostic 
HIV testing, which is ‗free‘, or voluntary testing and counselling (VCT), which is not free. Next they 
must obtain regular CD4 testing and antiretroviral drugs (ARVs), which are subsidised but not free and 
not part of the NHIS package. Even when they are not ill enough to require ARVs, persons living with 
HIV are prone to opportunistic infections (OIs) of several kinds and will benefit significantly from 
drugs that can prevent or treat these infections. These drugs and treatment are available within the 
NHIS, but this requires that the PLWHAs enrol and pay their annual premiums.  
 
Socially, HIV/AIDS remains highly stigmatised in Ghana, and national efforts to address stigma have 
only begun in 2007. Persons living with HIV/AIDS (PLWHAs) report stigmatisation and breach of 
confidentiality by health workers, which means that they have to travel outside of their own 
communities to obtain HIV testing and services – thereby increasing both financial and social costs for 
managing their condition.  
 
Coordination of national response - A final challenge is ensuring high quality coordination and 
generation of adequate monitoring data for evidence based planning in support of the national 
HIV/AIDS response. Historically, in the first few years of the Ghana AIDS Commission (GAC), its 
principal source of funds and activity responsibility was the GARFUND supported by the World Bank. 
This resulted in a relatively narrow focus on grantmaking (with support to over 3000 NGOs during the 
five years), and less attention to developing the critical skills and systems for supporting a fully-fledged 

                                                 
26 The epidemic is concentrated if transmission occurs largely among most-at-risk groups and interventions among those groups 

would reduce overall infection. Wondergem, P. (2007) HIV/AIDS situation and response in Ghana. USAID Ghana 
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national response, as directed by the NSF II framework. These developments are now underway, with 
support from World Bank and DfID in the current M-SHAP, as well as technical assistance from 
UNAIDS. The M-SHAP programme includes an open ‗basket‘, with funds directed to activities by the 
national HIV/AIDS APOW based each year on the NSF II; and it also allows for earmarked support 
to be received through the GAC and sent onward (thereby becoming ‗on-budget‘) as is the case for the 
Danish support in 2006-7.  
 
Although the GAC is the national coordinating body for national HIV response, there are concerns 
about its capacity for M&E, management, programmatic accountability, and over-engagement with 
implementation level; i.e., it is not currently well qualified technically or managerially for handling 
substantial blocks of open funding. Technical reporting of monitoring of APOW and M-SHAP 
performance is not yet adequate in early 2007, to the extent that the DPs have had to request a revision 
of the 2006 APOW report with specific data on the agreed key performance indicators. A ‗functional 
assessment‘ study of the GAC is currently underway, with results expected in August 2007; it is 
anticipated that the results of this assessment will be widely shared by government and DPs, and they 
will assist government in restructuring salaries, job descriptions and functions within the GAC in 
accordance with government standards.  
 
Concerns about sustainability of GAC have been raised at the Partnership Forums. GOG currently 
absorbs GAC‘s non-wage recurrent expenditures, but salaries have been paid from project funds. At 
the Partnership Forum in November 2006 it was agreed that  

 GOG will continue to bear the non-wage operational costs in 2007 and that salaries will be 
included starting from January 2008; 

 GAC should seek guidance from MOFEP on the payment of allowances, salary top-ups, 
honoraria and consulting; 

 DPs that had signed on to the Common Framework for Allowances will operate within this. 

4.3.2. Component strategy 

Support to national HIV/AIDS response - Danida will continue to provide support to the national 
HIV/AIDS response using the M-SHAP facility and procedures. The decision, however, rests on the 
basic assumption that GOG and GAC will adhere to the agreement made regarding financing of 
salaries and use of allowances etc. at the Partnership Forum in November, see above.  
 
Focal areas – Danida acknowledges the nature of the HIV/AIDS epidemic and the key challenge areas 
in the national HIV/AIDS response within the NSF II, and it will therefore direct its support to the 
following major focal areas:  

a) Prevention – this will direct special attention to cost-effective prevention modalities in the 
Ghanaian situation, such as a focus on prevention of new infections among highly at-risk 
populations, e.g., CSWs, MSM, and female porters (kayayei/kayayee), and support to security of 
condom supplies. This focal area particularly addresses the NSF objectives (2) and (3)27 

b) Treatment and care – involvement in this area will focus primarily on addressing barriers to 
treatment, both financial and social, e.g., support to PLWHA associations for reducing or 
removing costs of NHIS fees (for OI management) and ART costs, support to programmes 
that are using ‗Adherence Counsellors‘ (PLWHA peer educators at ART centres). This focal 
area particularly addresses the NSF objectives (4) and (6)28 

                                                 
27 NSF objective (2) Reduce the proportion of men and women who engage in risky sexual behaviour; and NSF objective (3) 

Empower women and other vulnerable groups to reduce their vulnerability 
28 NSF objective (4) Reduce stigma and discrimination, especially towards PLWHA and others affected by the epidemic; and NSF 

objective (6) Provide appropriate treatment, care and support for PLWHA, OVC, and other affected persons 
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c) Coordination of national response – in this area, Danida will focus attention toward key 
challenges in the national response, e.g., monitoring and evaluation, sentinel surveillance, 
adequacy of seroprevalence data in the population, and on-going critical analysis of evolving 
cost-effectiveness patterns for various responses to the epidemic in Ghana. This focal area 
particularly addresses the NSF objectives (1) and (7)29 

 
Earmarking – Danida believes that the support to the NSF II should be fully directed by the national 
coordinating body, i.e., the GAC. However, as noted earlier, there are many risks to this approach at 
the present time. As such, Danida will earmark its support for the first year and then annually review 
the potential benefits and risks of progressively shifting earmarked support into ‗open basket‘ support 
at the GAC. This review will be guided by GAC‘s reporting and accountability performance, as well as 
discussions with the GAC and other leading DPs in the sector, including DfID and UNAIDS.  
 
Partnering – In the spirit of the G-JAS and the Paris Declaration, Danida has explored the possibilities 
of a silent partnership with DfID. DfID Ghana has a history and technical presence in the HIV/AIDS 
sector, which has included working with the GAC and other DPs to develop the NSF. DfID is 
currently disbursing HIV/AIDS support through a combination of open basket funding to the GAC 
and earmarking funds flowing through the GAC for specific prevention, surveillance and coordination 
interventions. Due to restructuring in DfID in Accra a silent partnership arrangement (in which 
Denmark was a silent partner) was not possible, however, it has been agreed that Danida and DfID will 
share the funding of an HIV/AIDS local expert in the HSAO.  

4.3.3. Component objectives and strategic results 

As this component is completely aligned with the national HIV/AIDS response defined in the NSF II, 
the following specific objectives and anticipated results are taken from the NSF II. Slight modifications, 
indicated in italics below, has been made for clarity or to target sub-groups of specific interest to 
Danida. The objectives and results are supported by a set of indicators, as shown in Annex 10 with the 
component log frame.  
 
Specific objectives for Component 3: HIV/AIDS  
Specific objective 3.1: To support cost-effective prevention programmes targeted at the reduction of 
new infections in high-risk vulnerable groups. 
 
Strategic outcomes/results:  

 Reduced individual and societal vulnerability and susceptibility to HIV/AIDS; 

 Reduced number of new HIV infections, especially among vulnerable groups;  
 
Specific objective 3.2: To enhance the enabling environment for comprehensive treatment, care and 
support of PLWHAs, including mechanisms to reduce financial barriers, stigma and discrimination in 
society and the health system 
 
Strategic outcomes/results:  

 Implemented programmes which protect the rights of vulnerable groups such as PLWHA, sex 
workers and their clients, the youth in and out of school, and OVC; 

 Strengthened support in the socio-cultural environment for PLWHA and affected families; 

                                                 
29 NSF objective (1) Strengthen the decentralized, multi-sectoral national response to the HIV/AIDS epidemic; and NSF objective (7) 

Promote strong research, surveillance, monitoring and evaluation to inform programmes and activities 
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 Mobilized stakeholders to provide resources to support activities geared towards reducing the 
economic impact of HIV/AIDS on PLWHA, affected individuals, families and communities; 

 Established mechanisms for resource and social mobilization to support activities that will 
reduce the impact of negative socio-cultural factors on HIV transmission and the care and 
support of PLWHAs.  

 
Specific objective 3.3: To provide support to appropriate M&E systems that include performance 
monitoring, and generate useful, up to date information and analysis of indicators in the NSF 
 
Strategic outcomes/results:  

 Strengthened national arrangements and decentralised institutional frameworks for multi-
sectoral coordination and response to the epidemic;  

 Improved information flow and dissemination of best practice among stakeholders at district, 
regional, and national levels;  

 Contributed to the implementation of a national and comprehensive monitoring system for 
predicting, budgeting, allocating resources, and guiding programmes;  

 Contributed to the establishment of a clear, precise, timely and understandable system for the 
collection, collation and regular dissemination of progress in the implementation of 
programmes.  

4.3.4. Inputs and budget  

Danida will support this component with 50 million DKK over 5 years, which will be equally 
distributed as 10 million DKK per year.  
 
As an indicative distribution the amounts will be divided as follows:  

 Prevention – ½ the available funds, i.e., 5 million DKK per year  

 Reducing barriers to treatment – about 1/3 of the available funds, i.e., roughly 3 million DKK 
per year  

 Improving M&E and coordination – about 1/6 of the available funds, i.e., about 2 million 
DKK per year  

 
In view of the identified gaps in spending on prevention, cf. chapter 2.5 and above, Danida will assess 
the share allocated to treatment taking into account other development partners‘ commitments to 
ensure that sufficient funds are allocated towards the area of prevention. 
 
GAC will provide input as per the agreed APOWs for NSF II. 

4.3.5. Institution and target group involvement 

This component responds directly to the overall objective of poverty reduction chiefly in sub-
component (3.2), ‗addressing barriers to ART‘, where mechanisms will be developed to abate cost 
barriers to testing, treatment and health insurance for PLWHAs, especially for those who are also poor 
(and not just indigent). It also responds directly to a number of  cross-cutting issues and priority 
themes, see chapter 3.7. 

4.3.6. Implementation arrangements 

Management and organisation 
In line with the GAC Operations Manual RDE will, to the extent possible, indicate in July to GAC the 
estimated amount of financing available for Component 3 for the following fiscal year, the division 
between earmarked and open basket (if at some later point deemed appropriate) and the priority areas 
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for funding. The Danish contribution during the first year of HSPS IV will be announced in the fall 
2007 following the approval of HSPS IV.  
 
According to procedures stipulated in the Operations Manual, GAC is responsible for developing and 
proposing the APOW and the budget proposal for each year. Further, GAC shall prepare a draft annual 
MSHAP workplan and budget, as a component of the APOW in consultation with the funding 
partners, for review by the GAC Steering Committee30 by mid-August. The APOW will be presented 
and discussed at the Partnership Forum. 
 
The selection of Danida‘s earmarked funding will be carried out by the RDE in consultation with the 
GAC and other HIV/AIDS partners. Based on the current and near future situation, possible focus 
that can be considered for earmarked support include but are not limited to:  

 NACP (good managers, important effort toward NSF; would help with sentinel surveillance); 
would address sub-component (3.1) and (3.3) 

 UNAIDS (good managers, good technical support; involved in multiple areas and would be 
able to help pick good programmes and agencies); could address all three sub-components  

 Selected NGOs with a strong reputation in the country, either by tender (according to the 
agreed guidelines in the GAC Operational Manual (Annex 31)) or ‗targeted solicitation‘ (i.e., 
using invited proposals on pre-set priority topics), e.g., PPAG, WAPCAS to work on 
prevention issues with high risk groups; would be useful for sub-component (3.1) 

 Funding to enable greater condom security; useful for sub-component (3.1) 

 Funding to assess socio-economic differences in access to treatment and care, useful for all sub-
components 

 
There would be no long-term technical advisors, but a portion of the budgeted amount for the 
component could be used for pooled/joint short-term technical assistance based on requests from 
GAC in line with NSF and the selected objectives of Danida for this component. 
 
DfID and Danida will share a local programme officer for HIV/AIDS in the HSAO. The tasks will 
include providing technical and advisory support to GAC, NACP and DPs, facilitating effective and 
strategic donor coordination, information exchange and policy dialogue and participating in joint 
monitoring activities and reviews as well as in the preparation of APOWs and budgets. The job 
description will be developed jointly by DfID and Danida. 
 
Flow of funds, financial management and accounting 
Flow of funds - GAC will in a letter co-signed by MOFEP request Danida to release funds. 
Disbursements will depend on satisfactory financial reporting on previous periods. Danida will notify 
GAC, copy to MOFEP, when funds are released. GAC would then forward funds to the relevant 
implementing bodies.  
 
Financial management and accounting - GAC will be responsible for the accounting and financial 
reporting. Accounting procedures will follow the GAC Accounting and Administrative Manual. 
Financial reports will be provided quarterly as part of the MSHAP Monitoring Reports. Annual 
accounts will be subject to audit by an independent external auditor appointed by GAC and approved 
by the funding partners.  
 
Monitoring and review 
                                                 
30 To ensure a multi-sectoral approach all MDAs serve on the GAC Steering Committee. The chairman of the steering committee 

also chairs the Business Meetings and the Partnership Forum.  
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During the preparation of the NSF II partners agreed to harmonise and use the national M&E and 
reporting systems to reduce transaction costs of the GAC. Danida will use the national reporting and 
M&E systems and have agreed to accept the NSF II indicators for the five year period (2006-2010).  
  
Joint supervisory visits with GAC and partners have been agreed. It was assumed that these visits 
would look at all HIV/AIDS projects in the locations visited (including projects funded via pooled, 
earmarked and direct funding mechanisms) and this is what has happened. In addition, separate visits 
by DPs to earmarked projects can be made.  
  
Annual review are done as part of the national programme coordinated by the GAC and they cover all 
HIV/AIDS projects (pooled, earmarked and direct funded) nationwide, using the APOW as the basis 
of the review. There are also separate annual reports for earmarked projects. 
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5. Budget  
Danida will support the health sector in Ghana for the five-year period 2008 to 2012 through a grant of 
up to 425 million DKK. Table 5 presents the breakdown of the budget. Financial support to the 
components has been allocated over the five years, but the breakdown across years is based on 
assumptions on pace of implementation and is indicative only. Each year detailed work plans and 
budgets will be developed. 
 

