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Universal Health Coverage Assessment: Ghana

Introduction

Key health care expenditure
indicators

This document provides a preliminary assessment of the
Ghanaian health system relative to the goal of universal
health coverage, with a particular focus on the financing
system and related aspects of provision.
In the 2010 World Health Report, universal health coverage
is defined as providing everyone in a country with financial
protection from the costs of using health care and ensuring
access to the health services they need (World Health
Organisation 2010). These services should be of sufficient
quality to be effective.

This section examines overall levels of health expenditure
in Ghana and identifies the main sources of health
financing (Table 1).3 In 2012, total health expenditure
accounted for 5.2% of the country’s GDP, an amount that
was higher than the average of 4.5% for other lowermiddle-income countries but well below the global
average of 9.2%. It had also declined over the previous
years due to rapid growth in the economy without a
concomitant increase in government allocations to the
public health sector.

This document presents data that provide insights into the
extent of financial protection and access to needed health
services in Ghana.

Public allocations to fund the health sector (including
the National Health Insurance Scheme)4 were almost
10% of total government expenditure. This was higher

Table 1: National Health Accounts indicators of health care expenditure and sources of finance in Ghana (2012)
Indicators of the level of health care expenditure
1. Total expenditure on health as % of GDP

5.2%

2. General government expenditure on health as % of GDP

3.0%

3. General government expenditure on health as % of total government expenditure

9.7%

4a. Per capita government expenditure on health at average exchange rate (US$)

47.4

4b. Per capita government expenditure on health (PPP $)

60.5

Indicators of the source of funds for health care
5. General government expenditure on health as % of total expenditure on health*

57.1%

6. Private expenditure on health as % of total expenditure on health**

42.9%

7. External resources for health as % of total expenditure on health#

10.9%

8. Out-of-pocket expenditure on health as % of total expenditure on health

28.7%

9. Out-of-pocket expenditure on health as % of GDP

1.5%

10. Private prepaid plans on health as % of total expenditure on health

2.7%

Notes:
* This includes mandatory health insurance and external revenues (loans and grants) flowing through government accounts.
**This includes external resources that flow through NGOs.
#Some external resources flow through government and some through NGOs. Indicators 5 and 6 therefore add up to 100% whereas indicator 7 in this Table is a separate
indicator altogether. This is different from Figure 1 where donor funds are distinguished from tax-based financing.
Source: Data drawn from World Health Organisation’s Global Health Expenditure Database (http://apps.who.int/nha/database/Key_Indicators/Index/en)

3
The data quoted in this section all derive from the latest (2012) data in the World Health Organisation’s Global Health Expenditure Database
(http://apps.who.int/nha/database/Home/Index/en). Comparisons with other countries are based on figures expressed in terms of purchasing power parity. The country’s
income category is determined from the World Bank’s classification for the same year (http://data.worldbank.org/about/country-and-lending-groups).
4
Different countries use the terms ‘national health insurance,’ ‘social health insurance’ and ‘social security’ differently to describe different types of mandatory health
insurance. In each country assessment in this series, the term applied is the one commonly in use in the country in question. Sometimes, then, the term ’national health
insurance’ is used for a scheme that does not cover the entire population (and is therefore more akin to what is known as social health insurance in other countries because
it covers only a sub-set of the population). This is the case for Ghana, where the National Health Insurance Scheme covers less than half the population.
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Structure of the health system
according to health financing
functions

than the average of 8.5% for other lower-middleincome countries but still well below the 15% target
set by the Organisation for African Unity’s 2001 Abuja
Declaration (which was the same as the global average
for 2012).

This section summarises the structure of the Ghanaian
health system according to the health care financing
functions of revenue collection, pooling and purchasing,
as well as health service provision.

Government health expenditure translated into 3.0% of
Gross Domestic Product (GDP), an amount considerably
higher than the lower-middle-income country average
of 1.7%. However, it is still relatively low for what is
essentially the mandatory pre-paid component of
a health financing system. The global average, for
example, was 5.3%.

