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Abstract: This article has been put forward to give insights into Ghana‘s healthcare policies 

which are regarded as the best on the retrogressive billboard of health policies in the sub- 

Saharan Africa. Healthcare policies in Ghana have been Universalist in approach providing 

free universal healthcare after independence in 1957 until the early 1980s.The structural 

adjustment program through the collaboration of the Bretton wood institutions was 

introduced in the sub-Saharan region to rescue the economy because of increased strife, 

corruption, myriad sociopolitical obstacles which led to the widespread of poverty, 

malnutrition, diseases and many more. These economic measures included cost recovery and 

cut back spending in the health sector. Nevertheless, there has been effective intercession to 

battle the problems encountered in the 1980‘s.Despite the effective interventions, there have 

been challenges encountered during policy implementation in Ghana. 

For the first time in academic literature, this article propounds six key developmental stages 

in Ghana Health Sector and further posits the prospect and challenges in Ghana‘s healthcare 

policies and recommendations are thoroughly discussed in this paper.
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Six Key Developments in Ghana’s Health Care Policy From 1957- 2003. 

The gain of independence from colonial rule in 1957brought a remarkable turnaround in Ghana‘s social 

policies. Six major reforms took place in Ghana‘s health care policies till date. Under independence 

leader Kwame Nkrumah, the country established a health care policy that was similar to the UK- National 

Health Service and experienced a sustained and substantial expansion of social spending and services. 

Although the urban population remained the main target ofgovernment initiatives, these now aimed to 

make health services vastly and more accessible. In health policy, inparticular, a new emphasis was 

placed on preventive and community basedhealth care, as opposed to a hospital-based curative system, 

whilethe relatively low user fees that had been introduced during colonialtimes were abolished, as 

services came to be entirely financed by the state throughgeneral taxation (Agyepong&Adjei2008: 154; 

Senah2001: 85; SEND Ghana2010: 14). Soon, however, Ghana found itself struggling not onlyto build 

up, but even to sustain its newly created national health system.  

In addition, the country‘s economic conditions were gradually worsening. It was not long before 

post-1957 governments decided to introduce measures aimed at cutting health spending and 

reintroducing a degree of cost recovery (1969Hospitals Fees Decree, 1970Hospitals Fees Act, 

and 1971Hospitals Fees Act). Out-of-pocket fees at point of service, however, were kept at very 

low levels and were largely meant to discourage unnecessary use. Meanwhile, rather than 

recovering, the country economic crisis deepened. By the mid 1970s and the early 1980s, the 

social services system, like many other state institutions and services had deteriot to the point of 

virtual collapse. While, due to the very low level of official fees, public health care was almost 

free, the system was hardly capable of delivering any services. Provision of drugs became a big 

challenge. The need to restore the system became a priority, and it was therefore not surprising 

that professional and business interests, such as the Ghana Medical Association and the Ghana 

Pharmaceutical Association, demanded that out-of-pocket payments be substantially raised to 

provide the resources that the system needed.  

A new regime soon realized the urgency of re-establishing basic services in 1985. With the 

World Bank and the International Monetary Fund pressing for the government to cut public 

spending, the Hospital Fees Regulation was adopted in 1985. This aimed to recover 15% of 

regular health costs by far increasing the level of official fees. This was gradually lost over the 

years, as the original level at which they were set was never revised (Nyonator&Kutzin1999). 

But the level of drug fees, intended to recover the full cost of medicines, was continuously 
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adjusted to inflation. This could not sustain and was replaced by the revolving fund scheme in 

1992.  

Following the recommendations of the Bamako initiative, a revolving fund scheme was also 

introduced in 1992 that linked user fees directly to drug purchase. Under this scheme, the 

government would only provide health facilities with an initial amount of free drugs, and health 

facilities would then sell the drugs to patients – at a price based on the procurement cost of each 

item plus a significant mark-up – and use the proceeds to buy more drugs (Asenso-Okyere et al. 

1999). Since the share of the revenues generated by out-of-pocket payments for drugs and 

services that local health facilities retained was raised from 25% and 50% (for health centres and 

hospitals, respectively) under the 1985fee system to 100% under the revolving fund, the process 

increased the decentralization of the health system (Badasu2004: 290; Cassels&Janovsky1992: 

146). This system reinforced the popular term ―cash and carry‖ which stressed the need for 

Ghanaians to put down their money the very moment they asked for drugs or services at public 

health facilities. In principle, certain categories of people, such as pregnant women, were 

exempted from payments. 

