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Synopsis 

Health sector reform is gaining currency as a u~rm to describe a wide 

range of changes that are being implemented by governments in both 

developed and developing countri~s. This paper reviews the 

experience of Ghana and Zambia~ both of which are perceived to 

have made significant progress in: health reform. The paper considers 

the political and economic context within which the reforms are 

taking place, followed by a short analysis and comparison of the two 

countries' approaches to empowering districts, working with local 

government, implementing different fmancing mechanisms and 

shifting the pattern of resource allocation. Relations with the private 

sector, the creation of independent hospital boards, and the decision 

to delink health systems from the general civil service are also 

discussed, as is the role of donors. 

The conclusions point to the political nature of the reform process, 

stressing the importance of political leadership and public debate as a 

prerequisite for taking bold decisions. The authors reject the notion of 

linear stages of health sector reform and instead stress the need to 

understand difficulties and constraints to be overcome in 

implementing reforms. Their final concern is the risk of health sector 

reform being promoted as an end, in itself. They argue that the 

challenge in Ghana and Zambia, as in the developed world, is to 

defme realistic objectives in relation to issues of efficiency, equity 

and responsiveness to users, and to develop the means to demonstrate 

whether or not they are being achieved. 
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Introduction 

Health sector reform is gaining currency a term to describe a wide range of changes 

that are being implemented by governments in both developed and developing countries. 

In developing countries, it is in danger of becoming the new orthodoxy and subject to the 

formulaic approach to health development Policy which characterised the Primary Health 

Care movement in the 1980s. This short paper reviews the experience of two African 

countries, both of which are widely percei· ed to have made significant progress in health 

reform. It illustrates that while overall pol cy objectives may be similar, the context, 

process, strategy and timing of reform ini atives can differ significantly. In particular, we 

argue that political factors provide the mo t powerful impetus for the adoption of a 

reform agenda, and exert considerable infl ence over the implementation of change. The 

paper also provides an opportunity to brie ! y comment on relevant trends and gaps in the 

international literature. 

Economic and political context 

Both countries suffered serious reversals i their economic fortunes following 

independence. In Zambia, falling copper rices and the world-wide energy crisis of the 

mid-1970s led to a massive decline in gov rnment revenues. Rather than attempt to 

restructure the economy, the government leacted by extensive borrowing, the maintenance 

of an overvalued exchange rate, export restrictions and consumer subsidies. The net result 

is an external debt which currently stands ~t US$7 billion. Ghana faced similar problems 

in the early 1980s, when the effects of a fall in the world price of cocoa were exacerbated 

by internal economic mismanagement and ipolitical instability. In both countries, the 

health sector suffered badly. The chronic hortage of funds made it impossible to maintain 

the growing network of facilities that had een established after independence. Falls in the 

real value of wages and the almost compl te erosion of operating and maintenance costs 

resulted in a demoralised, immobile and u derpaid workforce, forced to function in 

dilapidated and unsanitary premises, with 0 medical supplies or materials. 

Despite the similarity of their economic p~oblems, the political response in the two 

countries was different. In Ghana, the military regime under FIt. Lt. Rawlings seized 

power for the second time in 1983, and almost immediately introduced an economic 

reform programme. Zambia's government was led by Dr Kaunda throughout the 1980's 

and continued to pursue its state-dominat policies, until its removal following the 1991 

general election. Economic liberalization t rough structural adjustment started early in 

Ghana, multi-party democracy came muc later. When democracy did arrive in 1991, 

neither the government nor its policies ch. ged noticeably. While Rawlings campaigned 
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with a slogan of 'the government that stopped the decay', Chiluba's election campaign 

was based on promises of change and reform. 

The public agenda for health sector refonn 

Timing was a significant factor in the way change was introduced in each country. In 

Ghana, efforts to improve the functioning of the health sector began in an incremental 

fashion from 1986 onwards, with the revival of management teams at district level. 

In Zambia, little was done to tackle problems in the health sector until the new 

government came to power. The call for government reform in general, and in the health 

sector in particular, then came directly from the top. However, by the early 1990s, the 

architects of Zambia's reforms were able to draw on a much broader range of 

international experience, notably from the UK and the Scandinavian countries than would 

have been the case had the reforms been designed in the mid-1980s. The Zambian 

reformers have, therefore, been influenced by the introduction of quasi-market 

mechanisms, instead of traditional bureaucratic controls. While retaining an allegiance to 

the principles of Primary Health Care, Zambia benefitted from the growing realisation 

that these ideals cannot be implemented without substantial changes in the organisation 

and financing of health care. 