Revenue collection
As shown in Table 1, government funding was the main
financing source in the Ghanaian health system in 2012.
Indirect taxes made up around half (51%) of domestic
government funding, while direct taxes and mandatory
health insurance contributions accounted for 21% and
27% respectively (see Table 4).

The challenge faced by the government of Ghana in
ensuring adequate coverage is encapsulated by per
capita government expenditure on health which was
around $61 (in terms of purchasing power parity) in
2012, around the lower-middle-income country average
of $67 but more than ten times less the global average
of $652.

Personal income tax was structured progressively with
low-income earners exempted and the marginal tax rate
ranging from 5% for the lowest income taxpayers to 28%
for the highest income taxpayers in 2007 (McIntyre et al.
2008). Value-Added Tax (VAT) was charged at 15% and
included an earmarked tax (2.5%) for the National Health
Insurance Scheme (NHIS).

In 2012, Ghana was relatively reliant on donor financing
which accounted for around 11% of total health sector
expenditure in 2012. This was considerably higher than
the lower-middle-income country average of 2.3% and
makes the country somewhat vulnerable to fluctuations in
donor financing.

Ghana is one of the few emerging market countries
to have implemented national health insurance as
early as 2003. The scheme had as one of its main
objectives to provide cover to poor and vulnerable
groups (Schieber 2012). Reducing out-of-pocket
payments was also an objective.

As would have been expected from the relatively
low levels of government expenditure, out-of-pocket
payments played a relatively important role in the
Ghanaian financing system (at almost 29% of total
financing in 2012). This was relatively high in global
terms (where the average was 21%), despite the
existence of the National Health Insurance Scheme.
It was also above the 20% limit suggested by the
2010 World Health Report to ensure that financial
catastrophe and impoverishment as a result of
accessing health care become negligible (World
Health Organisation 2010).

The NHIS is funded from several sources. Apart from
the VAT funding described above, contributions are
made by formal sector workers through a payroll
deduction of 2.5%. Those outside the formal sector
pay premiums, which are supposed to be incomebased. However, in practice, a flat premium is
paid because of difficulties in categorizing people
into different socio-economic groups. In addition,
several studies have noted the high cost of
registration and premiums, particularly for those
in the informal sector (Mensah 2009, Witter 2009,
Akazili 2010, Sulzbach et al. 2005). Children under
18 years are exempt from contributions if both
parents have paid their premiums. As premiums
are not affordable to many people in the informal
sector, by 2012/2013 the coverage of the scheme
was only 34%.

Finally, in 2012, private health insurance in Ghana,
as in most lower-middle-income countries, played
a relatively small role at 2.7% of total health sector
financing (which is the same as the global average for
lower-middle-income countries). All in all, though,
private expenditure – which includes out-of-pocket
payments, that portion of donor financing that flows
through non-governmental organisations and voluntary
prepaid plans – accounted for just under half of health
financing in Ghana.
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Purchasing

The majority of Ghanaians also pay out-of-pocket for
their health care needs at public and private health
facilities, pharmacies and traditional healers. Despite the
introduction of the NHIS, out-of-pocket expenditure on
health increased as a percentage of total health expenditure
(from 21% in 2005 to 29% in 2012) (Akazili et al. 2012).
Total private expenditure on health as a percentage of total
health expenditure also increased from 34% in 2005 to
almost 43% in 2012.

The benefit package of the NHIS is quite comprehensive,
covering outpatient and inpatient services at accredited
facilities as well as Community Health Planning
Services.5 Accredited facilities include public, not-forprofit and for-profit facilities. The benefit package is the
same for all DMHISs.
The DMHISs pay both public and private providers on
a fee-for-service basis: this system does not encourage
efficiency and a capitation payment system is consequently
being piloted.