Table 5. Indicative budget in million DKK:  

  2008 2009 2010 2011 2012 Total 

       

Component 1: Financial support for POW III  60.0 60.0 60.0 60.0 60.0 300.0 
       

Component 2: Support to private health sector     

2.1 Scaled up systems and capacity of Mis 2.0 2.6 2.7 2.5 2.1 11.9 

2.2 Capability to build MI performance, coverage and access 0.6 0.8 0.8 0.7 0.7  3.60 

2.3 Capacity for policy development, advocacy and engagement 0.7 0.9 0.9 0.8 0.7 3.8 

2.4 Institutional development and strengthened Secretariat 0.8 1.0 1.0 0.7 0.4 3.9 

2.5 Support for other options 0.4 0.4 0.4 0.5 0.2 1.9 

Sub-total 4.5 5.7 5.8 5.1 4.1 25.00 

       

Component 3: Support to the fight against HIV/AIDS     

3.1 Prevention of HIV 5.0 5.0 5.0 5.0 5.0 25.0 

3.2 Reducing barriers to treatment 3.0 3.0 3.0 3.0 3.0 15.0 

3.3 Monitoring & evaluation and coordination 2.0 2.0 2.0 2.0 2.0 10.0 

Sub-total 10.0 10.0 10.0 10.0 10.0 50.0 

       

Long-term technical assistance 5.5 4.8 4.8 3.0 2.0 20.0 

Reviews, studies, short-term TA & fellowships 4.0 4.0 4.0 4.0 4.0 20.0 

HSAO 2.3 2.2 2.2 0.0 0.0 6.7 

Contingencies 2.8% - Excluding Component 1 0.7 0.7 0.7 0.6 0.6 3.3 

Grand total 86.9 87.3 87.4 82.7 80.6 425.0 

 
The majority of the funding, 70%, is allocated for sector budget support to implementation of POW 
III, 6% for support to the private sector and 12% for support to HIV/AIDS, cf. Table 6. 
 
Table 6. Distribution of HSPS IV Funding by main budget line. 

  Mill DKK Pct 

Component 1: Financial support for POW III  300.0 70% 

Component 2: Support to private health sector 25.0 6% 

Component 3: Support to the fight against HIV/AIDS 50.0 12% 

Long-term technical assistance 20.0 5% 

Reviews, studies, short-term TA & fellowships 20.0 5% 

HSAO 6.7 2% 

Contingencies 2.8% - Excluding Component 1 3.3 1% 

Grand total 425.0 100% 

 
Reallocation between budget lines within components is possible subject to approval by RDE. The 
budget line for long-term TA can, if need be, be used for necessary start up cost for equipment for the 
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technical advisers. In case of the CHAG adviser, for who extensive travelling is envisaged, a duty car 
may be included.  
 
The budget line for reviews, studies and short-term TA may also be used for fellowships, for example 
at the Danish Fellowship Centre in Copenhagen.  
 

6. Management and Organisation 
Institutions involved 
The key institutions involved are MOFEP, MOH, GAC and CHAG. MOFEP and MOH will be 
responsible for the implementation of Component 1. CHAG will be the main responsible31 for the 
implementation of Component 2, with all activities included in the 5 Year-strategic Plan. Finally, GAC 
will be responsible for the implementation for Component 3. The agreement between Ghana and 
Denmark covering the Danish support to HSPS IV will provide the legal framework for the 
programme. The MOFEP/MOH will sign the Government Agreement and will as such be the overall 
responsible counterpart for the programme. GOG is not responsible for the implementation of 
component 2, but is merely signing on a ―no-objection‖ basis. 
 
Oversight and decision-making structures 
The oversight and decision-making structures are well developed in the two SWAp arrangements for 
POW III and NSF II, and in line with the Danida Guidelines on Joint Financing Arrangements. Danida 
will not set up a separate steering committee for HSPS IV, but will make use of the existing joint 
arrangements.  
 
Component 1 – MOH, MOFEP, RNE, DfID and Danida is currently developing the MOU for the 
health sector budget support mechanism. It is assumed that Denmark will be a signatory to the revised 
MOU. The MOU will outline the future mechanisms for dialogue and decision-making structures for 
DPs providing SBS. It is assumed that the dialogue and decision-making structures for the 
implementation of the POW III will, as currently, consist of biannual summits and monthly business 
meetings. These fora will function as a steering committee arrangement. The Spring Summit focus on 
the review of the previous year, whereas the Fall Summit focuses on the plan for the future, e.g., MOH 
will submit annual work plans and budgets for discussions and approval in the Fall Summit. The Joint 
Annual Review will take place in the Spring and be preceded by an Independent Technical Review (the 
JSR). Danida has participated in these joint decision-making structures under the previous programme. 
 
Component 2 –  The MOH-CHAG Partnership Steering Committee will be used as steering committee 
for component 2. A representative for RDE will participate as a co-opted member and with the Senior 
Health Adviser as an observer.  The Committee will be responsible for reviewing and endorsing the 
CHAG 5-Year Strategic Plan and the annual workplans and budgets.  It will also review and provide 
feedback on CHAG‘s annual and quarterly reports for the component. It is expected that the MOH-
CHAG Partnership Committee will meet at lease twice a year. See draft TORs  in Annex 9.  
 
Component 3 – A Partnership Forum will take place twice a year. This Partnership Forum will include 
DPs, stakeholders, line Ministry staff from the central, regional and district levels, NGOs and GAC. It 
will help to establish the priorities for the coming year, review and endorse the annual POWs and 
budgets, and oversee the implementation of the annual POWs using agreed upon performance 

                                                 
31 Other private sector stakeholders may be included later. 
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indicators as a basis for oversight. In case of a silent partnership arrangement with DfID, DfID would 
represent Danida at these meetings. 
 
In the second year of HSPS IV an external review of the progress of Component 2 and its continuation 
(including support for other private sector initiatives); of the implementation arrangements for 
Component 3; of HSAO performance and phasing out strategy; and use of funds for studies, training 
and short-term TA will be undertaken. 
 
Routine oversight of the components will be the responsibility of the RDE Desk Officer. 
 
Daily management 
All areas of work and activities are detailed in the annual health sector plan, the annual multi-sectoral 
HIV/AIDS plan and the CHAG annual workplan. While the Chief Director MOH, the GAC Director-
General and the CHAG Executive Secretary have overall responsible for programme implementation, 
the data-to-day management may be delegated to senior staff with direct responsibilities for 
implementation of activities. 
 
Technical assistance 
In response to requests from MOH and CHAG, three International Technical Advisers will be 
recruited, see draft Job descriptions in Annex 2-4. Funding for their full-time deployment for four to 
five years over the five programme years has been reserved (14 person years in total). However, the 
actual duration of their deployment will be defined with MOH and CHAG as the programme evolves. 
It is expected that the advisers will be phased out towards the end of the programme period. 
 
In addition to the long-term TA, the need for short-term advisory and training services has been 
identified, particularly in the areas of health financing and insurance, organisational development and 
institutional strengthening of the MOH and CHAG. It is likely that short-term technical assistance may 
also be required for other programme components. While Component 2 and 3 budgets include funding 
for short term TA and studies, such support for the health sector in general (including supporting the 
implementation of the NHIS) is on a separate budget line. It is important that the use of these funds is 
sufficiently focused on issues that are within the comparative advantage of Danida. The following areas 
should therefore have priority: Capacity building of NHIS, capacity building (including establishing 
support systems) for district health insurance schemes, methodologies for identification of poor people, 
capital planning and implementation of capital projects, HMIS. 
 
The need and scope for short-term TA, will be decided jointly between the relevant institution (i.e. 
CHAG for Component 2, GAC for Component 3 and MoH/NHIS for the rest) and RDE, and shall 
be coordinated closely with all stakeholders, including other DP‘s. 
 
Such short-term TA can either be recruited as stand-alone TA or as part of packages of TA. 
Furthermore, it can take the form of single period or consist of a series of periodic short-term inputs 
over a longer period. 
 
Counterparts will be involved in the drafting of TORs, identification and selection of advisers. The 
Technical adviser to CHAG will also play an important role in managing and overseeing short-term TA 
for Component 2. When recruiting long term and short term expertise, Danida procurement and 
procedures will apply, until sufficiently robust pooled arrangement may have been developed. 
Counterpart institutions will be responsible for development of and regular review of Terms of 
Reference, work planning for and supervision of both long and short-term TA as well as performance 
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assessments at end of contract or annually. Identified needs for changes in Terms of Reference, 
working environment or performance issues will be discussed with RDE. All advisers will work within 
an institution and with a designated counterpart and report to their supervisor in those institutions. The 
TA will relate to the RDE on personnel issues only. Counterpart institutions will bear the responsibility 
and be accountable for TA assisted interventions.  
 
Health Sector Advisory Office 
The need has been identified for the continuation of HSSO albeit in a new form, ie. a Health Sector 
Advisory Office (HSAO) which has the following objectives: 

 Provide independent technical analysis to the stakeholders in the health sector. 

 Build capacity in Ghanaian institutions in order to enable them to fulfill this role. 
 
The general responsibilities and specific activities of the HSAO are outlined in Annex 6. Other partners 
are in agreement of such an entity, e.g. World Bank, UNICEF and USAID. 
 
The HSAO will not have any significant funding for implementation of their own and as such will not 
be directly involved in any implementation of the components, but will concentrate on monitoring and 
advice. See also Chapter 3.2. The HSAO will provide technical advice to the RDE as well as to the 
sector lead if requested. The HSAO will during the initial years of the HSPS IV provide technical 
advice to the MOH, Ghana Health Service (GHS), CHAG, Ghana Aids Commission, DP Sector Lead, 
other DPs, NGO, CSOs and other private sector partners, as and when requested. Specifically, the 
HSAO will facilitate Danida's support to Ghana's health sector including monitoring of areas of 
priority; thereby enabling Danida - as well other DPs - to continue to be qualified policy dialogue 
partners to the MOH and its agencies. 
 
The HSAO will consist of the following professional staff: 

 Senior Health Adviser, international recruitment  

 Programme Officer (Health), locally employed (Academic health & social sector related 
background. 

 Programme Officer (HIV/AIDS), locally employed (Academic HIV/AIDS related 
background). 

 Part time local consultants in the areas of e.g., gender, access to health for the poor, 
HIV/AIDS, quality of care, management, training/human resource development, private 
sector issues, financial management, auditing and resource management. 

 
Support staff will consist of: One administrative secretary/receptionist and two drivers.  
 
The professional staff may be chosen so that they adequately cover: public health, public administration 
and management, health economics, medical sociology, poverty and gender issues, health system 
management, and financial management. DfID and Danida will share the financing of the salary of the 
programme officer for HIV/AIDS. 
 
During the second year of HSPS IV, after the new programme has taken off, the landscape of aid 
modality for support to the POW has stabilised, and the new functions has had a chance to develop, 
the function of the HSAO will be reviewed and a strategy for phasing out will be developed. This 
strategy will take into consideration the progress of Component 2 including the involvement of other 
private sector initiatives; the experiences with implementation arrangements for Component 3; and the 
use of HSAO by the sector stakeholders. The phasing out strategy could vary in terms of timing 
depending on circumstances. For example, should implementation  arrangements for Component 3 
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change  or larger involvement of other private sector initiatives under Component 2 suddenly emerge, 
it may call for a slightly slower phase out. If everything works smoothly, a faster exit may be possible. 
The exit strategy will specify the handing-over of functions and resources, such as the extensive library, 
to identified partners.  
 

7. Financial management and procurement 

7.1. Component 1:  

Financial management and procurement under component 1 will generally follow the procedures 
agreed between the partners in the MOU for health sector budget support 
Planning and budgeting 
RDE will notify MOH well in advance and according to deadlines stipulated in the MOU/CMA for the 
health sector budget support (or otherwise agreed by partners) of the total amount that will be 
committed for component 1 the following year. The Danish contribution during the first year of HSPS 
IV will be announced in the fall 2007 following the approval of HSPS IV.  
 
MOH is responsible for developing and proposing the APOW and the budget proposal for each year 
according to procedures stipulated in the MOU. The APOW will to the extent possible include any 
earmarked donor support. The APOW will be presented and discussed at the Fall Summit. MOFEP 
and DPs will approve the plan and budget for each year. 
 
Disbursements 
RDE will disburse following the procedures agreed in the MOU.  
 
Procurement 
There will be no specific procurement under component 1. Procurement undertaken by MOH in the 
implementation of POW III will follow the national procurement rules. 
 
For TA contracted through Danida Copenhagen, Danida‘s procedures and regulations will apply. 
Payment will be made directly by Danida in Copenhagen to the consultant according to a contract 
between these two parties. Goods and services paid for directly by Danida are considered to be grant-
in-kind assistance. 
 
Accounting and auditing 
The national procedures for accounting, financial reporting and auditing will be used. MOFEP is 
responsible for accounting for MOH expenditures according to the ATF rules and other general GOG 
guidelines. Quarterly financial reports will be submitted by MOFEP to RDE as agreed in the MOU. 
The accounts will be audited by Auditor General‘s Department and the annual audited accounts will be 
submitted no later than 6 months after the end of the financial year. 

 

7.2. Component 2 

Planning and budgeting 
Before the start of each year, CHAG is responsible for developing an annual work plan and budget 
based on the 5-Year Strategic Plan. The Strategic Plan and annual work plan and budget will be 
discussed and approved by the MOH-CHAG Partnership Committee before submission to RDE. The 
work plan for the first year will be prepared in the fall 2007. 
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Disbursements 
A separate account will be used for Danida support. Based on approved annual work plan, RDE will 
disburse funds to CHAG. Unless otherwise agreed, disbursements will be made in equal portions on 
quarterly basis. Disbursements will depend on satisfactory financial reporting on previous periods.   
 
Procurement 
Procurement will follow the Danish Procurement Policy and Procurement Policy Guidelines.  All assets 
purchased will be recorded in a fixed assets register, which will be audited as a part of the annual audit.  
 
For TA contracted through Danida Copenhagen, Danida‘s procedures and regulations will apply. 
Payment will be made directly by Danida in Copenhagen to the consultant according to a contract 
between these two parties. Goods and services paid for directly by Danida are considered to be grant-
in-kind assistance.  
 
Accounting and auditing 
The accounting and reporting should be in accordance with the Danida Guidelines for Accounting and 
Auditing of Grants through Non-Danish NGOs. The accounts will be kept in accordance with international 
recognised accounting principles. CHAG will have full responsibility for managing these funds, 
complying with Danida financial requirements and for timely accounting and reporting to Danida for 
these funds. Component 2 includes revision, further development and strengthening of CHAG‘s 
financial management and accounting systems. RDE will assess CHAG‘s newly established financial 
management system with a view to using this system, whenever it is ready. 
 
The RDE will on a quarterly basis inform the CHAG about direct payments for technical assistance 
and other items, booked by MOFA, Copenhagen, on the individual budget lines. CHAG will prepare 
quarterly financial reports and submit these in a timely manner to Danida.  
 
At the end of the financial year there will be an external audit by an audit company of international 
standard of CHAG‘s books of account and financial statements, including the Danida funding. The 
audited financial reports will be made available to Danida no later than 6 months after the end of the 
financial year. 
 