In part because the changes in Ghana were introduced incrementally, there has never been 

a comprehensive agenda for reform which could be the subject of public or political 

debate. Indeed, the main source of clearly articulated pressure for organisational reform 

has been a growing cadre of public health trained professionals frustrated with the 

problems of working at regional and district level. Even the two-y~ process which has 

recently resulted in a medium-term health sector strategy, has produced few indications 

that radical change is imminent (Republic of Ghana, 1995). Rather than building 

consensus around a clear set of policy proposals, the strategic planning exercise has 

tended to stress the need for consultation and consensus almost as an end itself -- a 

process which inevitably limits the scope for any major new departures. 

This is in contrast to Zambia where the government set out its basic intentions in a well

argued document that formed part of the election platform, and around which it has 

worked to build a consensus (Republic of Zambia, 1992). While progress in implementing 

all the proposals has been mixed, there is a clear understanding among politicians, health 

providers and, to some extent, the public, about what is intended. The existence of a 

public document to guide the reforms has made it possible to generate more broad-based 

support. 
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Empowering districts 

Both Ghana and Zambia recognised the need for capacity building in districts, but the 

strategies adopted in the two countries differed considerably. In Ghana, the Strengthening 

District Health Systems (SDHS) Initiative was started in 1988 as an antidote to endless 

training courses focused on what DHMTs should do, rather than on what the system in 

which they worked required or allowed them to do. Given existing constraints of 

uncertain disbursement and absolute scarcity of resources, the SDHS initiative aimed at 

improving implementation within the existing system. The problem-solving skills and 

attitudes acquired by the teams lead to improved management within given organisational 

and resource constraints, but also to a better understanding and increasing realisation of 

the need for structural change at regional and national level. 

In Zambia, district level capacity building was needed urgently to ensure that districts 

could adequately plan and account for the operating funds which were about to be placed 

under their control. As result, a wave of workshops covered the entire country within six 

months in 1993 in order to meet deadlines for the decentralisation of the government 

recurrent budget and the arrival of new donor funds. In contrast, the SDHS initiative was 

implemented throughout Ghana over a period of four years. 

Decentralisation and the role of local government 

In both Ghana and Zambia decentralisation of power to local government is an important 

component of public policy. In both countries, decentralisation within the health sector is 

equally important and has actually proceeded more rapidly. In Zambia, these two streams 
of decentralisation are not incompatible as an explicit twin-track approach has been 

adopted. In Ghana, however, the different plans promoted by the Ministries of Health and 

Local Government have yet to be fully reconciled. 

A new local government law was enacted by the Government of Ghana in 1988. The 

intention was that elected District Assemblies would become the main planning authority 

for all sectors; staff of decentralised agencies (of which health is one) would be employed 

by local government; and District Health Management Teams (DHMTs) would no longer 

receive a separate Ministry of Health vote, but prepare annual plans to be submitted to 

the district executive committee. In the event, few of these intentions have been realised. 

In 1992, the new Constitution of Ghana stated that a Ghana Health Service will be 

established. While the precise form that the GHS will take is still subject to debate, the 

intention is that it will employ most health service staff. One can also reasonably predict 
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that the creation of GHS would have the effect of reinforcing the control over the non

salary recurrent budget, that has been the focus of decentralisation within the health 

sector. It might even provide an opportunity to introduce global district budgets, and thus 

decentralise control over staffing costs. In any case, the establishment of GHS was 

expected to legitimise the separation of health from local government. 

However, in the run-up to the 1996 presidential election, the NDC Government has 

renewed the political drive to strengthen the role of elected authorities, in part because 

they are perceived as a potential source of opposition. A major national development 

planning exercise involving district assemblies has been initiated, and local government 

control over district staff is back on the agenda as a result of a proposal to create a new 

Local Government Service. So, Parliament may be reviewing two contradictory pieces of 

legislation: a new Local Government Service Bill and the Health Service Bill to establish 

GHS. 

In Zambia, the situation prior to 1991 was similar to that in Ghana. The 1980 Local 

Government Act gave district councils the power to prepare their own budgets and control 

most government staff. In reality, however, financial power was .retained by Provincial 

Permanent Secretaries and the Provincial Accounting and Control Units. Funds for health 

were disbursed to the Provincial Medical Officer and thence (usually with some 

reluctance) to health staff in the districts. Current decentralisation policy in Zambia 

explicitly recognises that local government does not have the capacity to take on the 

management of health care (with the exception of environmental sanitation). Under the 

health reforms, the work of District Health Management Teams is now governed by 

autonomous health boards, which have a contractual relationship with the Central Board 

of Health to provide a specified range of services. The 1995 National Health Services Act 

specifies that most of the board members will be appointed by the, Minister of Health, but 

some places are reserved for elected local councillors. 