The introduction of a Medium Term Health Strategy, adopted in 1996, marked the birth of 

Ghana‘s sector-wide approach to health policy. Accordingly, a Health Fund was launched in 

1997which development partners could pool resources for the sector (Addai&Gaere2001). Under 

this system the user fee remained problem for the public. 

Finally, the national health insurance act (2003) had been adopted and the policy aimed to 

achieve universal coverage for five years and based on a decentralized structure that combined 

the private commercial scheme, private mutual schemes and the newly established public 

schemes in all the districts in Ghana. All Ghanaians, regardless of their capacity to contribute to 

the scheme, would take part in one of the three insurance options and would thus be covered by a 

minimum but comprehensive package of services. The scheme was financed through the 

collection of individual premiums, a 2.5%value-added tax on commercial transactions, called the 

National Health Insurance Levy, and 2.5% of formal sector workers‘ contributions towards 

retirement benefits, taken from the Social Security and National Insurance Trust (SSNIT). With 

the health levy accounting for some 70–75% of NHIS revenues, and only the remaining part 

coming from SSNIT contributions (20–25%) and premiums (5%),the system was in fact a hybrid 

one, combining the features of a proper social health insurance with those of a tax-based 
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universal system. However there were other exemptions which include the disabled, pregnant 

women, vulnerable in society who did not contribute to the scheme. (NHIA ACT,2003) This 

shows that Ghana‘s healthcare policy has gone through many significant and challenging 

changes from the post independence era (1957) until now.  

Structural Adjustment Program and Its Impact On The Health Care Policy In Ghana.

The influx of cash from the developing countries to developed countries started since the 1980‘s.  

Today, most important resources are transferred from deprived to wealthy countries, excluding 

the repatriation of private profits. The African debt have become a force to be reckon with and 

becoming totally unplayable: in sub-Saharan Africa it represents over one-third of export 

earnings (Kanji &Manji 1991). Many African countries were tied up to the international 

monetary fund world bank SAPs as a result of the political and economic changes that hit the 

African continent. Underperforming economies in Africa were advised to adjust their economies 

by managing the balanceof payments, reduce the fiscal deficit, increase economic ―efficiency,‖ 

andencourage private sector investment and export-oriented production.The major measures 

indicated by Rene (1993) include devaluations and control of the money supply; Reduction of 

public borrowing and government expenditure, particularly in the Trade liberalization, reduction 

of tariff rates, and other incentives for foreignabolition of price controls; Privatization of public 

enterprises or reduction of subsidies.  

Central to the structural adjustment philosophy was the World Bank‘s idea that developing 

countries should reorganize the role of the state; that is, to steer away from the state as sole 

provider of welfare, including health, to one of enabler and quality assurer with a focus on 

strengthening labor market linkages (Konadu-Agyemang, 2000; Kuyini, 2013). Applying such a 

market-oriented approach to health and educational development meant privatization of these 

services in a weak economy. Cutbacks in public expenditure have in many countries squeezed 

expenditures on salaries, while price increases have reduced real earnings of health workers, so 

therefore leading to brain drain skills which particularly affected the public health sector. In 

Ghana, ‗for example, of 1,700 doctors working in the public health sector in 1982, only 665 were 

in post in 1987, most having left for Nigeria and Saudi Arabia (Aninyam 1989) . 

Cuts in public expenditure have also been associated with the introduction of ―cost recovery 

system,‖- a fee charging system. In Ghana for example, fee charging was introduced for ward 
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admissions, first visits to specialist clinics, casualty and polyclinic services, drugs, and tests. Fees 

initially introduced at low levels immediately rose rapidly, with increases of over 100 percent in 

1985 alone (Aninyam,1989).  Rolling back the front line of welfare as part of the SAPs entailed 

cutback on government expenditure, especially on social spending and the introduction of user 

charges for public service like health. As noted earlier, Ghana‘s health care system from 

independence was founded on the basis of a ―free universal health care model‖, and although 

token user fees were introduced in the 1970s, a user-fee scheme backed by decree came into 

effect in 1985 as part of the structural adjustment conditionality (Durairaj,D‘Almeida, &Kirigia, 

2010). This infamous cash for health system, known as ―Cash and Carry,‖ required out-of- 

pocket payment before any treatment could be received at any public health facility with the only 

exemptions for children, indigent, pregnant women, and treatment of certain diseases of public 

interest (Durairaj et al., 2010). The effect of these measures on health was poor-quality health 

outcomes for the majority of people who could not pay for health care. There were signs of 

decline of quality of life in the country prior to the implementation of SAPs. For example, life 

expectancy at birth in Ghana fell from 55 years in 1970 to 53 years in 1979, and at the same 

time, daily calorie intake as a percentage of requirement  fell from 88% in 1979 to 68% in 1983 

(Kuyini, 2013; Sowa, 1993). 