User fees are not differentiated according to income in
Ghana. However, children aged less than 5 years and
adults over 70 years do not have to pay user fees. In
2008 maternal health care services were made free for all
pregnant women (Witter et al. 2013), and there is no fee
for leprosy and TB treatment. User fee waivers also apply
to indigent people, but it has been difficult to clearly define
and identify this group.

Those using tax-funded services also have access to a
comprehensive range of services, which is primarily limited
by the ability to pay user fees. Public and some not-for-profit
private facilities (such as those belonging to the Christian
Health Association of Ghana) are allocated funding on
the basis of historical budgets. This means that historically
disadvantaged areas may not be prioritised. In addition,
budgets are based on line items and staff are paid salaries,
which leaves facilities little flexibility in responding to local
needs and improving performance.

As out-of-pocket payments are the most regressive source
of financing, a large proportion of the population is
probably not protected sufficiently against financial risks
and sometimes denied access, limiting the move towards
universal coverage. Out-of-pocket payments by poorer
households could be catastrophic and impoverishing, as
discussed in more detail later.

Private for-profit practitioners are paid on a fee-for-service
basis through out-of-pocket payments.

As mentioned earlier, donor funding in Ghana is
relatively low for an African country but remains a
significant funding source for critical areas, such as
the NHIS.

Provision
While the Ministry of Health formulates policy, it is the
Ghana Health Service that is the provider of public
services, accounting for over 50% of total health services
(McIntyre et al 2008). The distribution of health facilities
is a reflection of colonial health care policy with most
health facilities located in urban areas. Despite efforts
to provide more health facilities in rural areas after
independence, in line with the primary health care policy,
over 60% of formal health care facilities are still based in
urban areas.

Finally, even though legislation makes provision for setting
up private insurance schemes, they cover less than 1% of
the population.

Pooling
The NHIS was initially set up through a network of
District Mutual Health Insurance Schemes (DMHISs),
but the law was reviewed and currently there is one
centralized NHIS office with DMHISs that are simply
devolved district offices. There is no risk-equalization
between the individual DMHISs at present. The NHIS
secretariat merely allocates funds to district offices based
on the number of registered, paying members as well as
indigent members.

There are two teaching hospitals, nine regional hospitals
and several district hospitals. These hospitals are less well
distributed than primary care services and specialist services
are heavily concentrated in the south of the country and in
urban areas.
The Christian Health Association of Ghana is a faith-based
network organization comprised of almost 200 member
institutions located in all the ten regions of Ghana. The
association provides about 42% of all health care.

Other taxes are centrally collected and allocated to
regional and district levels using a needs-based resource
allocation formula.

The Community Health Planning Services programme was introduced to make health care more accessible and affordable. It trains nurses and deploys them to
rural communities.
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served (thus, there are about 10,000 people per doctor,
1,587 people per nurse and 14,286 people per pharmacist
in the public sector (Ghana Health Service 2011)). Staff are
consequently over-burdened by recent increases in health
service utilization. Since the National Health Insurance Scheme
was introduced, outpatient department visits increased (from
0.55 per capita in 2006 to 1.14 in 2011) (Ministry of Health
2012). Maternal health care indicators also increased, with
antenatal health care coverage improving from 92% to 94%
between 2009 and 2011 (Ghana Health Service 2011).

There is a relatively small number of private for-profit
health facilities, mainly concentrated in the two big cities
of Kumasi and Accra, and serving the wealthiest groups.
There is also a significant number of traditional healers
and chemical sellers operating in the country. Chemical
sellers are licensed to supply only over-the-counter
pharmaceuticals at specific premises.
Because of the skewed distribution of public health services,
most health professionals (the majority of whom work in the
public sector) are also based in urban areas. This results
in wide geographical disparities in health professional to
population ratios across the country. Supervised deliveries
have also increased.