Decentralisation has affected the role of MOH staff in Provinces (in Zambia) and Regions 

(in Ghana) in similar ways. Increasing district autonomy has required that they relinquish 

their past line management functions, in favour of providing technical support and 

supervision to districts. In both countries, however, there remains a need to ensure that 

staff posted to this level have the requisite skills and that their number is reduced in line 

with their change in role. 
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RelaJionships with the civil service and the role of civil service refonn 

Developments in the MOH in Ghana have been influenced by the long-established Civil 

Service Reform Programme. The Office of the Head of Civil Service (OHCS) has been 

instrumental in imposing limits on the number of staff that can be employed. The 

introduction of an Integrated Personnel and Payroll Dat::lbase has made it possible to 

monitor staffing levels and salary costs at all levels of the civil service. 

In Zambia, a great deal of thought about the direction of reform had taken place prior to 

the 1991 election. The health sector was, therefore, ready for change at a time when 

formulation of the overall Public Sector Reform Programme was only in its early stages. 

The political importance of making rapid and substantive improvements in the health 

sector smoothed the way for the Ministry of Health to move ahead with its own plans 

independently from the rest of government. 

In both countries, plans exist to take health workers out of the civil service. In Ghana, 

future progress will depend on the fate of the Health Service Bill. In Zambia, autonomous 

health boards (which govern both districts and major hospitals) will employ their own 

staff, and will ultimately have the freedom to set staff terms and conditions within overall 

guidelines. Most staff currently in MOH HQ and provincial offices will become 

employees of the Central Board of Health, which will function as the management 

executive of the health service. During an extended transition period, all health staff have 

the option to remain within the civil service (if there are civil service jobs vacant) or be 

seconded to the boards. 

The rationale for separating health from the civil service in both countries is quite 

straightforward. Ministries of Health feel that while they remain part of a monolithic 

government structure, it is unlikely that they will be able to introduce the changes in 

management structure or culture needed to improve performance. But other expectations 

have built up around these initiatives. Many health workers in Ghana hope for 

improvements in their pay and conditions, although it is hard to see how this will be 

possible, given present budgetary constraints. In Zambia too, improvements in terms and 

conditions of employment are expected to take place, but it is also recognised that job 

security will be reduced. 

In Zambia, the intended separation between the executive functions of the autonomous 

boards and the political function of the Ministry has already been challenged in the 

process of preparing the required legislation. After many delays, it has now been agreed 

that the Minister will appoint both the Director-General, the members of the Central 

Board and most members of district and hospital boards. In Ghana, the relationship 
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between the Ministry of Health and the GHS Governing Council has not been made 

explicit. However, it is hard to imagine that any clear separation between policy and 

operations will be tenable in practice in such a politically sensitive sector. 

Both governments will face problems in managing (and maintaining control over) the 

health labour market. In Zambia, this is a particularly important issue as employment will 

be in the hands of individual boards (in contrast to Ghana where a single service is 

planned). If large hospitals and more wealthy districts use their financial leverage to 

attract the best staff, the problem of inequitable distribution is almost certainly destined to 

get worse. 

Health financing refonn 

Changes in health financing, through the introduction of user fees or the exploration of 

various types of health insurance have been the mainstay of reform programmes in many 

developing countries. Both Ghana and Zambia currently levy user charges at all levels of 

the system. Both countries are considering the introduction of some form of health 

insurance, and both will continue to depend on substantial amounts of donor funding for 

the foreseeable future. Beyond these similarities, however, there are important differences 

in how changes in health financing have been handled. 

Ghana last revised official user fees in 1987 under direct pressure from the World Bank. 

To meet the stated (but unachieved) objective of recovering 15 % of total recurrent costs, 

a major increase over previous nominal levels was necessary and was followed, 

unsurprisingly, by a significant drop in already low levels of utilisation. The new fee 

structure covered 100% of the cost of drugs and collection was linked to the so-called 

Cash and Carry revolving drug fund. In addition to charges for drugs, non-drug fees 

make up a significant proportion of facility income, particularly at hospital level. 

However, largely due to poor monitoring and the continuing erosion of the non-salary 

budget, further problems have arisen. Unofficial fee increases and under-the-counter 

charges are acknowledged to be rife, previously free non-drug consumables have been 

unofficially included in the fee structure, and the already fragile system of exemptions is 

subject to wide variations in interpretation and application. 

Whilst it is clear that fee income provides a significant and flexible source of revenue for 

health facilities, it is equally apparent that fees contribute to the low level of utilisation of 

government services. The recent MOH strategic framework states that fees will remain an 

important source of revenue, and confirms that official schedules will be extended to 

cover non-drug consumables, effectively legitimising the present position in many parts of 
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the country. Given the political sensitivity surrounding any formal increase in fees, it may 

not be possible to make any major changes prior to the forthcoming election. 