7.3. Component 3 

Planning and budgeting 
In line with the GAC Operations Manual and to the extent possible, RDE will indicate in July to GAC 
the estimated amount of financing available for Component 3 for the following fiscal year as well as the 
division between earmarked and open basket support and the priority areas for funding. The Danish 
contribution during the first year of HSPS IV will be announced in the fall 2007 following the approval 
of HSPS IV.  
 
According to procedures stipulated in the Operations Manual, GAC is responsible for developing and 
proposing the APOW and the budget proposal for each year. Further, GAC shall prepare a draft annual 
M-SHAP work plan and budget, as a component of the APOW in consultation with the funding 
partners, for review by the GAC Steering Committee by mid-August. The APOW will be presented and 
discussed at the Partnership Forum.  
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Disbursements 
GAC will in a letter co-signed by MOFEP request Danida to release funds. Disbursements will depend 
on satisfactory financial reporting on previous periods. Danida will notify GAC, copy to MOFEP, 
when funds are released. GAC would then forward funds to the relevant implementing bodies.   
 
Procurement 
Procurement for Windows A, B (MMDAs) and D will be done in accordance with the Public 
Procurement Act 663 (2003). NGOs, FBOs, CBOs and private sector procurement shall be by own 
procurement in accordance with the guidelines in the GAC Operational Manual (Annex 31)). For 
implementing partners (MDAs, NGOs, CBOs and PSOs), detailed financial and procurement 
guidelines are set out in separate manuals. 
 
Accounting and auditing 
GAC will be responsible for the accounting and financial reporting. Accounting procedures will follow 
the GAC Accounting and Administrative Manual. Financial reports will be provided quarterly as part of 
the M-SHAP Monitoring Reports. Annual accounts will be subject to audit by an independent external 
auditor appointed by GAC and approved by the funding partners. 
 

7.4. HSAO 

Planning and Budgeting 
HSAO will develop an annual work plan and budget for its activities following the government 
planning cycle. The work plan and budget will be approved by the RDE.  
 
Disbursement 
For recurrent administrative expenditure, RDE will disburse funds to HSAO on a quarterly basis based 
on the approved work plan and budget. 
 
Procurement 
Procurement activities will be undertaken according to Danida‘s Procurement Policy and Procurement 
Guidelines. 
 
Accounting and Auditing 
Accounting and financial reporting will be undertaken in accordance with the Danida Guidelines for 
Decentralised Project Accounting. HSAO will be audited each year, by a private audit firm. The audit 
report will be issued within six months after the end of the financial year. 
 

8. Monitoring, reporting, reviews and evaluations 
Monitoring mechanisms 
Joint mechanisms for monitoring, reporting, reviewing and evaluation have been developed in the 
context of the Health SWAp (POW III), the Partner Forum for National HIV/AIDS response (NSF 
II) and MDBS facility (GPRS II) e.g., as regards public financial management. Monitoring of HSPS IV 
will make use of several monitoring systems. Monitoring will follow the agreed joint monitoring 
systems (performance assessment framework indicators and milestones) for the POW III and for NSF 
II.  
 
For POW III a set of indicators and targets covering both outcomes and sector performance as well as 
a set of priorities and milestones are being developed, cf. list of proposed indicators in Annex 10. The 
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POW III with indicators, milestones and targets will be presented for adoption at the Health Summit in 
November 2007. Baseline values for 2006 are available. For NSF II, indicators have been developed for 
the National M&E plan for HIV/AIDS, 2006-2010. Finally, a set of indicators and milestones will be 
developed for CHAG‘s Five Year Strategic Plan.  
 
MOH, GAC and CHAG will be responsible for monitoring progress. The development in indicators 
and milestones will be a subject for discussion in annual review meetings. 
 
Danida will monitor progress on all indicators. The proposed selected indicators for component 3 is 
reflected in Table 7 next page. Selected indicators for component 2 will be included when the indicators 
for CHAG‘s Five Year Strategic Plan have been approved.   
 
Progress reporting and financial reporting 
MOH will prepare quarterly financial statements and half-yearly progress reports on physical progress. 
 
M-SHAP Monitoring Reports will be prepared by GAC and provided quarterly to funding partners. 
This report will be made up of the Financial Monitoring Report, Technical Progress Report and 
Procurement Report. Information obtained from the M-SHAP Monitoring Reports will enable linkages 
between financial, project progress and procurement. 
 
Finally, CHAG will prepare quarterly financial statements and half-yearly progress reports on physical 
progress. 
 
RDE will on a quarterly basis forward financial information to MOH, GAC and CHAG on 
expenditures incurred directly by RDE or Danida-Copenhagen, e.g for short term technical assistance, 
studies etc.  
 
Joint Sector Reviews 
Joint annual reviews MOH/DPs take place in March/April. These will be comprehensive reviews of 
health outcomes/impact and performance indicators, medium-term plans for the sector and critical 
short-term achievements, the agreed upon milestones.  
 
A technical review will be conducted prior to the full annual review (February/March), with the MOH 
providing a report covering all indicators in readiness for this technical review. As one of the DPs, 
Danida will play its role accordingly and will, as far as possible, incorporate issues of special interest 
into this technical review. The findings of the technical review will feed into the Joint Annual Sector 
Review. The full review will draw conclusions about the performance of the sector and appropriateness 
of forward allocation of GOG and donor resources and will confirm financial commitment for the 
following financial year. New critical short-term achievement targets or milestones will also be agreed at 
the end of this joint annual review.  
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Table 7. Selected results and indicators of particular interest of Danida  
COMPONENT 1:   

Specific objectives Strategic results Indicators (from the POW III indicators/milestones) 

Promoting an individual life style and 
behavioural model for improving 
health and vitality by addressing risk 
factors and by strengthening multi-
sectoral advocacy and actions. 

- POW III including indicators  to 
be presented for adaptation at 
Health Summit November 2007 

- POW III including indicators  to be presented for 
adaptation at Health Summit November 2007 

Rapid scaling up within the existing 
capacity of high impact interventions 
and services targeting the poor, 
disadvantaged and vulnerable groups. 

- POW III including indicators  to 
be presented for adaptation at 
Health Summit November 2007 

- POW III including indicators  to be presented for 
adaptation at Health Summit November 2007 

Investing in strengthening health 
system capacity to sustain high 
coverage and expand access to 
quality of services. 

- POW III including indicators  to 
be presented for adaptation at 
Health Summit November 2007 

- POW III including indicators  to be presented for 
adaptation at Health Summit November 2007 

Promoting governance, partnership 
and sustainable financing 

- POW III including indicators  to 
be presented for adaptation at 
Health Summit November 2007 

- POW III including indicators  to be presented for 
adaptation at Health Summit November 2007 

COMPONENT 2:    

Specific objectives Strategic results Indicators (from the Five Year Strategic Plan) 

Scale up the systems and capacity of 
CHAG MIs to provide accessible, high 
impact services with a focus on the 
poor, disadvantaged and vulnerable 
groups. 

- to be developed as part of Five 
year strategic plan 

- to be developed as part of Five year strategic plan 

Establish an enduring CHAG 
capability to build the performance, 
coverage and access of MIs 

  

Improve CHAG capacity for health 
policy development, advocacy and 
engagement with government, 
particularly on public health issues 
and the needs of the poor 

  

Support the institutional development 
of CHAG and strengthening of the 
management systems and capacity of 
its Secretariat. 

  

COMPONENT 3:    

Specific objectives ð  from NSF II Strategic results (from NSF II) Indicators ( from M&E plan for HIV/AIDS, 2006-10) 

To support cost-effective prevention 
programmes targeted at the reduction 
of new infections in high-risk 
vulnerable groups. 

Reduced number of new HIV 
infections, especially among 
vulnerable groups;  

 HIV prevalence among young people age 15-24 
(disaggregated by risk category and gender) 

  

To enhance the enabling environment 
for comprehensive treatment, care 
and support of PLWHAs, including 
mechanisms to reduce financial 
barriers, stigma and discrimination in 
society and the health system 

Implemented programmes 
which protect the rights of 
vulnerable groups such as 
PLWHA, sex workers and their 
clients, the youth in and out of 
school, and OVC;  

 % of people with advanced HIV infection receiving 
antiretroviral combination therapy (by age group, 
gender and by type of health facility – public/private) 

 # of clients tested for HIV at VCT sites and receiving 
their serostatus results in the past 12 months (by 
age group – 15-24, 25-49; district and gender and 
risk category) 

To provide support to appropriate 
M&E systems that include 
performance monitoring, and generate 
useful, up to date information and 
analysis of indicators in the NSF 

Strengthened national 
arrangements and decentralised 
institutional frameworks for 
multi-sectoral coordination and 
response to the epidemic;  

No suitable indicators for this issue in national m/e 
plan;  
Consider: Progress reports about achievements 
according to annual APOW and NSF II at annual 
GAC/M-SHAP review and concurrent assessment by 
AIDS DPs.  
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Annual Programme Reviews 
Every year back-to-back with the Joint Sector Review of the health sector SWAp and the 
corresponding Summit, Danida and relevant partners (mainly MOH and CHAG) will conduct a small 
bilateral review (1-2 days) focussing on the earmarked funding.  
 
However, in the second year of HSPS IV this will be replaced by an external review of the progress of 
Component 2 and its continuation (including support for other private sector initiatives); of the 
implementation arrangements for Component 3; of HSAO performance and phasing out strategy; and 
possibly use of funds for studies, training and short-term TA. 
 
Otherwise such reviews will be kept to a minimum.  
 
Evaluations 
Danida will, if the need arises, carry out separate evaluations. The decisions for this will be taken in 
consultation with MOH, GAC and CHAG in order to minimise the administrative burden on both 
institutions and maximise the benefits. However, it is expected that such independent evaluations as far 
as possible will be carried out jointly with other partners and will therefore not occur frequently. 
 
Technical Assistance 
Although recruited and paid for by Danida, the technical advisers, will be based within Ghanaian 
institutions to whom they are accountable. In the process of recruitment and final revision of the 
Terms of Reference (TOR) some indicators will be incorporated in the performance contracts of the 
Technical Advisers in order to facilitate their performance evaluation.  
 
Technical advisers will be evaluated each year by the counterpart institutions, based on their TORs and 
mutually agreed work plans, including capacity building targets. Technical advisers cannot be held 
responsible for implementation of activities on which they do not have specific influence. 
MOH/CHAG is responsible for the implementation and for the allocation of sufficient funding and 
data. 
 
Internal Danida Procedures 
An annual report on HSAO expenditures and activities shall be submitted by HSAO to the RDE Desk 
Officer. The format shall be based upon the Danida guidelines for annual reporting. Draft annual work 
plans and budgets for the next financial year will be prepared before the annual review. The plans and 
budgets will follow the format used for the sector-wide planning and budgeting processes. The annual 
work plan and budget will be finalised taking the recommendations of the annual review into account. 
 
The RDE Desk Officer will monitor the outputs and achievements of HSPS IV, with assistance from 
the HSAO staff. The main monitoring tool will be the Annual Sector Review, complemented by an 
Annual Programme Review.  
 

9. Assessment of  key assumptions and risks  
Commitment and Potential Participation of Sector Stakeholders 
Commitment from the GAC, MOH and agencies implementing NSF II and POW III and from 
CHAG implementing its strategic plan is crucial to the success of HSPS IV. It is assumed that the 
present commitment will continue and that MOH will continue to be committed to collaboration with 
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the private sector and DPs. It is further assumed that the present DP commitment to development of 
the sector in terms of direct financing or technical assistance will be sustained.  
 
The DPs who have shifted their support to the MDBS facility, have experienced a reduction in their 
involvement and engagement in the sector dialogue. Some perceive the policy dialogue as being linked 
to the Health Fund rather than to the broader SWAp. There is a risk that the shift to SBS will result in 
less involvement of DPs and a weakening of the policy dialogue. It will be especially critical that DPs 
show their continued engagement in the first years of shifting to SBS.  
 
As a mitigating measure Danida will make an additional effort to maintain an active participation in the 
policy dialogue by continuing the HSAO for the first years of HSPS IV. The HSAO will facilitate the 
participation in the policy dialogue by Danida, but also the sector-lead, e.g., by following sector 
developments, providing technical comments and maintaining a documentation unit.  
 
Factors at national and sector level (macro-economic conditions, general political situation, 
national policy framework, sector budget situation) 
It is assumed that the election sin 2008 will not result in a new government with a radically different 
approach to health sector policy. There is a risk that during the election campaign promises will be 
made to the electorate that may not necessarily be cost-effective or financially sustainable in the 
medium term.  
 
It is assumed that no external shocks will create macro-economic destabilisation and that DPs live up 
to their financial commitments. Further, an important assumption is that GOG will continue to 
prioritise poverty reduction and ensure adequate allocation of resources to health (including subsidies 
to CHAG institutions) and to the fight against HIV/AIDS. Finally, it is assumed that the POW III and 
the NSF II reflect the actual priorities of GOG and that MTEF allocates resources in line with these 
priorities. There are a number of risk factors determining to what extent MOH will be able to 
implement the POW III as planned: 
 
Poor people‘s access to health care not given sufficient attention – The implementation of the 
exemptions from user charges has proven difficult in the past. GOG has always assumed that the 
NHIS would solve this problem. There is, however, a risk that the access of poor people will still be 
jeopardised. With a bleak outlook for financial sustainability of NHIS, financial pressure may result in 
premium increases to cover the costs incurred by its success in achieving high enrolment and may 
provide a disincentive to enrol more poor people (high cost patients) that pay  low premiums.  
Exemptions for premiums have generally been restricted to indigents, disregarding the fact that almost 
one fifth of the population is absolute poor. There is a high risk that this group will not be able to 
afford premiums and will at the same time be met with increasing user fees as health facilities increase 
the fees to generate more revenues from NHIS – and from uninsured patients.  
 
Availability of sufficient funding – The GOG budget will remain an important source of finance for 
service providers. Significant and sustainable increases in the government health budget will largely 
depend on economic growth and the ability of the MOH to get its share of the growth. There is a risk 
that the MOH will not be able to do so. Further, there is a risk that a shift to SBS will reduce the total 
funding for the sector, if GOG does not increase its funding correspondingly although GOG has 
stated its commitment to ensure that a shift to budget support will not reduce the funding for the 
sector, e.g., that the support will still be additional. Finally, there is a risk that the GOG will use the 
development of NHIS to justify a reduction in GOG contribution to health. NHIS reimbursement is, 
however, supposed to replace IGF and not GOG funding (except perhaps in the long run). 



HSPS IV Programme Document 07-10-2007 

 

 68 

Furthermore, increased demand as a result of increased NHIS coverage will result in increased funding 
needs for GOG co-funding (as fees are not set at full cost recovery). 
 