However, the doctor to patient, and nurse to patient, ratios
have improved in recent years. The number of Community
Health Planning Services compounds has also increased.
Supervised deliveries also shown increased. While
improvements occurred across all regions, the poorest
remain the least well served, as discussed in more detail in
subsequent sections (Garshong 2011).

In addition, the number of health professionals working in
the public health sector is very low relative to the population

Table 2: Catastrophic payment indicators for Ghana (2006)*
Calculations based on gross household expenditure (including food)
Threshold budget share
5%

10%

15%

25%

Catastrophic payment headcount index
(the percentage of households whose out-of-pocket payments for
health care as a percentage of household consumption expenditure
exceeded the threshold)

11%

5%

3%

3%

Weighted headcount index**

11%

5%

4%

3%

Catastrophic payment gap index
(the average amount by which out-of-pocket health care payments
as a percentage of household consumption expenditure exceed
the threshold)

2%

1%

1%

1%

Weighted catastrophic gap index**

2%

2%

1%

1%

Calculations based on non-food household expenditure
Threshold budget share
10%

20%

30%

40%

Catastrophic payment headcount index
(the percentage of households whose out-of-pocket payments for
health care as a percentage of household consumption expenditure
exceeded the threshold)

11%

5%

3%

2%

Weighted headcount index**

11%

5%

3%

3%

Catastrophic payment gap index
(the average amount by which out-of-pocket health care payments
as a percentage of household consumption expenditure exceed
the threshold)

3%

3%

2%

2%

Weighted catastrophic gap index**

4%

3%

3%

2%

Notes: *Financial catastrophe is defined as household out-of-pocket spending on health care in excess of the thresholds of 5%, 10%, 15% and 25% of gross household
expenditure (i.e. including expenditure on food), or 10%, 20%, 30% and 40% of non-food household expenditure.
**The weighted headcount and gap indicates whether it is the rich or poor households who mostly bear the burden of catastrophic payments. If the weighted index exceeds
the un-weighted index, the burden of catastrophic payments falls more on poorer households.
Source: Ransom 2002
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Financial protection and equity
in financing

in Ghana, about 17% of the population lived below $1.25 per
day. An extra 1.6% of the population dropped into poverty as
a result of paying out-of-pocket when accessing health services
(see Table 3). This translated into about 380,000 people per
year falling into poverty because of out-of-pocket expenditure
on health care. This represented a relative rise of about 9% in
the estimate of extreme poverty (Akazili 2010).

A key objective of universal health coverage is to provide
financial protection for everyone in the country. Insights into
the existing extent of financial protection are provided through
indicators such as the extent of catastrophic payments and the
level of impoverishment due to paying for health services. This
section analyses these indicators for Ghana and then moves
on to assess the overall equity of the health financing system.

The normalised poverty gap (also shown in Table 3) measures
the percentage of the poverty line necessary to raise an
individual who is below the poverty line to that line. The
difference between the prepayment and the post-payment
poverty gaps was substantial at 2.3% in 2006 (using the $1.25
poverty line). The results indicate that expenditures associated
with health care use in Ghana increase impoverishment in the
country. The real situation might be worse due to the fact that
the methodology only captures those who access health care
services, excluding those already very poor individuals who
cannot afford to pay for health care at all.

Catastrophic payment indicators
Using the 40% threshold of non-food household expenditure
for assessing catastrophic payments, Table 2 shows that 2%
of the population incurred catastrophic spending in Ghana
in 2006 as a result of accessing health care. However, it
is agreed in the international literature that this method is
difficult to interpret as it can understate the actual problem.
This is because it may not capture the reality that there are
additional people who do not utilize health services when
needed because they are unable to afford out-of-pocket
payments at all (Wagstaff and van Doorslaer 2003).

Equity in financing
Equity in financing is strongly related to financial protection
(as described by the indicators above) but is a distinct issue
and health system goal. It is generally accepted that financing
of health care should be according to the ability to pay.