The handling of health financing by the MOH in Zambia contrasts sharply with the clarity 

and sureness of touch which has characterised many other aspects of the reform 

programme. The 1985 Medical Services Act empowers hospital boards to raise revenue 

through user fees and prescription charges. However, implementation varied widely, and 

resistance from urban constituencies meant that charges were levied primarily in rural 

areas with adverse effects on equity. Following the adoption of a new health policy in 

1992, the MOH circulated instructions on cost sharing which suggested that the purpose 

of this step was to generate income. No fee levels were set, and districts were free to 

decide what would be affordable to the vast majority of members of the community. As a 

consequence, although some provinces tried to harmonize fee schedules in their districts, 

there was little consistency in the level of fees, the services for which charges were 

levied, and the systems for granting exemptions. Although the main thrust of the Zambian 

reforms is about reallocation of resources and decentralization, in the minds of many of 

the public it is associated with increases in user charges. 

In late 1993, the MOH launched an experiment based on pre-payment of a 90 kg bag of 

grain in return for a health card entitling participating families to treatment for a year. 

However, the pilot project was never replicated, and the scheme has now been virtually 

abandoned. Following a change in political leadership at the MOH, a new pre-payment 

scheme was announced in 1994. This was originally designed to replace fees completely 

throughout the country, but in the event its introduction has been limited to three major 

hospitals and the districts in which they are located. Income from the scheme is uncertain 

as no mechanisms are in place to collect payments from individual subscribers unless they 

attend a health facility. However, hospitals have begun to operate low and high cost 

wings, and company subscriptions for high cost services are reported to be thriving. User 

fees continue to be charged in all other facilities. In an attempt to reinterpret policy, a 

recent circular sets out a wide range of exemptions and stresses the role of fees as a token 

of 'partnership' between the health service and the community. 

Despite the confusion, fees in Zambia have had a positive impact on staff morale -- not 

least because 10% of income can be used to pay staff bonuses -- something which has not 

been formally permitted in Ghana. Also, although fee income has declined as a result of 

the new emphasis on implementing exemptions in Zambia, the reforms have been 

accompanied by a significant increase in district-level operating budgets financed by shifts 

in resource allocation (see next section) and by donors. In Ghana, fee income remains a 

critically important supplement to a declining recurrent budget. 
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Finally on the subject of health finance, both the MMD Government in Zambia and the 

NDC Government in Ghana included a promise to introduce health insurance as part of 

their election manifestos. Despite some discussion, neither government has made any 

decisive move as yet. Both countries are similar in having a very small (and generally 

already privileged) proportion of the population in formal employment. Social health 

insurance schemes which cover only the formally employed are likely to perpetuate or 

even deepen inequities, whilst the preconditions for introducing national health insurance 

schemes with universal coverage for employed and unemployed alike, seem unattainable 

in the short term. In both countries, analyses of different financing options and their 

actual and potential effects continue. However, given the volatility of the issue, the debate 

is currently played down in the public arena. 

Resource allocation 

A concern of the MOH in both countries has been to decrease the proportion of public 

spending allocated to tertiary hospitals, which have traditionally been a major drain on 

health resources. In Zambia, the grant provided to the University Teaching Hospital 

(UTH) has been reduced so that in 1995 it constituted only 12 % of recurrent spending, 

compared to 25 % in the past. In Ghana, major shifts in spending away from teaching 

hospitals remain at the level of intent, but persistent rumours continue of plans to 

construct several new large hospitals. In order to increase the proportion of the recurrent 

budget that is spent at district level or below from 45 % to 57 %, expenditure on the two 

teaching hospitals will have to be reduced significantly (from about 20% to 15%). To 

date, increases in district spending have been secured at the expense of the Regional 

Health Administrations (and possibly regional hospitals), but the largest hospitals have 

been protected from significant cuts. 

Both countries have introduced population-based formulae for allocating funds to 

districts/regions. However, in both instances the formulae used have had to be adjusted to 

take into account existing numbers of facilities and thus, inevitably, attempts at 

redistribution are still heavily influenced by past patterns of capital investment. The 

distribution of personnel is also biased in favour of those parts of both countries that can 

provide adequate staff accommodation. Although both countries are discussing the 

introduction of a basic package of services, as suggested in the World Development 

Report 1993 (World Bank, 1993), in neither case is it likely to become a major 

instrument for changing the way resources are allocated between different levels of the 

system. 
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Central control over the budget remains the mechanism of choice for achieving changes in 

resource allocations in both countries. In Zambia, the contractual relationship between the 

centre and district boards is a bilateral rather than a competitive arrangement. In contrast 

to many developed countries, neither Zambia nor Ghana are seriously considering the use 

of internal or mixed market mechanisms (with the exception of some small-scale 

experiments) as a means of changing entrenched patterns of resource distribution. 