Sustainability of NHIS – NHIS is envisaged to continue to be a major source of financing and to be an 
instrument for improving access to care for poor and vulnerable groups. Much depends on how fast 
enrolment occurs, to what extent services are used, the effectiveness of the system and to what extent 
the government will transfer funds collected to NHIS. If the NHIS becomes financially unsustainable, 
it would be catastrophic since the NHIS is expected to fund more than the GOG by the end of POW 
III. Ensuring financial sustainability of the NHIS will require cost control measures. Partial studies 
suggest that cost per admission doubled and OPD cost increased by 50% from 2005 to 2006. Rates of 
utilisation are also, not surprisingly, higher than national averages.  
 
Predictability of funding flow – Delays in disbursements of GOG funds have been a problem in the 
past, either due to lengthy bureaucratic procedures, cash flow problems in the MOFEP or other 
factors. The Health Fund has been used as a tool to smoothen cash flow as DPs have been able to 
front-load the Health Fund against a cash flow plan from MOH. At the district level, there have been 
problems accessing the item 2 funds channelled through the District Treasury. There is a risk that such 
delays may persist and increase.  CHAG institutions have difficulty accessing item 2 funding from a 
number of regions and districts. As budget management decentralisation proceeds the predictability of 
funding flows to BMC‘s will become ever more critical.  
 
Human Resource Availability. One of the major constraints to the implementation of the POW II has 
been insufficient numbers and poor distribution of human resources for health across the sector to a 
large extent caused by a considerable out-migration of health workers, especially doctors and to some 
extent nurses. Government health services are very dependent on key management and clinical staff. 
Therefore, steps have been taken to stimulate retention of staff, the latest being the wage settlement 
from 2006. The results of the latter are yet to be evaluated. The MOH further plans to increase the 
number of trained middle level health staff to overcome some of the shortages. There is a risk that the 
human resource situation will deteriorate further or not improve as required to keep pace with needs, 
thus hampering expansion of service delivery in both sectors (i.e. health and HIV/AIDS).  
 
Capital investment planning and management – A number of improvements have been made in capital 
investment planning and management over the years, but the sector has still been plagued by delays, 
cost-overruns and politicised projects. To ensure that actual investments reflect objective and verifiable 
needs, it is important that agreed principles and plans are adhered to. In the absence of an overall 
framework for capital investment, there is a risk that the sector will continue to over-develop facilities 
in some locations, under-invest in other areas, and expand the public health service beyond the limits of 
available operating funds and human resources for health. The recent moratorium on new capital 
investments, however, gives hope that change may be underway. As in most other developing countries 
there is also a risk that maintenance of buildings and equipment will be insufficient. If the funding of 
regular preventive maintenance is not increased and prioritised and if district health administrations 
continue to have only very limited funds, adequate to cover no more than the health services provided 
and restricted procurement of supplies, there is a risk that capital investments will remain unprotected. 
 
Efficiency gains will not materialise – Cost and resource envelope projections presented in the POW 
III clearly show that the success of POW III depends on the ability to expand the volume and quality 
of key services using the resources already available to the sector. This depends primarily on 
improvements in labour productivity and increased capacity utilisation so that more can be produced 
with the resources. If these gains do not materialise there is a risk that stagnation will continue. 
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Salary expenditures crowding out non-wage recurrent expenditures -  The wage bill has continued to 
increase over the past couple of years. There is a risk that the increment of wages will continue to 
crowd out the GOG funds for services which will affect sustainability as well as the quality of the 
services. If not contained, continued pressures are likely to crowd out non-wage expenditures, 
particularly maintenance and materials to support service delivery. The new wage settlement in mid-
2006 replacing allowances with a simplified and higher salary was intended to reduce pressure, but there 
is concern over greater inequalities between doctors and other health workers. While doctors constitute 
only 2% of the health sector workforce, any increase in wages for other larger groups such as nurses 
(27%) will have major implications for the wage bill. 

 
Risk mitigating measures – The above mentioned risks are addressed through several measures. One 
measure is the provision of TA to PPMED to strengthen MOH capacity in a number of areas, 
including capacity in budget justification of high quality, thus enabling MOH to compete successfully 
with other line ministries for GOG resources; capacity for analysis of resource implications, cost 
effectiveness and design of financially sound policies at a pace that is financially sustainable; capacity to 
develop systems for accountability within the sector (to stimulate efficiency gains). Secondly, conditions 
regarding sector share of government budget is expected to mitigate some of the risk. Thirdly, risk 
mitigation will take place by active partnership through continuous monitoring (for example of 
disbursement delays, enrolment of the poor in NHIS), contribution to operational research and policy 
dialogue with MOH and MOFEP on sector financing, equity, resource allocation issues (both financial 
and human resources), and financial management including funding flows. Finally, Danida has specified 
a fall-back position for its financial support for POWIII that specifically target interventions that will 
benefit access to services by the poor. 
 
Accountability issues (financial, political, administrative and local procurement) 
It is assumed that Danida will have continued trust in the PFM system, that the gradual improvement 
of the public financial management systems in the sectors will continue and that the ERPFMs will 
continue to be favourable. Risks include: 
 
Corruption - Like in most other developing countries orruption is a problem in Ghana. It is considered 
prevalent at all levels and even the best financial control and auditing systems will have difficulties in 
capturing all possible cases. There is no basis for assuming that corruption is significantly higher in the 
HSPS IV than in the HSPS III, however, transparency is not well supported by the increasingly 
complex finance architecture. Mitigation: rely on the general strengthening of the PFM system. 
Earmarking for HIV/AIDS and annual assessment of scope for using basket funding in respect of the 
GAC and HIV/AIDS support. Denmark will maintain its zero tolerance for corruption. 
 
Budget execution - There is a risk that the budget execution and adherence to agreed plans may leave 
something to be desired and hamper attempts to improve the performance of the health system. This 
could worsen the relationship between DPs and MOH. Mitigation: improving the policy dialogue, 
develop realistic targets and improve the quality of the budget formulation.  
 
Weak administrative capacity - Inadequate administrative capacity by the recipient institutions including 
CHAG, GAC presents a risk. The TA to MOH and CHAG will directly address this issue. 
Strengthening of GAC Secretariat is part of the M-SHAP. 
 
Sustainability, replicability and capacity development issues (financial, institutional, technical 
and local procurement); 
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It is assumed that both the MOH and CHAG will provide a good environment for capacity 
development, in particular ensuring that capable counterpart staff available to work with the technical 
advisers. If this is not the case, it should become a matter for dialogue with MOH and CHAG.  
 
It is assumed that MOH and CHAG will be able to provide office space for the proposed technical 
advisers in order to maximise their opportunity for capacity development. Where necessary, the 
programme can support provision of the initial office equipment for the technical advisers. 
 
Risks and assumptions related to the achievement of programme objectives 
It is assumed that the RDE and Danida-Copenhagen will be able to ensure adequate implementation 
and monitoring of the programme. It is also assumed that cooperation between MOH, GAC, CHAG 
and other implementing agencies and Danida will remain good.  
 

 Specific risks related to implementation by the RDE/Danida include: 
o The Danida policy of zero-tolerance to corruption resulting in funding being blocked 
o RDE not possessing adequate time or technical competencies to participate in and 

contribute to sector policy dialogue or as sector lead 
o RDE staff not adequately supervising and monitoring timely disbursement of funding 

for and implementation of earmarked activities 
o RDE lacks sufficient capacity to efficiently administer short tem technical assistance and 

other inputs for Component 2 
 

 Specific risks related to CHAG implementation include: 
o Senior church authorities do not maintain a firm commitment to CHAG and provide 

the support required fro it to function effectively. 
o The MOH and CHAG do not succeed in establishing the Partnership Steering 

Committee as an effective body for promoting their collaboration  
o Management staff for the CHAG Secretariat lack sufficient capacity to institute the 

management reforms and Component 2 activities, or to benefit substantially from the 
management development initiative for CHAG. 

o CHAG is unable to diversify its funding in the medium-term to ensure its sustainability. 
 

 Specific risks related to GAC implementation include 
o The GAC has so far demonstrated limited capacity to mobilise commitments of 

government and partners to the NSF-II mandate for cost-effective interventions, with 
emphasis on prevention particularly in vulnerable, at risk groups. The bulk of funds for 
HIV prevention presently go to less cost-effective interventions, e.g., targeting the 
general population and in-school youth groups and at the workplace where the cost per 
infection averted is higher than focussing on high risk groups.   

o While the NSF aims to scale up Antiretroviral Treatment (ART) to reach universal 
coverage by 2010, there are many barriers affecting access to ART in Ghana, especially 
for the poor. Pre-treatment testing and diagnosis is not free, nor are the ARV 
medications. Management of opportunistic infections can be covered by the NHIS, but 
this requires premium payments. Socially, HIV/AIDS remains highly stigmatised in 
Ghana, persons living with HIV/AIDS (PLWHAs) report needing to pay for travel 
beyond their home communities to ensure confidentiality of care. These issues are not 
yet fully targeted and addressed by the existing GAC and NACP programmes  

o Although the GAC is the national coordinating body for national HIV response, there 
are many outstanding concerns about its capacity for M&E, management, 
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programmatic accountability, and over-engagement with implementation level; i.e., it is 
not currently well qualified technically or managerially for handling substantial blocks of 
open funding. A ‗functional assessment‘ study of the GAC is currently underway, with 
results expected in 1-2 months; it is anticipated that the results of this assessment will be 
widely shared by government and DPs, and they will assist government in restructuring 
salaries, job descriptions and functions within the GAC in accordance with government 
standards.  

 

 Specific risks related to MOH implementation are covered in previous sub-headings. 
 

Mitigation of the risks related to RDE/Danida has been built in by adopting a less complex programme 
with only three components managed through the RDE. In the initial years of the programme the 
HSAO will contribute to monitoring of the sector and to maintaining a high quality sector dialogue 
with MOH. It is assumed that the programme will receive sufficient oversight and feedback on its 
activities through joint mechanisms.  
 
CHAG senior authorities have started implementing recommendations of the external review and are 
preparing to fill vacant management positions. A technical adviser will assist and support recruitment, 
management capacity-building and implementation of activities. Strengthened systems and management 
will increase CHAG‘s capability to diversify its funding. 
 

10.Implementation 
Second half of 2007: 

- the MOU/CMA specifying the details of the implementation arrangements for the SBS 
will be developed 

- CHAG‘s five year strategic plan will be developed and the detailed work plan for 2008 
developed 

- MOH and GAC will develop their annual programmes of work 
- RDE to start recruitment of technical advisers 

 
2008: Programme starts January 1. 
 
2009: External review of earmarked funding, see Chapter 8. 
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Annex 2: Job description for Senior Health Economics/Public Financial 
Management Adviser 

 

Background 

One of the most striking features of the health sector in Ghana over the past decade is the increase in 
the resource envelope available for health. While progress has been made in a number of areas, it is, 
however, a concern that in spite of the additional resources there is also lack of progress in a number of 
areas. The MOH is consequently under pressure to deliver improved outputs and outcomes to justify 
the resources allocated to the sector. At the same time, MOH is facing increasing cost pressures (from 
rising wages, from increasing demands for more sophisticated health services and from increased used 
of services as NHIS coverage increases) while on the other hand the resource envelope is unlikely to 
continue growing at the same pace as in the past. As development partners increasingly shift resources 
to MDBS or sector budget support, the MOH will have to face the challenge of increasing advocacy 
and strengthening the budget formulation and justification to raise the contribution to the sector from 
GOG.  
 
A key element of public financial management is budget credibility. In recent years deviations between 
appropriated budget and actual expenditures have been a cause for concern and maintaining budget 
credibility continues to present a substantial challenge. One factor influencing this is the quality of the 
budget formulation. In the past the financial implications of policy changes has not always been 
realistically assessed and taken into account, when deciding on policy changes and approved policies 
have not always been adequately operationalised and reflected in the resource allocations in the budget, 
hence creating problems for implementation. For example, MOH is planning to adjust its resource 
allocation mechanism to combine equity considerations with creation of incentives for more efficient 
managed, and once having decided on such adjustments will face the challenge of translating it into the 
budget. 
 
In Ghana, the Ministry of Health (MOH) is responsible for the overall policy formulation whilst its 
agencies, e.g., Ghana Health Service, Tertiary Teaching Hospitals, CHAG, and the NHIF are in charge 
of the implementation of the policies in their area of service coverage. Within the MOH the Policy, 
Planning, Monitoring and Evaluation Directorate (PPMED) plays a key role. The PPMED is 
responsible for coordination of policy formulation, strategic planning, resource allocation and 
budgeting in the Ministry. It initiates review of health legislation for regulating the practice and of 
delivery of health services in the country, and it is responsible for the overall monitoring and evaluation 
of the performance of the health sector in the country. The PPMED consists of the Policy Planning 
and Budgeting, the Capital Investment Management and the Monitoring and Evaluation units.  
 
One key aspect of improving capacity within the field of health economics is, that Ghana is embarking 
on a more complex financing arrangement of its health sector with a rapidly increasing role of health 
insurance. Insurance presently have reached >40% enrolment, and MoH is envisioning to shift an 
increasing share of curative care to this financing modality. Also NHIS will imply an increasing role of 
the private sector within curative care. The scope and scale-up of the Ghanaian NHIS is unprecedented 
in Sub-Saharan Africa and represents a formidable challenge and opportunity. 
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Objective 

The long term objective for the posting of a Health Economics Adviser to the PPMED is to build 
capacity in the area of Health Economics and Public Financial Management.  

 

Scope of work: 

The adviser will be placed in the Planning, Policy, Monitoring and Evaluation Department (PPME) of 
the MOH and refer to the Director of PPME. The Head of the Policy Planning and Budget Unit will 
be the direct counterpart. 
 
The Adviser will primarily build capacity in the areas of health economics, including policy analysis, but 
also in aspects of planning and its linkage with financial management (particularly budgeting and budget 
implementation) as well as aspects of health systems analysis. Given the current lack of capacity, the 
adviser will also be a member of the PPMED team contributing directly to the work. 
 
The technical assistance will be include, but not necessarily be limited to, the following areas: 

 Assistance in development of a financing plan justifying the need for increased GOG 

resources for the health sector 

 Assistance in development of policy options for the future financing of the health sector, 

including a strategy for shifting of the financial burden of curative care to NHIS 

 Assistance in development and institutionalisation of methods for analysis of budget 

implications when major options for policy change are discussed 

 Assistance in relating the budget formulation to approved policies, and if necessary 

contribute to revision of budgeting guidelines 

 Assistance in updating and further developing the National Health Accounts for Ghana; 

 Assistance in costing health care services under different development scenarios. This would 

include the design of a simple costing methodology adapted to the Ghanaian context that 

could be used for deriving unit costs for budget projections. 

 Assistance in establishing procedures for, as well as carrying out, recurrent cost analysis and 

medical technology assessments for new equipment, procedures, and other investments;  

 Assist in evaluating various existing programmes in term of cost effectiveness; 

 Assist in adjusting the resource allocation mechanism and operationalise it in the budget. 