Catastrophic payments in Ghana sometimes affected
poorer households more, as revealed by a higher proportion
for the weighted headcount compared to the un-weighted
headcount for the 40% threshold (see Table 2). This reflects
the slow pace of NHIS expansion and weak implementation
of poverty reduction strategies, including the ‘exemption
package’ for those who qualify for free care.

A ‘progressive’ health financing mechanism is one in which
the amount richer households pay for health care represents
a larger proportion of their income. Progressivity is measured
by the Kakwani index: a positive value for the index means
that the mechanism is progressive; a negative value means
that poorer households pay a larger proportion of their
income and that the financing mechanism is therefore
regressive. Table 4 provides an overview of the distribution of
the burden of financing the Ghanaian health system across
different socio-economic groups (i.e. the financing incidence)
as well as the Kakwani index for each financing mechanism.

Impoverishment indicators
While the extent of catastrophic payments indicates the relative
impact of out-of-pocket payments on household welfare, the
absolute impact is shown by the impoverishment effect. In 2005

Table 3: Impoverishment indicators for Ghana (using $1.25 and $2.50 poverty line (in terms of 2005
prices)) (2006)
$1.25/day poverty line

$2.50/day poverty line

Pre-payment poverty headcount

17.0%

48.0%

Post-payment poverty headcount

18.6%

49.9%

1.6%

1.9%

Percentage point change in poverty headcount (pre- to post-payment)
Pre-payment normalised poverty gap

5.4%

19.2%

Post-payment normalised poverty gap

7.7%

21.2%

Percentage point change in poverty gap (pre- to post-payment)

2.3%

2.0%

Source: Akazili (2010)
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findings, which indicate that the poor incur out-of-pocket
spending disproportionately. Given that they represent a
large source of financing in Table 4, out-of-pocket payments
had a negative influence on the overall progressivity of the
financing system, which was only weakly positive at 0.05, at
least in 2007. More recent data are required to establish the
progressivity of the system at the present time.

The table shows that personal income tax was by far the most
progressive of all financing sources in 2007, as depicted by
a positive Kakwani index of 0.23. However, it made up a
relatively small portion (5%) of all financing and therefore
did not have a strong impact on overall progressivity.
All other public sources were also progressive, except for
the fuel levy. However, National Health Insurance funded
through the payroll tax was very weakly positive with an
index of only 0.03. The index for VAT was also only 0.03.

Equitable use of health services
and access to needed care

In addition, it is important to note that the progressivity
of NHIS contributions was strongly influenced by the
progressivity of formal sector contributions and that
contributions from the informal sector were highly
regressive with a Kakwani index of -0.41 (Akazili 2012).
This means that the NHIS was not relieving the financing
burden on the informal sector by a substantial amount.

This section considers how benefits from using different
types of health services are distributed across socioeconomic groups. One measure of this is a concentration
index, which shows the magnitude of socioeconomicrelated inequality in the distribution of a variable. In Table
5, if the concentration index has a positive (or negative)
value, the distribution of the use of the health service is
considered to benefit the richest (or poorest) respectively.

As has been observed in many countries, out-of-pocket
payments were regressive with an index of -0.09 in 2007. A
higher burden of out-of-pocket payments therefore fell on the
poor compared to the rich. The regressive nature of out-ofpocket payments is consistent with the catastrophic headcount

For the case of outpatient care in Ghana, only services
accessed at for-profit private non-hospital facilities were pro-

Table 4: Incidence of different domestic financing mechanisms in Ghana (2007)
Financing mechanism

Percentage share

Kakwani index

Direct taxes
Personal income taxes

5%

0.23

Corporate profit taxes

7%

0.08

12%

0.18

12%

0.03

Import duty

8%

0.11

Fuel levy

9%

-0.06

28%

0.03

National Health Insurance (payroll deduction from
formal workers and premiums from informal workers)