Independent hospital boards 

In common with many other African countries, both countries established semi

autonomous boards to govern their major teaching hospitals in the mid-1980s. The idea 

was to promote greater internal efficiency by giving hospital managers more independence 

and, secondly, to limit the proportion of public spending devoted to tertiary care. Until 

recently, neither of these objectives have been realised. The independence provided by 

original legislation was largely illusory, and civil service rules continued to prevail. 

Boards did not fulfil their intended function and, in some cases, were instrumental in 

securing more money for their respective hospitals -- either by direct lobbying or by 

condoning expenditure over-runs, which then had to be paid by ministries of fmance. 

In Ghana, the status of the two teaching hospitals is again under review. Boards have 

been restructured, the roles of executive and non-executive members have been clarified, 

and a process of internal reorganisation to establish proper cost centres is underway. With 

the introduction of the health reforms in Zambia, the original board of the Lusaka 

University Teaching Hospital (UTH) was dissolved and a new Chief Executive was 

appointed. Chief Executives have also been appointed at two other major tertiary 

institutions and all three hospitals were granted a much greater degree of independence, 

notably to raise their own resources, than had hitherto been the case. So far results have 

been impressive. In the case of UTH, perhaps because it has had to contend with a 

significant cut in its public subsidy, the new management has taken up the challenge of 

generating income in enthusiastic and entrepreneurial style. In the other hospitals, 

managers have started to fmd ways of improving clinical services, reorganising 

management structures and assessing the cost-effectiveness of contracting out some hotel 

services. In all three institutions, morale has improved in line with the hospitals' changed 

public image. 
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Relationships with the private sector 

The private-for-profit sector for clinical care in both countries is growing, although it 

remains confined mainly to urban areas. However, both ministries of health have made 

statements about the need for closer collaboration with private providers and the policy 

environment has certainly changed from a situation where private practice was formerly 

frowned upon (Ghana) or actively prohibited (Zambia). For the most part, collaboration is 

likely to be limited to attempts to regulate the quality of clinical services by strengthening 

the hand of statutory professional bodies. Few mechanisms are available for regulating the 

quality of care provided by institutions, as opposed to the professional practice of 

individuals. Neither, in the absence of any purchasing of private care by the public sector 

or state insurance funds, is it possible to use contractual arrangements to control the cost 

or quality of privately provided care. 

The case of pharmaceuticals illustrates a number of public/private mix options. In Ghana, 

drug costs largely are privately financed through the Cash and Carry system, but 

procurement and distribution remain in the public sector. Both functions are performed 

inefficiently, and shortages of drugs and consumables are widespread. In Zambia, drug 

costs are not fully covered by fees and are thus subsidised by donors and the government. 

In rural areas, health centres have received all their drugs in kit form as part of a donor

funded Essential Drug Programme, but this is soon to be phased out in favour of local 

procurement. The intention in Zambia is that procurement and distribution will be fully 

privatised. Medical Stores Limited (MSL), a drug procurement and distribution company, 

was originally set up as a parastatal to handle the distribution of kits and the purchase and 

distribution of hospital drugs. Several problems arose, however, not least as a result of 

the MOH failing to meet its financial commitments to the organisation. Unpaid bills 

meant that MSL did not have sufficient resources to purchase in b~lk and, as a result, 

their prices ended up being higher than other local importers. New arrangements are 

currently being debated, and MSL is intended to become a wholly private organisation 

able to compete for contracts with government alongside other companies. The overall 

message in relation to drugs, however, is not one of contrast, but of similarity between 

the two countries. In part because of the level of resources and the powerful vested 

interests involved, it is an area where progress signally lags behind both need and 

intentions. 

The most important non-government providers of medical care in both countries are the 

religious missions. Voluntary sector organisations provide between 30 and 40% of 

services at health centre and district hospital level. In both countries, an umbrella 

organisation (CHAG in Ghana and CMAZ in Zambia) co-ordinates the work of member 

organisations and, increasingly, negotiates with the respective governments on their 
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behalf. In Ghana and Zambia, the MOH provides financial support to missions in the 

form of subventions, which are mainly used to pay the staff salaries. Most observers 

suggest that government subventions in both countries cover about 50% of the recurrent 

costs of mission providers. The issue at stake in both Ghana and Zambia is how the 

relationship with missions should be handled in a decentralised system and, implicitly, 

whether governments are getting the best value for money from their investment. In 

Ghana, where the Ministry of Finance is putting pressure on spending ministries to reduce 

the number of subvented organisations that they support, performance-related contracts 

are being considered, but have yet to be tried in practice. Zambia's MOH took the plunge 

soon after the introduction of the reforms and decentralised the management of 

subventions to district management teams. Problems became rapidly apparent -- some 

districts failed to understand the new procedures, others understood them all too well and 

decided to reduce payments, particularly for mission health centres. The result was that, 

following intensive lobbying, the Minister reversed the original decision so that the 

following year CMAZ once again received the full block grant from the centre. A 

compromise is now being negotiated to the effect that a proportion of the subvention will 

be handled centrally and the rest managed by districts. Mission funding in Zambia will 

now be specifically earmarked and protected. Whilst this is to the advantage of missions, 

districts in which there is excess capacity will have effectively lost their leverage to 

rationalise services. 