 Assist in identifying relevant operational research within all the above mentioned and related 

areas, as well as assisting in carrying out such research.  

 Assist in analysing the implications of the decisions on the financial sustainability of the 

National Health Insurance Scheme 

 Support the MOH in its dialogue with NHIS 

 Advise on resource allocation within the health sector and aligning the structure of the 

budget and financial statements  
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 Advise on financial decentralization within the health sector bearing in mind local 

government decentralization  

 
The posting will be for an initial period of two years. During this period the Adviser will initiate work 
in the areas listed above. In addition the Adviser will assist in establishing linkages to institutions with 
the requisite expertise in health economics/public financial management to ensure the continuous 
technical assistance needed to complete the listed tracks. If so desired by PPMED, an extension or 
recruitment of another adviser in the PPMED may be requested to continue the existing works.  

 

Qualifications of Candidate: 

The adviser should have (at least) a masters level degree in a) health economics, b) economics with a 
specialization in health economics or c) economics with substantial working experience from the health 
sector. In addition, the adviser should have substantial experience from working in a developing 
country. Experience with health insurance, cost-effectiveness analysis and public financial management 
will be considered assets. 
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Annex 3: Job description for Institutional Development Adviser 

 

Background 

One of the most striking features of the health sector in Ghana over the past decade is the increase in 
the resource envelope available for health. While progress has been made in a number of areas, it is, 
however, a concern that in spite of the additional resources there is also lack of progress in a number of 
areas. The MOH is consequently under pressure to deliver improved outputs and outcomes to justify 
the resources allocated to the sector. At the same time, MOH is facing increasing cost pressures (from 
rising wages, from increasing demands for more sophisticated health services and from increased used 
of services as NHIS coverage increases) while on the other hand the resource envelope is unlikely to 
continue growing at the same pace as in the past.  
 
Several reviews have pointed to weak management and lack of accountability mechanisms as factors 
behind the disappointing performance of the sector despite increased funding in recent years. In view 
of the increasing fragmentation in the sector and structural change in the sector, greater clarification of 
roles and responsibilities of MOH, Ghana Health Service, NHIS, District Assemblies is needed. MOH 
will need to develop and implement systems to become more effective in its collaboration with these 
various partners. MOH will also need to develop and implement accountability mechanisms. 
 
As a response to the need for improved performance there is a need to review the incentive mechanism 
in the sector both at institutional and individual level. A soft performance contracting system has been 
introduced, but since financial disbursements are often no timely and sufficient, it remains less 
effective. It has been considered to introduce performance related criteria for a part of the resource 
allocation mechanism, but this needs further exploration and operationalisation, as does the 
development of the performance contracting system. At the individual level there is a need to review 
the incentive structure for health staff in relation to the recent salary reform that integrated a number of 
allowances into the base salary. 
 
In Ghana, the Ministry of Health (MOH) is responsible for the overall policy formulation whilst its 
agencies, e.g. Ghana Health Service, Tertiary Teaching Hospitals, CHAG, and the NHIF are in charge 
of the implementation of the policies in their area of service coverage. Within the MOH the Policy, 
Planning, Monitoring and Evaluation Directorate (PPMED) plays a key role. The PPMED is 
responsible for coordination of policy formulation, strategic planning, resource allocation and 
budgeting in the Ministry. It initiates review of health legislation for regulating the practice and of 
delivery of health services in the country, and it is responsible for the overall monitoring and evaluation 
of the performance of the health sector in the country. The PPMED consists of the Policy Planning 
and Budgeting, the Capital Investment Management and the Monitoring and Evaluation units.  
 

Objective 

The long term objective for the posting of a Institutional Development Adviser to the PPMED is to 
build capacity in the area of institutional and organisational analysis.  
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Scope of work: 

The adviser will be placed in the Planning, Policy, Monitoring and Evaluation Department (PPME) of 
the MOH and refer to the Director of PPME. The Head of the Monitoring and Evaluation Unit will be 
the direct counterpart. 
 
The Adviser will primarily build capacity in the areas of institutional and organisational development, 
including governance mechanisms, performance contracting as well as aspects of health systems 
analysis. Given the current lack of capacity, the adviser will also be a member of the PPMED team 
contributing directly to the work. 
 
The technical assistance will be include, but not necessarily be limited to, the following areas: 

 Assistance in review and revision of the performance contracting mechanism and in its 

effective implementation 

 Assistance towards institutional analysis and organisational assessment of the MOH and its 

agencies 

 Assistance in development and institutionalisation of methods of performance monitoring at 

all levels 

 Assistance in strengthening of the monitoring and evaluation processes and reporting systems 

for evidence-based decision-making 

 Assistance in development of mechanisms for the future collaboration with Local 

Government 

 Assistance in the review and development of programmes and plans for strengthening 

systems for accountability within the health sector 

 Assistance in the review and development of programmes and plans for strengthening 

institutions and mechanisms for intra-sectoral collaboration, multi-sectoral collaboration, 

public-private partnerships, donor coordination and community participation  

 Assistance in review and strengthening the legislative environment  

 
The posting will be for a period of two years. During this period the Adviser will initiate work in the 
areas listed above. In addition the Adviser will assist in establishing linkages to institutions with the 
requisite expertise in institutional and organisational development to ensure the continuous technical 
assistance needed to complete the listed tracks. If so desired by PPMED, an extension or recruitment 
of another adviser in the PPMED may be requested to continue the existing works.  
 

Qualifications of Candidate: 

The adviser should (at least) have a masters level degree preferably in organisational science with 
substantial health sector experience or subsidiary in health planning with substantial managerial 
experience. 
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In addition, the adviser should have experience from working in a developing country. Practical 
experience with performance contracting will be considered an asset. 
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Annex 4: DRAFT Job description - Technical Adviser to the Christian Health 
Association of Ghana (CHAG) 

 
 
Background 
The Christian Health Association of Ghana (CHAG) was founded forty years ago, registered in 1968 
and is one of the oldest church health organisations in Africa. CHAG consists of 16 Christian 
Churches plus the 58 hospitals, 84 primary level services and 9 nurse and midwifery training schools, 
who make up its Member Institutions (MIs). It was established to promote competent total health care 
for the people it serves and to foster a closer partnership between church related services and the 
Ministry of Health (MOH). It is estimated that CHAG is the main provider of health services for 35-
40% of Ghana‘s people. Thus it is second only to government as a provider of health care in Ghana. 
Moreover many of its facilities are located in remote rural locations with substantial poor and 
marginalized populations. In return for the health services that CHAG facilities provide for the public, 
the MOH covers most of the salary costs of CHAG MIs and a substantial proportion of their other 
recurrent costs – in all approximately 80% of their recurrent funding comes from the MOH. 
 
A recent external review of CHAG found there had been good progress in building relations between 
CHAG and the MOH, in mobilising public sector resources for MIs and in strengthening their 
appraisal and planning. The review also identified some important challenges that CHAG faced. It had 
focused strongly on resource mobilisation but surrendered its leading role in promoting public health 
and the needs of the poor. In particular it had not been able to take full advantage of opportunities to 
contribute to health policy development and other interactions with government, neither at national 
nor at regional/district level. In addition the CHAG Secretariat had only made a limited contribution to 
strengthening the capacities of MIs, or to addressing issues of accessibility to their services by the poor. 
Although MIs continue to be a major source of health care for under-served and disadvantaged 
communities, nevertheless there remained serious financial and other barriers which limit access of the 
poor to their services. A key challenge for the future was the need to establish strong, effective systems 
and capacity within the CHAG Secretariat so it can engage more effectively with government; regain its 
important role in public health and pro-poor advocacy; and support MIs in improving the quality, 
management and accessibility of their services 
 
To help address some of these challenges, Danish International Development Assistance (Danida) will 
be providing support for CHAG from 2008 to 2012, as part of its 5- year programme of Health Sector 
Programme Support (HSPS) for Ghana, The overall objective of CHAG support is  

to assist the institutional development of CHAG and help establish enduring capacity for serving and promoting 
the health needs of the poor; strengthening the performance of its Member Institutions; and developing public health 
services across the country.  

The four immediate objectives are as follows: 
1. Scale up the systems and capacity of CHAG MIs to provide accessible, high impact services 

with a focus on the poor, disadvantaged and vulnerable groups  
2.  Establish an enduring CHAG capability to build the performance, coverage and access of 

MIs 
3. Improve CHAG capacity for health policy development, advocacy and engagement with 

government, particularly on public health issues and the needs of the poor 
4. Support the institutional development of CHAG and strengthening of the management 

systems and capacity of its Secretariat. 



HSPS IV Programme Document 07-10-2007 

 

 83 

 
Prior to the commencement of Danida assistance, CHAG will prepare a second Strategic Plan, for the 
years 2008-2012 reflecting these objectives. Agreement will be reached with Danida on which parts of 
the plan Danida will assist. Based on the Strategic Plan an annual Workplan and a budget for Danida 
assistance will be prepared each year and agreed with the Royal Danish Embassy. It is envisaged that 
the Strategic Plan and Annual Workplans will include activities such as the following for achieving the 
above objectives: 
 
a) Scaled up systems and capacity of Member Institutions 

 Review of barriers to access at MIs  

 National, regional and MI initiatives to increase access and use of MI services by the poor 

 Regionally implemented programmes of direct support for MIs to strengthen their systems 
and management competence in priority areas, such as high impact health interventions, 
NHIS procedures, quality assurance, institutional planning and management, sustainable 
drug supplies, HMIS, maintenance) 

 
b) CHAG capability to build MI performance, coverage and access 

 Design, test and roll out a CHAG management development initiative for direct support of 
MIs in health systems strengthening 

 Develop suitable system models and guidelines for implementation through the 
management development initiative on priority areas of management and service delivery 
(finance, high impact interventions, staff performance, etc) 

 Continue to develop and expand the process and capacity at national and regional level for 
implementing annual peer appraisals  

 Establish regular regional quarterly meetings to review MI progress on their action plans 
and performance on key indicators. 

 
c) CHAG capacity for policy development, advocacy and engagement  

 Organise regular meetings of the Partnership Steering Committee, ensure effective CHAG 
participation and link work of the Committee with CHAG national and regional structures 

 Establish communication lines and regular meetings between RHMTs and CHAG regional 
structures 

 Develop technical capacity within the CHAG Secretariat in health policy analysis, advocacy 
and to engage effectively with the MOH and other partners on health issues 

 Take full advantage of the increased opportunities for CHAG involvement in health sector 
planning, monitoring and policy development 

 Mobilise expertise and experience within MIs to participate in policy development, 
advocacy and engagement with government 

 With involvement of CHAG stakeholders develop and disseminate position papers and 
organise advocacy campaigns on priority public health issues and the needs of the poor.  

 
d) Institutional development and strengthened Secretariat management systems and capacity 

 Establish structures and mechanisms to ensure involvement of major stakeholders in 
CHAG decision-making and activities plus effective accountability of CHAG to its 
members and other stakeholders 

 Revise and develop the management systems of the CHAG Secretariat, giving priority to 
financial management, accounting and staff performance management 
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 Establish the necessary technical and managerial capacity to operate the new management 
systems effectively 

 Establish CHAG Regional structures with good MI involvement and organise ongoing 
support for them 

 Carry out a review of current and potential sources of funding and other resources for 
CHAG. 

 Develop and implement plans for medium-term financial sustainability of CHAG. 
 
To assist CHAG in achieving these objectives and to co-ordinate the assistance which is being 
provided, Danida will provide a full-time Technical Adviser for CHAG, who will work with its senior 
management team. 
 
 
Scope of Work 
The CHAG Technical Adviser will be based in the CHAG Secretariat Headquarters in Accra and shall 
report to the Executive Secretary. The CHAG Technical Adviser will provide technical advise to the 
Board, management and staff of CHAG, as well as with its Member Institutions and the Health 
Coordinating Units of the Churches.  
 
The overall objective is strengthening the organisational efficiency and managerial capacity of CHAG 
and its Member Institutions. 
 
Tasks and responsibilities will include but not necessarily be limited to the following: 

 Assist CHAG in preparation of the annual Workplans (including milestones and indicators) and 
budgets 

 Provide technical and organisational support for the implementation of workplan activities such as 
those listed above 

 Collaborate closely with the Executive Secretary of CHAG and staff in implementing the 
workplans. In the first two years give particular attention to CHAG institutional development and 
strengthening the management systems and capacity of the CHAG Secretariat (objective d) above), 
though at the same time ensuring progress on the other objectives. 

 Assist in preparing specifications, TORs, contracts or other documentation for inputs required for 
workplan activities, including short-term technical advisers. 

 Ensure good communication and liaison between CHAG and the Royal Danish Embassy on the 
support programme. 

 Assist in the regular monitoring and review of progress on the workplans and the Strategic Plan, 
including achievement of indicators and milestones.  

 Assist preparation and timely submission of required reports to the CHAG Board, the Partnership 
Steering Committee and Danida. 

 
 
Qualifications 
The adviser will be a management or similar professional with (at least) a Masters degree and  
qualifications/experience in the following areas:  
 Public Health 
 Change Management 
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 Management and Organisational Development in the health sector 
 Health planning 
 Primary Health Care and Service Delivery 
 Health financing 

 
The adviser will also have at least 5 years working experience in the health sector and at least 3 years 
experience from working in developing countries, preferably including West Africa. He/she will also 
have:  
 Excellent managerial, inter-personal, communication and political skills 
 An independent and robust character 
 The capacity to operate effectively in difficult working environments. 
 
The adviser should be prepared to travel widely in Ghana. 
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Annex 5: Job description for Health Policy Adviser to HSAO 

 
Background 
In 1994 a Steering Unit was set up to monitor, co-ordinate and supervise the five-year Denmark-Ghana 
Health Sector support Programme (HSSP I). For HSPS II this was transformed to the Danida Health 
Office, which should function as a partner to the MOH/GHS during the implementation of the MOH 
5-year Programme of Work (POW) and in liaison with the Royal Danish Embassy (RDE) facilitate 
other Danida support to the Health Sector. It was later renamed the Danida Health Sector Support 
Office (HSSO). The role of the HSSO was unchanged during the third phase of Danida support HSPS 
III (2003-2007).  

 
During the years HSSO has hosted the Joint Sector Review teams as well as other consulting teams 
who have amongst other benefited from the large collection of documentation for the health sector, 
originating from Ghanaian institutions, external consultants and various donor agencies. 

 
The SWAp has promoted a better-analyzed and comprehensive long term planning process. It has 
enabled the government and development partners (DPs) to deal with a full range of public policy and 
resource allocation issues as opposed to more isolated project areas. The qualified policy dialogue 
between partners has put considerably broader demand on the technical capacity and time needed to 
remain well versed on the details of the broader policy agenda. This has been even more the case due to 
a very complex health sector with many and diverse political as well as other interests and some of the 
most far reaching reforms in Africa (e.g. introduction of comprehensive health insurance).  
 