13%

0.03

National Health Insurance levy (earmarked 2.5% of
VAT)

2%

0.12

15%

-

55%

-

-

Total direct taxes
Indirect taxes
VAT

Total indirect taxes
Mandatory health insurance contributions

Total mandatory health insurance
Total public financing sources
Commercial voluntary health insurance
Out-of-pocket payments

45%

-0.09

Total private financing sources

45%

-0.09

100.0%

0.05

Total financing sources
Notes: Estimates are based on per adult equivalent expenditures; - = data not available.
Source: Akazili (2012)
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poor in 2009: this is because these are pharmacies, licenced
chemical sellers (of over-the-counter pharmaceuticals) and
other sellers of home remedies. Otherwise, outpatient care
in all other providers – including the public sector - was prorich. Outpatient services were the most pro-rich in privatefor-profit hospitals (with a concentration index of 0.24).

one to draw a categorical conclusion about whether the
distribution is equitable or not: the distribution of benefits
first needs to be compared to the distribution of need for
health care.
The results of the study on pregnant women mentioned
earlier provide some information on this, showing that,
while the poorest 20% of women accounted for 18% of all
deliveries, they only benefited from 12% of the deliveries
in a health are facility. Figure 1 provides some additional
evidence, comparing the overall distribution of health
benefits and needs in the Ghanaian health system, where
need is assessed by self-assessed health status.

Inpatient care at for-profit private hospitals was strongly
pro-rich (with a concentration index of 0.42). Even at
public hospitals it was very slightly pro-rich.
It is important to note that, overall, services were pro-rich.
No public services were pro-poor, despite the fact that
public funds, including the NHIS, are expected to provide
protection for the poor.

It is clear from Figure 1 that the poorest segment of the
population had the highest relative need for health care in
2008. However, the distribution of publicly funded health
benefits favoured the wealthier groups, which had lower
health care needs. This inverse relationship is evident
particularly in the richest and the poorest socio-economic
quintiles: the poorest quintile received 15% of the public
subsidy benefits but needed 23% of the health care while
the richest quintile received almost 23% of public subsidy
benefits but only accounted for 16% of the health care need.

A specific example of what this meant in practice is
provided by a study that examined the use of antenatal
care and delivery services by pregnant women in Ghana
in 2009 (Garshong 2011). At the hospital level, the richest
quintile accounted for more than 23% of utilization, whilst
the poorest quintile accounted for about half this quantity
(11.9%). At the primary health care level, at both public
and private facilities, the two poorest quintiles used services
less than other quintiles. The only service utilized more by
the poorest quintiles was delivery at home.

Other data on illness and mortality confirm this pattern.
Figure 2 shows that the key health problems facing children
in the country - such as malaria, acute respiratory infections,
malnutrition and diarrhoeal diseases - were concentrated
among the poor in 2008. Figure 3 shows that, in 2008, the
mortality rate for children under five was as high as 103 for
the poorest quintile but only 60 for quintile 5. Subsequent
data show that the ratio of the mortality rate of the poorest
to the richest quintile increased in Ghana between 2006
and 2012 (from 1.2 to 2.0) (Ministry of Health 2012).

In understanding what differential use means for equity, it
is generally agreed that individuals’ use of health services
should be in line with their need for care. The universal
coverage goal of promoting access to needed health care
can be interpreted as reducing the gap between the need
for care and actual use of services, particularly differences
in use relative to need across socio-economic groups.
The benefit incidence results discussed above do not allow

Table 5: Concentration indexes for benefit incidence of health service use in Ghana (2009)
Type of service

Outpatient visits

Inpatient visits

Public facilities*
Hospitals

0.13

0.08

Non-hospital facilities

0.06

n/a

0.12

0.08

0.24

0.42

-0.03

n/a

0.18

0.42

0.16

0.12

Total
Private for-profit facilities
Hospitals
Non-hospital facilities
Total
Total