The role of donors 

Health budgets in both Ghana and Zambia depend heavily on donor resources. Donor 

funds make up about 30% of the resources (capital and recurrent) spent on government 

services in Ghana and about 37% in Zambia. There is no indication in either country that 

the need for donor support is likely to decline, and in Ghana it is expected that the 

proportion will rise. Total per capita expenditure for government health services (from 

government revenues, donor contributions and user fees/prepayments) is $6 and $8 in 

Ghana and Zambia, respectively. 

Given the magnitude of their inputs, at least in proportional terms, to what extent have 

donors either individually or collectively influenced the nature or direction of reforms? In 

some cases, the answer is clear cut. The World Bank put pressure on the Government of 

Ghana to raise user fees in 1987 and was instrumental in the design of the Cash and 

Carry scheme. However, once Cash and Carry was accepted, the MOH was then in a 

position to robustly resist the introduction of the UNICEF-inspired Bamako Initiative, 

which would have had the effect of establishing a parallel cost recovery system. Beyond 

these concrete examples, it is hard to make the case that donors have had a great deal of 
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influence or have imposed reforms on unwilling recipients of their aid. The MOH in 

Zambia has been influenced by international experience, but the design of the national 

programme owes little if anything (except perhaps the speed with which district budgets 

were decentralised) to the donor agencies that are helping to fmance it. Neither country 

has been particularly exercised by the need to calculate the national burden of disease as 

a precursor to developing reform strategies. 

Where donors have had an influence -- and one that has frequently been less than 

constructive -- is in the way that aid funds are managed. This has been a particular 

problem in Ghana, where the MOH has had to contend with a wide range of donors, 

many of whom have insisted on the establishment of parallel systems for monitoring their 

inputs. This has had a number of unfortunate side-effects, not least that the government 

financial management systems have been by-passed or ignored. In addition, aid funds 

have on occasion had the effect of reinforcing the centrally-controlled and programme

specific management arrangements that the ministry has been anxious to reform. The 

Ghana MOH has invested a great deal of energy in addressing these problems, both from 

the point of view of strengthening internal financial management and accounting systems 

and by insisting that donor inputs are used to support rather than undermine government 

policy. The ministry now plans to go a step further and, following the completion of its 

strategy framework, the intention is to prepare a comprehensive sector investment plan 

for both government and donor inputs for the next five years. The aim, ambitiously, is to 

move toward common implementation arrangements for all financiers that sign up to the 

plan. 

In part because Zambia was in the position of being able to present a more comprehensive 

programme of reform to donors, aid management has been easier. Prior to 1991 most 

donors had reduced their aid or withdrawn from the sector altogether, so everyone was 

starting more or less at the same time. The agreement now is that the eight largest health 

donors will contribute to a "basket" of funds that will be programmed by the MOH. 

Whilst this paints an overly simplified picture of what remains a complex problem (as 

some donor funds are still allocated to specific geographical areas or institutions), it does 

mean that districts receive a block grant to cover their non-salary costs and that no funds 

are earmarked for, or controlled by, specific vertical programmes. 

An issue of concern in Ghana is the role of budgetary support from donors and its 

influence on the level and structure of health sector spending. Funds from the European 

Commission's Structural Adjustment Facility have been earmarked for use in the health 

sector. Over the last three years health has declined from 13% to 9% of government 

recurrent spending. An increasing volume of EC funds is thus having the effect of 

protecting a growing proportion of a diminishing health budget. In Zambia, budgetary 
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support is not a major source of funding in the health sector, and all donor funding comes 

in the form of project assistance. However, it is reflected in the MOH budget, thereby 

promoting a budgetary process which reflects overall sectoral priorities. 

Ghana and Zambia in the international context 

To what extent are the differences and similarities in the reform process in Ghana and 

Zambia reflected in the international literature on the subject, and in what way does the 

experience of these two countries add to the debate on health sector reform? A detailed 

review of the literature covering all the topics discussed above is beyond the scope of this 

paper. However, a number of important themes do emerge from this brief account. 

Firstly, the case studies confirm the multi-dimensional nature of health reform, which has 

been well illustrated in several recent publications (Mills and Zwi, 1995; Berman, 1995). 