In the past, some of the key DPs participating in the SWAp provided un-earmarked pooled funding for 
the implementation of the POWs using the Health Fund as funding modality. The DPs are, at varying 
pace, currently in the process of shifting their support towards Multi Donor Budget Support (MDBS) 
or sector budget support. Some have already taken such steps, while others are still reviewing the 
options. One challenge in this shifting context of aid modalities is to maintain and even strengthen the 
policy dialogue, which has suffered somewhat in recent years. 

 
The sector dialogue has experienced difficulties to such a degree that the RDE clearly identified the 
need for the continuation of HSSO albeit in a new form, ie. a Health Sector Advisory Office (HSAO). 
Other partners are in of such an entity, e.g. World Bank, UNICEF and USAID. 
 
 
Objectives and responsibilities 
The Adviser will lead, as well as together with the rest of the HSAO staff cover the technical areas, the 
HSAO, which has the following objectives: 

 Provide independent technical analysis to the stakeholders in the health sector. 

 Build capacity in Ghanaian institutions in order to enable them to fulfill this role. 
 
The general responsibilities and specific activities of the HSAO are outlined in Annex 6.  
 
 
Qualifications 
The adviser will be a health systems or similar professional with at least a Masters degree and with 
qualifications/experience in at least Public Health, Health planning, and Health financing. Professional 
experience with programme implementation and monitoring in the public sector (especially with local 
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authorities focus) and a thorough understanding of the Danida development policies concerning 
poverty reduction. Experience with implementation of development programmes from Danida and/or 
other donor organizations, and with capacity and institutional development. Additional experience in 
Change Management, Management and Organizational Development or Public Sector Management 
would be welcome. 
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Annex 6: Terms of Reference for the Health Sector Advisory Office (HSAO) 

 
Background 
In 1994 a Steering Unit was set up to monitor, co-ordinate and supervise the five year Denmark-Ghana 
Health Sector support Programme (HSSP I). For HSPS II this was transformed to the Danida Health 
Office, which should function as a partner to the MOH/GHS during the implementation of the MOH 
5 year POW and in liaison with the Royal Danish Embassy (RDE) facilitate other Danida support to 
the Health Sector. It was later renamed the Danida Health Sector Support Office (HSSO). The role of 
the HSSO was unchanged during the third phase of Danida support HSPS III (2003-2007).  
 
During the years HSSO has hosted the Joint Sector Review teams as well as other consulting teams 
who have amongst other benefited from the large collection of documentation for the health sector, 
originating from Ghanaian institutions, external consultants and various donor agencies. 
 
The SWAp has promoted a better analysed and comprehensive long term planning process. It has 
enabled the government and development partners (DPs) to deal with a full range of public policy and 
resource allocation issues as opposed to more isolated project areas. The qualified policy dialogue 
between partners has put considerably broader demand on the technical capacity and time needed to 
remain well-versed on the details of the broader policy agenda. This has been even more the case due 
to a very complex health sector with many and diverse political as well as other interests and some of 
the most far reaching reforms in Africa (e.g. introduction of comprehensive health insurance). 
 
In the past, some of the key DPs participating in the SWAp provided un-earmarked pooled funding for 
the implementation of the POWs using the Health Fund as funding modality. The DPs are, at varying 
pace, currently in the process of shifting their support towards MDBS or sector budget support. Some 
have already taken such steps, while others are still reviewing the options. One challenge in this shifting 
context of aid modalities is to maintain and even strengthen the policy dialogue, which has suffered 
somewhat in recent years. 
 
The sector dialogue has experienced difficulties to such a degree that the RDE clearly identified the 
need for the continuation of HSSO albeit in a new form, ie. a Health Sector Advisory Office (HSAO). 
Other partners are in of such an entity, e.g. World Bank, UNICEF and USAID. 
 
 
Objectives 
The objectives are to  

 Provide independent technical analysis to the stakeholders in the health sector. 

 Build capacity in Ghanaian institutions in order to enable them to fulfill this role. 
 
 
General responsibilities 
The Health Sector Advisory Office will during the initial years of the HSPS IV provide technical advice 
to the MOH, Ghana Health Service (GHS), CHAG, Ghana Aids Commission, DP Sector Lead, other 
DPs, NGO, CSOs and other private sector partners, as and when requested. Specifically, the HSAO 
will facilitate Danida's support to Ghana's health sector including monitoring of areas of priority; 
thereby enabling Danida - as well other DPs - to continue to be qualified policy dialogue partners to the 
MOH and its agencies. 
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As opposed to previous phases of HSPS, HSAO will not have any significant funding for 
implementation of their own and as such will not be directly involved in implementation of the HSPS 
IV components. 

 
During the mid-term review of the programme,as the new programme has taken off, the landscape of 
aid modality for support to the POW has stabilised, and the function as support for the sector-lead has 
had a chance to develop, the continued need for and function of the HSAO will be reviewed and the 
strategy for phasing out will be developed.  

 
General responsibilities include, but are not necessarily limited to: 

 Establish and maintain a good relationship with the MOH, GHS, National Health 
Insurance Scheme (NHIS), CHAG, GAC and other key organizations (public as well as 
private), national health associations and institutions, municipal and local government 
authorities, academic institutions, NGOs, multilateral and bi-lateral agencies, through 
participation in formal and informal meetings and in collaborative activities. One key role 
– also recognizing the POW III‘s cross-sectoral focus – will be to link with stakeholders 
outside the ―narrow‖ health sector. 

 Develop and maintain an in depth knowledge and understanding of Ghana's health 
sector, and sufficient knowledge of related areas, e.g., HIV/AIDS, nutrition, population 
and water & sanitation; to be familiar with government, private sector and health partners, 
health and health related policies; and to report on key issues and developments; to follow 
general social, economical and political developments in Ghana not least with a view to 
poverty alleviation, public financial management and public sector reform with possible 
implications for the health sector; to keep reasonably up-dated on international 
experiences and developments relevant to the health sector in Ghana. 

 Contribute to dialogue on health and health related issues, e.g. HIV/AIDS; to encourage 
collaboration between programmes and activities of MOH, GHS, NHIS, CHAG, GAC, 
related ministries, NGOs and other partners; and to encourage the use of local 
institutions, e.g., universities and others, to provide inputs to analysis and dialogue. 

 Assist the RDE on health sector issues and continuously keep the RDE informed on 
developments within the sector.  

 Assist the DP Sector Lead in the joint MOH/DPs facilitation, co-ordination and 
monitoring of support to the MOH POW. 

 Provide specific expertise on request from the MOH/GHS. 

 Establish and maintain a database of relevant programme information and key documents 
related to the health sector in Ghana as well as an inventory of local consultants and 
institutions. 

 Prepare and participate in Danida and other initiated reviews or evaluations as required in 
consultation with MOH and the sector lead. 

 Establish collaboration, in terms of capacity building, with Ghanaian institution(s) that 
have the potential of providing independent monitoring and analysis of the health sector 
(―Watchdog function‖). 

 
Specific Activities 
The above general responsibilities imply the HSAO routinely will carry out the activities listed below, in 
addition to a number of other activities based on demand, inter alia: 

 Participate in preparatory meetings prior to the MOH assessment of the previous year‘s 
progress. 
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 Participate in the preparation of Terms of Reference and other modalities for the joint 
MOH/ health partners technical review mission (performance review) and the April 
summit meeting (health partners and MOH). 

 Identify suitable external consultants jointly with MOH/CHAG/GAC and other 
partners. 

 Co-ordinate contracting and reporting for requested Danida funded consultants. 

 Review the Annual Review Report and provide feedback to MOH, DP Sector Lead & 
RDE. 

 Forward with comments the MOH Progress report and Review Report to the DP Sector 
Lead and RDE. 

 Assist in preparing for the summit meetings between MOH and the health partners and 
participate in the meetings. 

 Participate in the monthly planning meetings and the quarterly business meetings, and 
initiate actions whenever monitoring reveals shortcomings. 

 Review the Annual Audit report (finance and procurement) and provide feedback to 
MOH, DP Sector Lead & RDE. 

 Participate in the MOH/partners field monitoring visits prior to the sector programme 
review and take active part in the performance hearings of individual agencies within the 
sector. 

 Participate in the financial monitoring visits carried out by the MOH Financial 
Controllers‘ staff, and follow up on findings and recommendations. 

 Assist the DP Sector Lead in monitoring and follow up on Aide Memoirs tasks. 
 
Reporting, General 

 Prepare a yearly report on HSAO activities to be submitted to the RDE, MOH, CHAG, 
GAC and DP Sector Lead. 

 Assist in preparing other reports for MOH and other health sector stakeholders. 

 Submit quarterly accounts for HSAO to the RDE. 

 Ensure that the auditors submit the annual audited accounts to the RDE. 
 

Staff 
The HSSO will consist of the following staff: 

 Senior Health Adviser, international recruitment  

 Programme Officer (Health), locally employed (Academic health & social sector related 
background. 

 Programme Officer (HIV/AIDS), locally employed (Academic HIV/AIDS related 
background) . 

 Part time local consultants in the areas of e.g., gender, access to health for the poor, 
HIV/AIDS, quality of care, management, training/human resource development, private 
sector issues, financial management, auditing and resource management. 

 
Support staff consisting of:  

 One administrative secretary/receptionist. 

 Two drivers. 
 
The professional staff may be chosen so that they adequately cover: public health, public administration 
and management, health economics, medical sociology, poverty and gender issues, health system 
management, and financial management. 
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Annex 7: Gender Rolling Plan  

Basic Information 

Programme title: Health Sector Programme Support HSPS   

Sector: Health  

Country: Ghana  

Budget: (Danida contribution):  425 mio DKK 

Starting date and duration:  2007-2012 

Note: The identification phase and presentation to the programme committee took place before the gender equality rolling plan was a requirement. A 
draft format but no guideline on how to use it is available at the time of formulation and appraisal. 
 
Programme 
Phase 

Information 
Requirements 

Indication of where the required information can be found in 
relevant documents 

Summary of information available 

 
Identification 
phase  
 
  
 
 

 
National  and sector 
level : Principles 
and regulations   

 
International & regional conventions:   
International  
 Convention on the Elimination of All Forms of Violence 

Against Women (CEDAW) - 1986  
 Programme of Action of the International Conference on 

Population and Development (Cairo) - 1994 
 African Platform of Action of the United Nations Economic 

Commission for Africa (Fifth Regional Conference) 
 Beijing Declaration and Platform for Action of the Fourth 
World Women‟s Conference Beijing+5+10 

 Millennium Declaration – 2000 
Regional  
 Protocol to the African Charter on Human and People‟s 

Rights on the Rights of Women in Africa – 1986/1989 
 ECOWAS Gender Policy  - 2004 
 AU – NEPAD Gender Equality Objective 5 – 2001 
 AU - Solemn Declaration on Gender Equality (SDGE)  - 2004 

 
The listed international and regional conventions, programmes, and protocols have been 
ratified and Ghana is committed to them 
 
In addition to CEDAW here is now a regional/African Protocol that focuses on Women and 
some of the things that inhibit the development of women – harmful cultural practices etc. 
which are gender-based violence. Ghana is yet to ratify the Protocol.   
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Programme 
Phase 

Information 
Requirements 

Indication of where the required information can be found in 
relevant documents 

Summary of information available 

National documents affecting the sector  
 Ghana Constitution of the Fourth Republic – 1992 
 Ghana Poverty Reduction Strategy I & II 
 National Gender and Children‟s Policy 
 Ministry of Women and Children (MOWAC) Strategic 

Implementation Plan (2005-2008) 
 Decentralisation policy 
 Domestic Violence Law - 2007 
 Ghana Labour Act (Act 651) - 2003 
 Breastfeeding Regulations (Legislative Instrument 1667) – 

2000 
 Other specific laws – E.g., PNDC Law 111, Education Service 

Act (Act 506), Health Service Act (Act 525), Community 
Water and Sanitation Agency Act (564), Local Government 
Service Law (Act 656). 

 
 

Constitution ð enshrines basic guarantees of equality; Chapter 5 deals with fundamental 
human rights and freedoms which conform to the international human rights framework. In 
addition to the rights accorded to all persons, Articles 22 and 27 deal specifically with 
women‟s rights.  Some harmful traditional practices such as widowhood rites and FGM have 
been criminalised under the Criminal Code Amendment Act 1998 (Act 554).  

GPRS II - provides a comprehensive Social Policy Framework to address development and 
poverty issues, including vulnerability and exclusion.  In response to concerns by women‟s 
rights organisations and networks about the inadequacy of gender provisions in the GPRS I, 
extensive efforts were made towards the GPRS II through preparatory studies and thus 
there are clear gender reflections on the thematic focus areas.  

National Gender and Childrenõs Policy - aims to mainstream gender and children‟s concerns; 
It stresses Government‟s commitment to gender responsive development and complements 
all sector policies and programmes and defines structures and key target areas for ensuring 
that gender concerns are routinely addressed in all planning activities, as well as in the 
implementation, monitoring and evaluation of programme activities.   

MOWAC SIP - aims to achieve the status of decentralized national machinery with the capacity 
to reform policies, initiate programmes and collaborate with stakeholders to advance the 
status of women and children.   

Decentralisation policy - seeks to bring participation in decision making and development 
closer to communities, and provides a window of opportunity for addressing specific 
economic and socio-cultural imbalances at the district level through specific support for both 
men and women equitably, to facilitate human development 

Domestic Violence Law -  seeks to offer legal and counseling support to all who suffer 
domestic violence; establishes a legal and institutional framework to address both victims 
and perpetrators 

Labour law ð guarantees women at least twelve weeks of maternity leave.  Article 5 provides 
for additional leave in case of illness arising out of pregnancy. The Labour Act also makes 
provisions for dealing with sexual harassment in the workplace and the provision of skills 
training. 

Other laws ð these laws make provisions to improve women‟s participation in decision-making 
through quotas for their representation on governing bodies at various levels.   
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Programme 
Phase 

Information 
Requirements 

Indication of where the required information can be found in 
relevant documents 

Summary of information available 

Sector documents ð Health  
 2007-2011 5-year PoW  
 NSFII 
 
 Health Sector Gender Policy (draft) 
 GHS Guideline for Operationalizing Gender Mainstreaming 
 National Reproductive Health Policy and Strategy – revised 

2003 
 
 
HIV/AIDS  
 National HIV/AIDS and STI policy  
 NSF 2006-2010 
 

POW: The POW for the health sector includes two programme objectives with significant 
attention to gender-related issues. One is related to the POW Strategic Objective 2 that aims to 
scale up “interventions and services targeting the poor, disadvantaged and vulnerable groups.” 
The programme objective (# 3.2.3) on reproductive and sexual health is “To implement high 
impact rapid delivery strategies that will achieve and sustain high coverage, remove barriers 
(physical and financial) to reproductive health care and ensure the right to attain the highest 
standard of sexual and reproductive health.” The planned priority activities for this objective 
include addressing both male and female issues. The second gender-related programme 
objective is the one on efficiency and equity, “To ensure that all members of society have 
equitable access to high quality healthcare and improve allocative efficiencies in the sector by 
directing resources more precisely to priorities.” The priority activities include a specific plan to 
“Refine and clarify strategies and programmes for promoting gender equity.” This objective, and 
its activities, are designed to contribute to the POW Strategic Objective 4, on accelerating 
“achievement of results through improved governance and sustainable financing.” 
 