 Also, Diseases that had reportedly been eliminated, such as yaws and yellow fever in Ghana, 

reappeared during the structural adjustment programs period (Kanji &Manji 1991). Not only 

have structural adjustment policies ignored this increase in ill-health, but they do not include the 

profound economic and social impact of the AIDS epidemic at the household, community, or 

national level (Commonwealth Secretariat.,1989). 

 

Setbacks associated with public policy making and implementation in Ghana.

According to Thomas Dye, (2001) Public Policy is basically ―Whatever government chooses to 

do or not to do‖. In his view, public policy consists of the actions and inactions of governments 

thus; governments‘ decision not to act is in itself public policy. Public policy primarily preserves 

government and it is only government‘s decision that is counted as public policy. Nevertheless, 

governments‘ decision goes through a complex interactive process influenced by the diverse 

nature of socio-political and other environmental factors. Public policy making in Ghana is 

indeed, evil spirited by substantial challenges, including its exclusionary and elitist character. 
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There are also inconsistencies in the selection and prosecution of policy priorities as government 

interchange between political parties of different ideologies and unstable political environment in 

which the authoritative allocation of values for society is made. Policy-making decisions are 

further undermined by an erosion of policy ownership due to donor influences and the lack of 

political will to translate broad intents in the constitution.

 These environmental forces that form the policy context lead to the variation in policies and 

influence the policy output and impact (Osman, 2003).  (Althauset al., 2007; Bridgman and 

Davies, 2003; Howard, 2005) produced stages of implementing a policy.  They include, Agenda 

setting, policy formulation, policy legitimating, policy implementation, policy evaluation, and 

policy maintenance, succession or termination. 

However, these stages may not be followed through systematically as outlined. Certain policies 

may never enter the termination stage. Shifting our attention to implementation, Pressman and 

Widavsky (1980), the founding fathers of implementation, viewed it as ―a process of interaction 

between the settings of goals and actions geared to achieve them‖. 

In a developing country such as Ghana, such a scenario can have severe consequences for service 

delivery and negatively affect service users. There are benefits as well as limitations to top–down 

and participatory decision-making approaches. The justifications for adopting a top–down model 

is predicated on the belief in the technocrat‘s competence, trust in the expert‘s ability to choose, 

confidence in the ruler‘s capacity to offer leadership and direction, and the bureaucrat 

‗possession of information and technical expertise (Dye & Zeigler, 2000; Steelman, 2001). 

Implied in this approach is the skepticism of the public‘s ability to express and articulate their 

preferences, contribute useful knowledge to the process, and influence the policy meaningfully 

(Steelman, 2001). Thus, proponents of the elite approach insist that involving the public can be 

disruptive, costly, time-consuming, and inefficient, owing to the fact that they are not capable of 

participating effectively. This line of thinking might have influenced the approach to policy 

making in Ghana prior to 1992.  It is in the light of these that the new education and health care 

policy initiatives formulated within the last two decades seem to hold more promise because they 

were enacted in a climate of participatory democracy with relatively less external influence.  

 

In relation to the health care policy implementation on NHIS, a study by Sakyi, Atinga&Adzei 

(2012) also pointed out the following as some of the challenges that bedevil the implementation 
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of the NHIS; Cash flow delays from the health insurance authority, lack of capacity to procure 

essential drug and non-drug consumables and limited space within the hospitals to cope with the 

increasing number of service demands. Agyepong and Adjei (2007) also outline the following as 

other implementation problems of the NHIS:  corruption, lack of consensus, and politicization of 

implementation, lack of participation, poor sense of direction, limited understanding and 

management of the political challenges, weakened checks and balances and use of short cuts. 

Health policies are conceived and interpreted in different ways. One of the ways of interpreting 

‗health policy‘ is an authoritative statements of intent, probably adopted by governments on 

behalf of the public, with the aim of altering for better the health and welfare of the 

population(Lee & Mills, 1982: p.28). Health policies are not easy to implement even in 

developed countries, hence Ghana‘s National Health Insurance Scheme is a huge development 

step taken. Countries which have achieved universal coverage are wealthier nations of Western 

Europe, Canada, Japan and South Korea. They have done so over the long rather than short term. 