Governments in both countries are having to make considered judgements within a broad 

menu of reform options in order to attain a range of policy objectives (Cassels, 1995). 

The paper emphasises the need for a more sophisticated understanding of the political 

process of policy development and implementation, and not just the technical content of 

health policy (Walt, 1994; Foltz, 1995). The complex relationship between policy 

problems, solutions and opportunities is well illustrated (porter, 1995). 

As a general issue, district strengthening has received a great deal of attention in recent 

years (Tarimo, 1991; WHO, 1988). However, the case studies illustrate two quite 

different objectives of similar district strengthening strategies. Whereas in Ghana, the aim 

was to improve the management of services within the existing institutional and financial 

constraints, in Zambia, district strengthening workshops were an explicit part of the 

reform agenda, with a strong emphasis on the preparation of annual plans and budgets to 

underpin the intended delegation of authority. 

In this paper, the section on decentralisation is limited to a discussion on relationships 

between central Ministries of Health and local government authorities, which has been the 

main thrust of much of the public administration literature in the past (Conyers, 1983). 

The case of Ghana shows the potential for conflict within governments between competing 

decentralisation strategies, and hints at problems that can arise when more than one 

stream of decentralisation is pursued at the same time. The paper as a whole demonstrates 

the difficulty of defining meaningful boundaries for the concept of decentralisation and, 

given this difficulty, of assessing its impact (Janovsky, 1995). 
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Reform in the health sector is often stimulated by, or occurs in parallel with, reform of 
the civil service as a whole. However, there is little documented experience in developing 

countries of the effects of civil service reforms on the health sector, or of the 

implications of separating the health service from the civil service as a whole. In this 

regard, the case studies point to an important and relatively neglected area of research. 

When it comes to health financing, the case studies serve mainly to confirm the 

conclusions of several recent reviews of the subject, particularly in relation to user fees 

and health insurance (Creese and Kutzin, 1995; WHO, 1993). The main problem in both 

countries is not so much the technical aspect of deciding on an appropriate strategy, and 

far more the political difficulties of implementing a coherent financing policy which 

involves private contributions (from individuals as well as institutions). Much the same 

can be said of drug management. Whilst there is ample documentation of what should be 

done (MSH, 1996), the case studies point to the difficulties of making substantive 

progress in addressing an issue in which such strong commercial and personal interests 

play an important role. 

There is a substantial and growing literature on the use of population-based formulae, the 

definition of cost-effective interventions and the use of internal or mixed market 

mechanisms as a means changing entrenched patterns of resource allocation (OECD, 

1994). The key question raised by the case studies is whether, and to what extent, these 

mechanisms are applicable in health systems characterised by absolute levels of under

funding, limited control over major areas of expenditure such as salaries, and historically 

inequitable patterns of capital development. 

Similarly, there is a growing consensus in industrialised countries that managed market 

mechanisms can play a important role in improving efficiency (Murray and Lopez, 1994). 

In Ghana and Zambia, there is an increasing interest in replacing traditional bureaucratic 

controls with contractual agreements either within the public sector (with districts or 

autonomous hospitals) and between the public and private sector (notably, in both 

countries, with the missions). Whilst the contracts are, at least in theory, contestable 

(Saltman and von Otter, 1992), few are actually competitive. Where current research has 

relatively little to offer in the context of developing countries, is in the critical area of 

setting standards and monitoring the performance of contracted health care providers and 

independent hospitals. 

Finally, whilst it is common in the literature to find critical references to influence of 

donors (Collins et ai, 1994), the case studies highlight the importance of understanding 

how this influence is exerted. In particular, they point to the need for a greater 

understanding of the advantages and disadvantages of different forms and channels of aid. 
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This issue will grow in importance with the current interest in the development of Sector 

Investment Programmes (Harrold et al, 1995). 

Conclusions 

The purpose of this paper has been to highlight similarities and differences in the changes 

that are taking place in two African countries. Although the analysis has been country

specific, some general conclusions emerge. 

Firstly, the political nature of the reform process and the importance of political 

leadership to the success of reform initiatives are quite clear. A sound 

understanding of the issues, clarity of purpose and robust backing from higher 

levels of government are essential to success. 

... Secondly, the case studies suggest that there is an advantage in having a politically 

supported, publicly debated strategy to guide the process of reform. If overall 

intentions are widely accepted and understood, it becomes possible for ministries 

of health to work on several fronts simultaneously, and bold decisions can be 

taken regarding reallocation of resources, new structures and innovations in the 

employment of health workers. 

In the absence of such a mandate, big issues have to be tackled incrementally on a 

case by case basis, often much more slowly and less effectively. However, 

changes in management and information systems are less dependent on the backing 

of politicians and more on the abilities of senior officials and analysts. It is 

possible to approach reform from this end and achieve notable successes. In any 

event, without such systems, the implementation of policies is likely to run 

aground. 