 
NSF II: The NSF for the National HIV/AIDS Response has considerable discussion about 
gender inequities and how they contribute to the transmission of HIV/AIDS and act as barriers 
to universal access to HIV/AIDS-related services and care. The NSF includes the following 
objectives with specific gender-related content: ”2. Reduce the proportion of men and women 
who engage in risky sexual behaviour” and ”3. Empower women and other vulnerable groups 
to reduce their vulnerability.” The NSF further directs attention to gender equity in two of its 
main intervention areas: ”Chapter 6 - Mitigating the economic, socio-cultural and legal impacts 
of AIDS” and ”Chapter 7 - Prevention and behaviour change communication”. In these 
sections, plans are described to address gender equity issues from field level to policy 
advocacy. It is also noted that the Ministry of Women and Children Affairs (MoWaC) will 
facilitate mainstreaming of gender issues in the HIV/AIDS programmes. 
 
Health Sector Gender Policy - seeks to recognize the ways in which gender relations, roles, 
responsibilities, access and control of resources impact on women and men‟s health. I think 
we could elaborate a bit on what the sector policy contains. It might also be a good idea to 
mention that  the GHS has drafted a guideline for operationalizing gender mainstreaming 
within the sector in line with its mandate.   

 
Reproductive Health Policy and Strategy - safe motherhood clinical skills and health 

education protocols were developed for training physicians, midwives and public health 
technicians; since 1998 they have been in use by both the public and private health sector.   
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Programme 
Phase 

Information 
Requirements 

Indication of where the required information can be found in 
relevant documents 

Summary of information available 

Structures and 
systems  

National institutions and capacities 
 Ministry of Health and Ghana Health Service 
 Ghana AIDS Commission  
 Ministry of Women and Children‟s Affairs (MoWAC) 
 
 
 

MOWAC - ensures that government fulfils commitment to its obligations under regional and 
international protocols and conventions.  Monitors and evaluates gender and children 
concerns in the work of ministries, departments and agencies (MDAs).  Has a department 
for women and one for children.  While MOWAC has supported women‟s participation, 
coordination and implementation of gender mainstreaming have many capacity problems.   

MoH & GHS ð responsible for allocation of health resources, clinical services, quality of care, 
reproductive health, sector policy, planning, monitoring and evaluation. 

GAC ð responsible for coordination and facilitation of the NSF for HIV/AIDS; has a leading role 
in promoting gender concerns in resource allocations and planning for HIV/AIDS 

Non-governmental stakeholders  
 Health groups: Christian Health Association of Ghana 

(CHAG)  
 HIV/AIDS groups: PLWHA groups, e.g., Network of AIDS 

Positive persons (NAP+); HIV prevention groups, e.g., 
WAPCAS, etc.   

CHAG ð providing clinical services, including services in remote locations. CHAG does not  
have a gender policy/strategy. NAP+ - working with persons living with HIV and AIDS; 
strong emphasis on gender issues  

WAPCAS – addressing female and male issues in working with CSWs and MSM groups 

Partnership with development partners 
 health sector : Summits and business meetings 
 HIV/AIDS: Partnership Forum and business meetings 

Summits/Partnership forums are held twice a year to discuss progress on the annual and five 
year programmes of work  and to approve plans and budgets for the following year. Further 
business meetings are held more frequently. 

These meetings are the for a for the policy dialogue between development partners and MOH 
respectively GAC.  

Monitoring and 
performance 
assessment  

  

Health Sector indicators ð related to gender  
 MMR  
 Total fertility rate (av. # of children per women) 
 HIV+ prevalence among pregnant women 
 Equity index: Gender (Male/female ratio of % of NHIS 

cardholders) 
 % of supervised deliveries 
  
  

Current status  
2006 = not known 
2003 = 4.4        (Source: GDHS) 
2006 =  3.2 %   (Source:  NACP Sentinel Survey Report ) 
 
2006: Not available yet 
2006 = 54%      (Source: MICS) 
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Programme 
Phase 

Information 
Requirements 

Indication of where the required information can be found in 
relevant  project  documents 

Summary of information available 

Identification 
phase  

Assessment of 
major issues, 
opportunities and 
constraints 

Issues, opportunities and constraints: 
 . 
 

Issues, opportunities and constraints 

 The existence of a health sector Gender Policy and GHS guidelinges for operationaliising 
gender mainstreaming represents an opporturnity for raising issues related to 
implementation of these in the policy dialogue 

 
Constraints: 

 „‟That policy does not change the world‟‟ 
 

Programme 
Committee 

Present 
opportunities 
and constraints 
for improving 
gender      
Indicate 
possible 
objectives to 
improve gender 
equality. 

 
Concept note presented to the programme committee p. 8 
  (see note  above the table on timing  issues)  
 
 
 
 

 
The major part of health services target women. Gender concerns will be mainstreamed and 
furthered through the general policy dialogue.   
 
Areas of particular concern in the policy dialogue include financial management, district 

capacity, budgetary allocations to different levels of health care provision, availability of 

funding at each level, capital budget execution, poverty alleviation, and gender issues. 
 
Objectives are those of the MOH and GAC as expressed in POW III and NSF II, see above. 

Preparatory 
Studies 

Steps taken to fill 
knowledge 
gaps identified 
in the 
identification/for
mulation phase. 

A gender sensitivity review was carried out to identify gaps and 
obtain additional information on the gender aspect within he 
health sector 

Main contents  have been summarised and filled in above and supplemented by the 
formulation team. 

Formulation Inclusion of: 
1. Objectives on 

gender equality  
2. Strategies and 

modalities to 
reach 
objectives on 
gender equality 

3. Gender equality 
indicators  

4. Monitoring and 
evaluation 
systems 
sensitive to 
gender 
objectives 

See Chapter 2.7 and 3.6 in HSPS IV  programme document  HSPS IV supports the implementation of the health sector POW III and the NSF II for 
HIV/AIDS. The objectives related to gender equality are therefore identical to the objectives in 
these two strategic plans., see  above. 
 
Danida‟s strategy is to monitor  progress in the sector, including gender related issues, using  

agreed SWAp indicators and  to  raise gender  issues in the policy dialogue with  GAC and 
MOH. 

 
Gender indicators: see section on monitoring and evaluation in Identification section above. 
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Programme 
Phase 

Information 
Requirements 

Indication of where the required information can be found in 
relevant  project  documents 

Summary of information available 

Appraisal Assessment of 
steps taken to 
integrate gender 
equality, including 
objectives and 
indicators, in the 
programme based 
on 
recommendations 
made in the 
program‟s 
preparatory 
documents. 

To be filled by appraisal team  

Annual 
Reviews 

Assessment of the 
extent to which 
progress has 
been achieved 
in fulfilling the 
gender 
objectives of 
the program.  

Recommendations 
for changes 
needed to fulfil 
stated gender 
objectives 
where 
applicable. 

To be filled by annual review team  

Programme 
Completion 
Report 

 -  

Evaluation  -  
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Annex 8: Environmental Screening Note 

 

 

A: Basic Information 

Programme title: Health Sector Programme Support, phase IV 

Sector: Health 

Country: Ghana 

Budget: (Danida contribution): DKK 425 million 

Starting date and duration: 2007-2012 

Short description of the programme 
interventions (emphasis on activities with 
potential environmental impacts): 

See above. 

B: Environmental Issues Checklist 

Will the Programme and/or Components:   

Irreversible use of the natural resources in ways that will pre-empt the use, or 
potential future use, of those resources for any other purpose?   

Emission and degradation: Cause soil, water and air pollution and are the 
potential direct and indirect impacts likely to be of major significance?   

Be affected by possible climate change: will projected effects from climate 
change influence on medium/long term impact of interventions?i   

Local people and environment: Displace significant numbers of people, 
indigenous ethnic minorities or other communities? Change the way of life of 
indigenous peoples and other communities in such a way that it may lead to 
increased pressure on natural resources? 

  

Occupational health and safety: Lead to occupational health and safety risks?  
  

Environmental health: Are there health problems or opportunities from linking 
environmental management and health?    

Policies: Result in policy initiatives, which may affect the environment such as 
changes in agricultural, water and energy subsidy policies?   

Location: Be located in, and (potentially) affect, any environmentally-sensitive 
areas such as National Parks and other protected areas, important archaeological, 
cultural and scientific sites, species of plants and animals worthy of protection and 
other vulnerable environments such as arid and semi-arid lands, wetlands or coastal 
areas? 

  

Tenure and Access: Lead to conflicts and/or changes in tenure rights, rights of 
access or rights of use of natural resources?   

All issues with „yes‟ will have to be addressed separately in the ToR for the formulation of the sector program support.  

Elaborate on Environmental Opportunities: 

Elaborate on Environmental Risks: 

D: The next steps 

E: Other comments 

F:  Signature (Place and Date) by EDK 
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Annex 9: Draft Terms of reference for MOH-CHAG Partnership Committee 
as regards Danida support for Component 2. 

 
1. Background 
CHAG was established to promote competent total health care for the people it serves and to foster a 
closer partnership between church related services and the Ministry of Health (MOH). It is estimated 
that CHAG is the main provider of health services for 35-40% of Ghana‘s people. Thus it is second 
only to government as a provider of health care in Ghana. In HSPSIII Danida provided support for 
CHAG‘s five-year Strategic Plan (2003-2007), to help improve health service delivery and utilization for 
all people living in Ghana, especially the poor and marginalized.  While CHAG made good progress, it 
still faced significant constraints in the organization and management of its health services and of its 
Secretariat, as well as in fulfilling its responsibilities for engaging with government and promoting 
public health and the needs of the poor.  HSPSIV is therefore providing technical and other support to 
CHAG to help it address these constraints.  
 
The MOH-CHAG Partnership Committee for CHAG Support (MCPC) brings together representatives 
from CHAG, the Royal Danish Embassy (RDE) in Accra and the Ghana Ministry of Health (MOH) to 
agree on the plans and budgets for the CHAG activities supported by Danish assistance, to monitor 
progress in implementation and to advise CHAG, RDE and MOH on this support initiative.  The 
MCPC is the formal mechanism for joint decision-making between the CHAG, the RDE, and the 
MOH concerning HSPS IV assistance for CHAG. 
 
2. Mandate and scope  
The MCPC has overall responsibility for: 

 The approval of strategic plans, semi-annual workplans and budgets for Danida-supported 
CHAG activities 

 Monitoring implementation of the activities, budgets and results achieved 

 Review and approval reports, financial statements and ToRs for audits and reviews 

 Approval of the appointment of auditors and audit reports 

 Decisions on other major implementation issues such as appointment and oversight of the 
CHAG Technical Adviser, major revisions to the annual workplans or budges, etc. 

 
The MCPC decides on the overall priorities of the programme in accordance with the HSPS IV 
document and the Agreement between CHAG and the RDE. Where deviations from the HSPS IV 
document are considered necessary, the MCPC takes the decisions.32 The MCPC cannot alter 
programme objectives. 
 
3. Composition 
Members of the MCPC will be supplemented by a representative of RDE who will participate as co-
opted member. The Senior Health Adviser will participate as observer. 
 
Resource persons, who may be asked to participate in the meetings, are: 

 Members of the CHAG Secretariat Management team 

                                                 
32 It is the responsibility of the representative of the RDE to ensure that the mandate to take the necessary decisions in the MCPC is 

provided before the meetings. If decisions in the MCPC go beyond the limits of authority of the Embassy defined in the Annual 

Business Plan (VPA), the Embassy must obtain the necessary mandate from Ministry of Foreign Affairs headquarters. 
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 Other relevant resource persons, e.g. from the MOH, the RDE, Ghana Health Services, the 
Danida Health Sector Support Office in Accra, CHAG Member Institutions and other church 
organisations. 

 
4. The specific tasks of the MCPC comprise:  

 Strategic decisions to ensure the continued coherence between Danida-supported CHAG 
activities and health sector development. 

 Approval of those activities in the CHAG 5-Year Strategic Plan (2008-2012) that will be 
supported by Danida and the budget for this support, as well as any periodic revisions which 
are made to these activities and budget 

 Decisions on any deviations from the HSPS IV programme document. 

 Review and approval of semi-annual workplans, budgets and requests for funds33 for Danida-
supported CHAG activities 

 Review and approval of six-monthly progress reports and financial statements 

 Monitoring the overall implementation of activities, budgets and results achieved, with a special 
focus on delays, problems and bottlenecks. 

 Approval of ToRs for the annual audit, review audited financial statements and audit reports 
and oversee follow-up on recommendations in the annual audit report. 

 Approval of any revisions to the job description for the CHAG Technical Adviser. 

 Approval of TORs for major short-term consultancy assignments, systems development, 
capacity-building initiatives, etc.  

 Decisions on local procurement issues. 
 
5. Working procedures  

 The MCPC meetings are chaired by the member of the CHAG Board. 

 Decisions are generally made by consensus but otherwise by a majority of votes, with the 
Chairperson having an additional casting vote if necessary. 

 The MCPC meets once every six months or according to need, but extraordinary meetings may 
be called at the request of any member. 

 The MCPC may appoint and delegate a small Executive Committee to act on its behalf 
between meetings, but this must report on any of its activities and decisions at the next meeting  

 The MCPC Secretary will provide at least two weeks‘ notice of meetings and distribute a draft 
agenda and all documentation to the members at least one week in advance. 

 The Secretary is responsible for drafting the minutes of meetings and distributing these to all 
participants within a week after the meeting. The MCPC approves the minutes at the next 
meeting]. 