The structure of Ghana‘s economy, with many citizens employed in the non-formal sector and 

living in rural communities and small towns with poor road networks coupled with little access 

to telecommunication posed a major challenge to the universal health delivery in the 

country(Agyepong&Adjei, 2007). 

On the other hand, Makinde(2005) pointed out that, politicians in their effort to quickly satisfy 

the demands of the people formulate policies that provide short-term solutions, policies that 

cannot last for over decades and policies with no hope for the younger generation. The capturing 

of political power is over-prioritized neglecting the sustainability of policies and the attainment 

of their core goals and making policies look good for nothing.  

Narrow View in Policy Formulation: Policy formulators focus on very few variables that 

influence the problem identified. In most cases, they focus on only the political and economic 

variables failing to include the main social and administrative issues. Hence, right from the start, 

the policy is formulated with incompleteness. Policy formulation lacks the necessary variable 

that is needed to enrich its implementation thus deviating from the main agenda (Makinde,2005). 

Bribery and corruption: Bribery and corruption has become an unceasing problem in Africa. In 

the policy setting, it accounts for most of the difficulties faced at the implementation stage. 

Policy actors both at the top level and at the field slash financial resources needed in dealing with 
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effective policies in order to satisfy themselves. Agents and institutions like the auditors, put in 

place to ensure accountability are also bribed to forge their reports and manipulate their probing. 

In the end, the system is weakened and the formulated policies are unable to achieve their stated 

goals (Makinde,2005). 

Lack of participation by the target group: policies are basically implemented to redeem the 

electorates or citizens from hardship but in the end favors high officials in charge with 

implementation.However, in most African countries the target group is usually left out at the 

policy formulation stage. Only high officials of government and policy actors are made to 

participate. The policy so defined therefore fails to be client-oriented and gets out of touch from 

the local people. Ownership of the policy becomes difficult (Makinde,2005).

Challenges Facing Ghana’s Health Care Policy 

Despite these achievements, significant challenges remain. As noted earlier, despite the country‘s 

ability in reducing the majority of people living in extreme poverty, performance has been 

diverse across regions, districts and localities. This is particularly true due to its prevalence in 

deprived region like the three northern regions in Ghana and especially in most rural areas. 

Indeed this has become a major challenge because poverty has been regarded as one of the main 

obstacles to access to healthcare in Ghana and many part of the world (Akyeampong et al.,2007). 

The National Health Insurance Scheme (NHIS) by far is the most important welfare scheme for 

many poor people in Ghana. Payment of the insurance premium eliminates out-of-pocket cost for 

most basic health conditions thus eliminating the panic of going to the hospital when required. A 

review of specific national health indicators shows a slow but steady improvement in many areas 

over the years. According to the Ministry of Health (2010, 2014), national under-five mortality 

rate (per 1,000 live births) continues to decline, dropping from 155 per 1,000 in 1998 to 80 in 

2008 and dropped further to 60 in 2014. 

 However, spatial differences are prevalent signifying an uneven coverage of the scheme. For 

example, in the more developed and prosperous regions of Greater Accra and Ashanti, under five 

mortality rate dropped from 103.8 and 142.2, respectively, in 1988 to 50.0 and 80.0, respectively, 

in 2008. During the same period, under-five mortality rates in the northern and Upper West 

Regions, two of the most deprived in the country, saw a decline of 221.8 each in 1988 to 137.0 

and 142.0, respectively, in 2008. Although the percentage drop in the northern regions is larger, 
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it is evident that under-five mortality rate is still almost twice the national average. These data 

suggest that health care coverage is still low among the poor in the poorest region in Ghana. On 

MDG6 target of HIV/AIDS and other infectious diseases, the infection rate has remained 

relatively stable and has declined from its peak of 3.2% in 2006 to 2.0% in 2010 (UNDP, 2012). 