Thirdly, there is little to be gained from attempts to classify country experience in 

terms of whether the scale of policy change is, or is not, health sector reform. Our 

analysis shows that Ghana and Zambia are addressing a very similar range of 

issues, often in different ways, at different speeds and with different management 

styles. A more sophisticated understanding of the difficulties and constraints that 

have to be overcome, is far more important than worrying about arbitrary 

definitions. We also conclude that attempts to classify artificial linear stages of 

health sector reform add little to our understanding of a complex process of 

change. Such a notion is at variance with the importance of the individual context. 
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Finally, we need to address the question of whether the changes that have been 

implemented make any difference. In both countries, utilisation rates for public 

sector services are extremely low and health status remains poor. We recognise 

that it is unrealistic to assess the effect of reform directly in terms of health 

outcome. However, change cannot be promoted as an end in itself. Its success 

must be assessed in terms of how new policies, organisational structures and 

management systems deal with the issues of efficiency, equity and responsiveness 

to users. The challenge in Ghana and Zambia, as in the developed world, is to 

define realistic objectives in relation to these issues and to develop the means to 

demonstrate whether or not they are being achieved. 

Acknowledgements 

Work that has contributed to the preparation of this paper has been financed by the World 

Health Organization and the Overseas Development Administration (UK). The views 

expressed, however, are solely those of the named authors. We would like to thank our 

many friends and colleagues in the Ministries of Health in Ghana and Zambia, 

particularly Dr Asamoa-Baah and Dr Kalumba, and we apologize to all of them in 

advance for any complexities oversimplified, unjustified conclusions or inaccuracies of 

fact or interpretation. We are also grateful to Andrew Creese for valuable suggestions in 

making this paper more concise. 

16 



References 

Berman P. Health Sector Reform: making health development sustainable. Health 

Policy, 32:1-3, 13-29, 1995. 

Cassels A. Health Sector Reform: Key Issues in Less Developed Countries. 

Journal of International Development, 7(3):329-347, 1995. 

Collins C, Green A, Hunter D. International transfers of National Health Service 

reforms: problems and issues. The Lancet, 34:244-250, 1994. 

Conyers D. Decentralisation: the latest fashion in development administration? 

Public Administration and Development, 3:97-109, 1983. 

Creese A, Kutzin J. Lessons from Cost-Recovery in Health. Forum on Health 

Sector Reform, Discussion Paper No. 2. WHO, Geneva, document 

WHOISHS/NHP/95.5, 1995. 

Harrold P et al. The Broad Sector Approach to Investment Lending: Sector 

Investment Programs. World Bank Discussion Papers, No. 302. World 

Bank, Washington, DC, 1995 

Janovsky K. Decentralization and health systems change: a framework for 

analysis. Revised working document. WHO, Geneva, document 

WHOISHS/NHP/95.2, 1995. 

Management Sciences for Health in Collaboration with the World Health 

Organization. Quick JD et al (eds). Action Programme on Essential Drugs: 

Managing Drug Supply. Second Edition. USA, Kumarian Press, 1996. 

Mills A, Zwi A (eds). Special Issue on Health Policies in Developing Countries. 

Journal of International Development, 7(3) May-June, 1995. 

Murray CM, Lopez A. Cost-effectiveness analysis and policy choices: investing in 

health systems. Bulletin of the World Health Organization, 72(3):663-674, 

1994. 

OECD. The Reform of Health Care Systems: A Review of Seventeen OECD 

Countries. Health Policy Studies No. 5. OECD, Paris, 1994. 

17 



Porter R with Hicks I. Knowledge unitization and the process of policy formation: 

Toward a framework for Africa. SARA/AED, Washington, DC, 1995. 

Republic of Ghana. Medium Term Health Strategy: Towards Vision 2020. Ministry 

of Health, Acera, 1995. 

Republic of Zambia. National Health Policies and Strategies (Health Reforms). 

Ministry of Health, Lusaka, October 1992. 

Saltman R, von Otter C. Planned Markets and Public Competition. Open 

University Press, 1992. 

Tarimo. E. Towards a Healthy District: organizing and managing district health 

systems based on Primary Health Care. WHO, Geneva, 1991. 

Walt G. An Introduction to Process and Power. Zed Books, London, 1994. 

WHO. The Challenge of Implementation: district health systems for Primary 

Health Care. WHO, Geneva, document WHOISHS/DHS/88.1, 1988. 

WHO. Evaluation of recent changes in the financing of health service. Report of a 

WHO Study Group. Technical Report Series No. 829. WHO, Geneva, 

1993. 

World Bank. World Development Report 1993: Investing in Health. New York, 

Oxford University Press, 1993. 

18 