 

                                                 
33 These and other documents must be presented by the programme management in a brief, concise and executive form to facilitate 

the strategic decision making by the MCPC. 
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Annex 10: Proposed sector-wide indicators and milestones for POW III  

 

PROPOSED SECTOR WIDE INDICATORS FOR THE 5YPOW (August 2007) 

Indicator Definition Source of 
information 

Frequency Baseline 2006 Target 2011 

GOAL ONE: Ensure that children survive and grow to become healthy and productive adults that reproduce 
without risk of injuries or death and age healthily 
1 IMR The number of deaths of 

infants below one year 
of age (between 0 and 
364 days after birth) per 
1000 live births during a 
given period of time 

DHS, MICS Every 3 years 71 (2001) 50 

2 U5MR The number of deaths of 
children below 5 years 
of age, expressed per 
1,000 live births during a 
given period of time 

DHS, MICS Every 3 years 111 (2001) 95 

3 MMR  Deaths per 100,000 live 
births, 

MMR Survey 2007-
2008 

Every 3 years Not known n/a 

4 U5 prevalence of low 
weight for age 

Weight for age more 
than 2 standard 
deviation (SD) below the 
median value of the 
reference (healthy) 
population 

DHS, MICS Every 3 years 18% MICS 2006 6.5% 

5 Total Fertility Rate The average expected 
number of children born 
alive to a woman during 
her reproductive years 

DHS, NPHC Every 5 years 4.4 4.1 

GOAL TWO: Reduce the excess risk and burden of morbidity, disability, and mortality especially in the poor 
and marginalized groups  
6 HIV+ prevalence 

among pregnant 
women 15-24 years 

% of pregnant women 
aged 15-24 years who 
are tested HIV+ at NACP 
sentinel sites 

NACP Sentinel 
survey report 

Annually 3.2 2.8 

7 Incidence of Guinea 
worm 

Number of new guinea 
worm cases registered 
during the year 

Guinea worm 
eradication 
programme 

Annually      4,136  <500 

GOAL THREE: Reduce inequalities in access to health services and health outcomes 

8 Equity Index: 
Poverty 

U5MR, ratio of lowest to 
highest socio economic 
quintiles for U5MR 

DHS, MICS Every 3 
years 

1.18 (118:100) 1.1 
(110:100) 

9 Equity Index: 
Geography 
(services) 

% Deliveries attended by 
a trained health worker, 
ratio of lowest to highest 
region 

RCH Annual Report Annually 1: 2.05 (WR 26.5: CR 
54.3) 

1:1.5 
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10 Equity Index: 
Geography 
(resources) 

Nurse/population, ratio of 
lowest to highest regions 

HRH annual report  Annually 1:11.96 (Upper West, 
44317, Greater Accra, 
3706) 

1:5 

11 Equity Index: NHIS 
Gender and Poverty 

NHIS cardholders above 
18 years, (ratio of 
Male/Female) and 
Proportions of valid NHIS 
cardholders, (ratio of 
lowest to highest socio-
economic quintiles)   

MICS / DHS Every 3 
years 

  1:1.5 

Thematic Area 1: Healthy Lifestyle and Healthy Environment 

12 % of households 
with sanitary 
facilities  

Sanitary facility defined as: 
Flush to piped sewer 
system, Flush to septic 
tank, Flush to pit (latrine), 
Ventilated Improved Pit 
latrine (VIP), Pit latrine 
with slab 

DHS, MICS Every 3 years 78.2%(DHS 2003-Flush 
toilet +Traditional pit 
toilet + Ventilated 
improved pit latrine ) 

85% 

13 % of households 
with access to 
improved source of 
drinking water 

Improved source of 
drinking water defined as: 
Piped into dwelling, Piped 
into yard or plot, Public 
tap/standpipe, Borehole, 
Protected well, Spring, 
Sachet water, Bottled 
water.Access defined as: 
Located within a 
convenient distance from 
the user‟s dwelling. 

DHS, MICS Every 3 years 78.5%( DHS 2003 
Piped into 
compound/plot+Public 
tap+Open well in 
dwelling/yard+Open 
public well+Protected 
well in 
dwelling/yard+Protected 
public well) 

90% 

14 Obesity in adult 
population 

% of population who have 
a Body Mass Index > 25 
kg/m2 

DHS Every 5 years 25.3% (DHS 
2003women age 15-49 
with BMI ≥25.0) 

20% 

Thematic Area 2: Provision of Health, Reproduction and Nutrition Services 

15 % children 0-5 
months exclusively 
breastfed 

% infants who received 
only breast milk and 
vitamins, mineral 
supplements, or medicine 
in the age 0-5 months 

DHS, MICS Every 3 years 54% (MICS) 74.4% 

16 % deliveries 
attended by a 
trained health 
worker 

Percentage of deliveries 
attended by a trained 
health worker irrespective 
of the outcome 

RCH annual 
report, to be 
verified by DHS 
and MICS 

Annually 45% 52.8% 

17 Contraceptive 
Prevalence Rate 
(CPR) 

Percentage of women of 
reproductive age (15 - 49 
years) who are using (or 
whose partner is using) a 
modern method of 
contraception 

DHS Every 5 years 47% (DHS 2003) 60% 
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18 Antenatal care 
coverage 

% Pregnant women with 4 
or more antenatal visits 

RCH annual 
report, to be 
verified by DHS 
and MICS 

Annually 69.4 (DHS 2003) 75% 

19 % of U5s sleeping 
under ITN 

% children 0-59 months 
who slept under an ITN 
during the previous night 

Malaria control 
programme 

Annually 35% 81% 

20 % of children fully 
immunised by age 
one 

Fully vaccination is 
defined as having received 
all vaccines included in the 
current EPI guidelines 

EPI annual report Annually  50.0 (DHS 2003- BCG, 
measles, and three 
doses each of DPT and 
polio vaccine (excluding 
polio vaccine given at 
birth) 

65% 

21 HIV+ clients 
receiving ARV 
therapy 

Number of people with 
HIV infection receiving 
ARV combination 
treatment 

National Aids 
Control 
Programme 

Annually 7,388 15,000 

22 Outpatients 
attendance per 
capita (OPD) 

Total OPD encounters / 
Total Population 

Clinical Care 
Services, GHS 
Report 

Annually 0.53 (OPD) 1.2 

23 Institutional 
maternal mortality 
rate 

Maternal Deaths recorded 
in health facilities/100,000 
live births 

Safe motherhood 
programme (RCH 
annual report) 

Annually 2.19/1000  1/1,000 

24 TB treatment 
success rate 

Percentage of patients 
who are proven to be 
cured using smear 
microscopy at the end of 
treatment 

TB programme 
annual report 

Annually 72.30% 85% 

Thematic Area 3: Capacity Development  

25 % population live 
within 8km of 
health 
infrastructure 

population living within 8km 
health infrastructure / total 
population 

CWIQ, GLSS Every 5 years     

26 Staff: population 
ratio 

Total population per 
doctor/nurse 

HRH annual report  Annually 1:10, 641    

Thematic Area 4: Governance and Financing Partnerships 

28 % GOG 
expenditure on 
health 

GOG health budget / GOG 
total budget (GOG health 
budget is defined as GOG 
including VAT allocations to 
NHIF and donor funds)  

MOFEP Annually 15%   

30 % non-wage GOG 
recurrent budget 
allocated to 
district level and 
below 

% Items 2 and 3 allocated in 
the budget to the district 
level and below.  

MOH budget Annually 48% >44% 

32 Per capita 
expenditure on 
health  

Health expenditure in USD / 
population (Health 
expenditure is defined as 

Financial report, 
MOH 

Annually 225,152   
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GOG, donor funds, IGF and 
NHIS) 

33 Budget execution 
rate (by source, 
by line item and 
by level) 

(expenditure / budget) * 100, 
calculated for item 1-4 
disaggregated by source 
(GOG, Donor Pool Funds, 
Earmarked Donor Funds, 
NHIF, IGF) and by level 
(HQ, teaching hospitals, 
regional, district, sub-district, 
) 

  Annually To be established in 
2007 

  

34 Timeliness of 
budget 
disbursement to 
BMCs  

% of annual budget 
allocations to items 2 and 3 
(GOG and HF) disbursed to 
BMCs by the end of June 

Financial report, 
MOH 

Annually     

35 % of population 
with valid NHIS 
membership card 

Valid NHIS card holders / 
Total Population 

NHIC Annually 25% 60% 

36 Proportion of 
claims settled 
within 4 weeks 

Time from reception of 
claims by DMHIS to 
reception of reimbursement 
of claim to facility. 

NHIC Annually     

38 % of IGF from 
NHIS 

Total claims paid by NHIS / 
Total IGF 

MoH FC‟s office Annually     
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Proposed Milestones for POW III 
 
Strategic objectives By end of year 1 By end of year 2 By end of year 3 By end of year 4 By end of year 5 

Strategic Objective 1: 
Promote individual 
lifestyle and 
behavioural models 
for improving health 
and vitality 

RHN Programme 
document developed 
and finalised by end 
of 2007 and 
presented at first 
business meeting in 
2008  

Working group on 
safe food and water 
established; 
implementation plan 
completed costed and 
adopted 
 

Information document 
and communication 
strategy related to 
prevention of NCDs 
developed and 
shared 

Working group 
representing private 
and public sectors 
established to 
propose private 
investments to 
promote wellness 

Second round of 
public information 
campaigns launched 
related to the 
prevention of non-
communicable 
diseases drawing on 
an evaluation of the 
campaigns 

Strategic Objective 2: 
Scale up high impact 
health, reproduction 
and nutrition 
interventions and 
services, targeting the 
poor, disadvantaged 
and vulnerable 
groups 

All regional HIRD 
plans finalised during 
2007 and 
incorporated in the 
2008 plans  

Clinical protocols 
established for the 
early detection and 
treatment of diabetes, 
cardio-vascular 
diseases and 
common forms of 
cancer  

Policies and 
Guidelines on 
maternal and 
neonatal/newborn 
care developed and 
fully integrated into 
IMCI to become 
IMNCI  

Essential Nutrition 
Actions implemented 
in all regions with 
emphasis on 
Complementary 
feeding 

Prevalence survey 
conducted on Non-
communicable 
diseases to feed 
information into the 
next 5-YPOW  

Strategic Objective 3: 
Strengthen health 
system capacity to 
expand, manage and 
sustain high coverage 
of services 

New pay structure 
fully implemented.  
HRD strategy 
completed and 
approved by 
government.  

Annual workforce 
productivity 
information being 
used in performance 
management systems 
in all regions  

Facility rationalisation 
plan completed and 
endorsed by health 
summit  and used in 
preparation of 2010 
POW (and linked to 
CIP) 
Private sector 
investment 
opportunities 
identified  

Health Industry 
strategy developed 
within the framework 
of Public Private 
Partnerships (PPP) 
with a focus on 
pharmaceuticals and 
supplies 

Functional ICT 
system for Ministry, 
Agencies and CHAG 
(including NHIS, 
HMIS, drug supply 
etc)  

Strategic Objective 4: 
Improve governance 
and sustainable 
financing 

Institutional plan and  
budget for the NHIS 
presented in the 2008 
POW. 2006 annual 
report presented to 
Nov/07 Health 
Summit (2007 report 
presented to Nov/08 
Summit) 

Enhanced 
collaboration with 
Ministry of Manpower 
Development and 
Employment on the 
identification and 
targeting of the poor 
to with subsidies and 
service 

Public Financial 
Management (PFM) 
programme in the 
health sector 
strengthened  
System for effective 
reporting of resource 
utilisation on the 
levels of service in 
place 

New organisational 
architecture for the 
sector agreed; 
organisational change 
roadmap agreed; 
organisational 
development plans 
completed 

National Health 
Insurance Scheme 
Evaluated 
Structure of the 
Financial Statements 
revised to reflect the 
structure of the 
annual health budget 
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Annex 11: Log-frame for Component 3  

Specific objectives ð 
adapted from the NSF II 

Strategic results (selected from the NSF II; modifications 
in italics) 

Indicators (selected from the national M&E 
plan for HIV/AIDS, 2006-2010) 

Main activities & inputs  

3.1 To support cost-
effective prevention 
programmes targeted at the 
reduction of new infections 
in high-risk vulnerable 
groups. 

 Reduced individual and societal vulnerability and 
susceptibility to HIV/AIDS; 

 Reduced number of new HIV infections, especially among 
vulnerable groups;  

  

 HIV prevalence among young people age 15-
24 (disaggregated by risk category and 
gender) 

 % of people reporting the consistent use of a 
condom during sexual intercourse with a non-
regular partner (disaggregation by gender, 
residence and age group – 15-24, 25-49, and 
risk category) 

 % of sex workers with new HIV infection (past 
12 months) at SW sentinel sites  

Activities  
 Cost-effective prevention 

approaches (e.g., peer education 
among CSWs together with 
condoms and STI management)  

Inputs  
 Support channelled via civil 

society (i.e., to selected NGOs) 
for focussed interventions  

3.2 To enhance the 
enabling environment for 
comprehensive treatment, 
care and support of 
PLWHAs, including 
mechanisms to reduce 
financial barriers, stigma 
and discrimination in society 
and the health system 

 Implemented programmes which protect the rights of 
vulnerable groups such as PLWHA, sex workers and their 
clients, the youth in and out of school, and OVC; 

 Strengthened support in the socio-cultural environment for 
PLWHA and affected families; 

 Mobilized stakeholders to provide resources to support 
activities geared towards reducing the economic impact of 
HIV/AIDS on PLWHA, affected individuals, families and 
communities; 

 Established mechanisms for resource and social 
mobilization to support activities that will reduce the 
impact of negative socio-cultural factors on HIV 
transmission and the care and support of PLWHAs.  

 % of people with advanced HIV infection 
receiving antiretroviral combination therapy 
(by age group, gender and by type of health 
facility – public/private) 

 # of clients tested for HIV at VCT sites and 
receiving their serostatus results in the past 12 
months (by age group – 15-24, 25-49; district 
and gender and risk category) 

 % of national HIV/AIDS funds spent on 
selected vulnerable groups (sex workers, 
MSM, prisoners), excluding ART 

Activities  
 Enable GAC and PLWHA input to 

develop mechanisms for 
abatement of financial barriers to 
testing and treatment 

 Support to activities to address 
health worker and social stigma 
barriers to testing and treatment 
(e.g., ‟adherence counsellor‟ 
programme)  

Inputs  
 Support channelled via civil 

society and  NACP 

3.3 To provide support to 
appropriate M&E systems 
that include performance 
monitoring, and generate 
useful, up to date 
information and analysis of 
indicators in the NSF 

 Strengthened national arrangements and decentralised 
institutional frameworks for multi-sectoral coordination 
and response to the epidemic;  

 Improved information flow and dissemination of best 
practice among stakeholders at district, regional, and 
national levels;  

 Contributed to the implementation of a national and 
comprehensive monitoring system for predicting, 
budgeting, allocating resources, and guiding programmes;  

 Contributed to the establishment of a clear, precise, timely 
and understandable system for the collection, collation 
and regular dissemination of progress in the 
implementation of programmes;  

 No suitable indicators in this area in the 
national m/e plan; will need to be developed 

Activities  
 Assistance to GAC and DP 

efforts to strengthen m/e systems 
and their implementation for 
HIV/AIDS in Ghana  

Inputs  
 Support channelled via NACP 

and UNAIDS  



HSPS IV Programme Document 07-10-2007 

 

 106 

 
                                                 
 