Although NHIS is popular among the general population and a vast improvement over its 

predecessor—cash-and carry system—its structure and how it is being implemented may be 

contributing to Ghana‘s struggles to meet her health targets Ghana‘s experience in health 

insurance is similar to China where many poor rural residents have been squeezed out of health 

services because they are unable to afford the high user charges and direct costs. In many cases, 

the high costs have caused financial catastrophe for many rural families (Liu et al., 2000, in Li et 

al., 2014; Liu, 2004). Such a scenario has been reported in Ghana (Jones et al., 2009). For 

Ghana, the recent proposition that the one-off payments should be changed to multiple payments 

could result in increased catastrophic health expenditure and medical impoverishment for the 

very poor. Indeed, the experience with health insurance affordability for the poor in China and 

Ghana, speaks to the reality of the impact of structural inequality on access to health care. In the 

case of Ghana, structural poverty that manifests in demographic, gender, and regional/geographic 

inequalities are visible impediments to health care affordability and overall well-being.  

Also, a recent report by Send Foundation (2014) notes, the government‘s yearly allocation to the 

health sector is still below the 15% of the national budget as recommended in the Abuja 

Declaration of 2001. Recent reports also suggest that effective implementation of the NHIS is 

blighted by poor implementation and mismanagement, which could lead to a complete collapse 

of the program. The World Bank recommends that more public resources are needed in addition 

to reforms in areas such as provider payment systems, and the effective use of payment 

mechanisms, which will facilitate service delivery. The report highlights the important fact that 

any calls for more public resources should hold in mind the reality that Ghana‘s macro-

economic/fiscal situation may be unable to support substantial increases in such funding from 

government. Recently, the Integrated Social Development Centre (ISODEC, 2012) suggested a 

tax-based financing of health care by broadening the tax net, but the fact that the majority of 

Ghanaians work in the informal sector and are not covered by the tax system makes this 

problematic and unlikely.  
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Conclusion and Recommendations 

Welfare policies are fundamental to the well-being of the citizenry and more so critical to the 

protection of the most vulnerable citizens. In the past decade, the Ghana government instituted 

new reforms to improve structural adjustment era problems in health care to promote citizens 

well-being and reduce vulnerability. It has been pointed out that significant improvements have 

been made in the past two decades in various sectors especially the health sector and offer some 

hope that Ghana could meet some of the MDGs targets in health sector. At the same time, 

resource constraints, contradictions in policy formulations, and implementation inefficiencies are 

obvious impediments to sustaining these programs. These challenges notwithstanding, these 

programs provide useful lessons for the government of Ghana as well as other governments in 

the Sub-Saharan region. Health care programs in the form universal health care have been 

implemented in varying forms in many countries in sub-Saharan Africa, some as cash transfer 

programs. The more-than-decade long cash transfer programs in Ghana have produced a wealth 

of evidence on their positive impact on health outcomes as well as poverty reduction in general 

as indicated in this study. Potential challenges in their implementation and design have also been 

documented, and all these can serve as useful lessons for other countries in the region who have 

introduced or plan to introduce similar programs. 

However, in determining the necessary steps for improving healthcare in Ghana are complex and 

not straightforward. There is no simple solution. Several recommendations are made in order to 

curb current and future challenges.  

Firstly, in order to improve the healthcare policies, Ghana must improve its human development 

index, which demands investment in public sector programs. Such investment requires different 

policies and funding structures than what is being currently used. South East Asia provides one 

regional example of how to improve health and education coverage. In the last 20-30 years, 

many South East Asian countries faced debt, poor health systems. To combat these problems, 

instead of restricting and limiting spending as in Ghana and other African countries happened 

under the structural adjustment program in the 1980‘s, huge Investment in health care policies 

paid off as many South East Asia countries increased their HDI, worker productivity, Gross 

Domestic Product (GDP). Their results have demonstrated to the world that large monetary 

investments in the public sector increases worker productivity and are fiscally sound from a 

financial point of view.  
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To continue, Ghana must not create it policies depending on a donor or global financial 

institutions. This is because any change in policy of a global financial institution may affect its 

health care policies. For instance the IMF lacks the ability to project a 10–15 year plan, and thus 

will not establish longer term donor aid to fund these education and health projects. As long as 

the current IMF model is not able to analyze how investment in health will improve economic 

returns in the future, further investment in this field will be limited.  

Therefore, the IMF should consider using longer term macroeconomic policies which invest in 

policies rather than limit public services including health and education with special attention 

given to expanding the health workforce. In addition, new policies limiting donor aid to boost 

foreign reserve levels should be reconsidered. The amount of donor aid money, which is 

intended to improve the social infrastructure of a country, is being lost to foreign reserves rather 

than being used for programs such as health and education. These recommendations will help 

straighten and shape Ghana‘s health care policies which will eventually improve upon the 

welfare and standard of living of large majority of people who are living in poverty. 
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