*Mission hospitals have been merged with public hospitals due to the small sample size for these estimates. In addition, mission facilities’ salaries are paid by government
and some of their facilities operate as district hospitals.
Notes: Estimates are based on adult-equivalent adjusted household consumption expenditure; n/a = not applicable
Source: Garshong (2011)
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Figure 1: Distribution of health service use (as a result of public health care subsidies) and need across
wealth groups in Ghana in 2009
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

Share of benefit
Poorest 20%

2nd quintile

Share of need
3rd quintile

4th quintile

Richest 20%

Source: Garshong (2011)

Figure 2: Distribution of childhood illness between different socio-economic groups in Ghana (2008)
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Source: Ghana Statistical Service, Ghana Health Service and ICF Macro (2009)
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Figure 3: Distribution of under-five child mortality between different socio-economic groups in Ghana (2008)
120
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Mortality rates for children under 5
Source: Ghana Statistical Service, Ghana Health Service and ICF Macro (2009)

Conclusion

Agyepong et al. (2011) comment that, for Ghana to
move towards universal coverage, the country needs to
find more money to replace the current out-of-pocket
payment system. As the relative contributions of premiums
is small, tax-based funding is the obvious source. However,
increasing the fiscal space to fund the NHIS requires
economic growth and improved tax collection.

Over the past few years there has been some improvement
in access to health care in Ghana. However, there are
still many challenges to the achievement of universal
health coverage.
Ghana’s National Health Insurance Scheme is a propoor policy and offers a generous benefit package to its
members. Yet many poor people find it difficult to pay
registration fees as well as the premiums. The Scheme also
has difficulties determining the socioeconomic status of
applicants: flat-rate rather than income-related premiums
therefore burden poorer members disproportionately.
While there have been promises by policy-makers to
improve the equity of the NHIS, not much progress has
been made in this regard on the ground, and proposed
premium reforms remain controversial (Agyepong 2011,
Abiiro 2012). As a consequence, the NHIS still caters
more for higher-income groups, leaving many poor
families without any prepaid cover, despite contributing
to the VAT-funded component of the Scheme (Garshong
2011). As a result, out-of-pocket expenditure remains
relatively high.

For a modest increase in fiscal space for health for 3 to
5 years, Ghana needs to achieve a revenue collection
rate of 20% of GDP by 2015. Currently the collection
rate of tax revenue is below 13%. The World Bank
report on the NHIS (Schieber 2012) states that Ghana’s
macroeconomic landscape is still fragile and any move
must be done cautiously. With Ghana’s oil find the growth
rate was modest but steady around 6% in 2013, and this
gives some fiscal space for health in the next five years.
However, this will depend on government spending and
revenue collection efforts and priorities. Much as Ghana
is not expected to get foreign aid because of its lowermiddle-income status, Ghana could benefit if it increases
its credit rating and devises a clear exit strategy from aid.
Lastly, Ghana has structural inefficiency in its health system
as well as in the operations of the NHIS. Tackling these
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services are closer to people and within reach of the
poor, but confidence in these facilities has dwindled due
to the lack of skilled staff, equipment and supplies and
the poor quality of care, particularly in rural communities.
These limitations necessitate referrals but, with the lack of
transport and poor roads, many referred clients are unable
to access higher levels of care.

inefficiencies could release some additional fiscal space
(Schieber 2012).
Apart from strengthening the financing and coverage of
the NHIS, Agyepong et al. (2011) note that it is vital to
expand access to health care services and raise the quality
of care. This would include addressing the inequitable
distribution of human resources and equipment, and
improving the management and administrative capacity
of the NHIS. The Community Health Planning Services
programme, which is designed to provide a close-toclient service, needs to be expanded. Primary health care

Information barriers are another area that requires attention.
There has not been a consistent and effective communication
strategy for either providers or potential clients regarding the
mechanisms of the NHIS, especially with respect to the poor.
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