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Abstract Ghana’s healthcare expenditure has increased over
the past two decades. Increased healthcare expenditures are
required to enhance the acquisition of better hospital resources
that may improve healthcare. This study presents an overview
of healthcare expenditures and health outcomes (i.e. infant
mortality, under-5 mortality and life expectancy) from 1995
to 2014 in Ghana. Infant and under-5 mortalities have de-
clined by 50 and 25%, respectively, as of 2014, while life
expectancy has increased from 60.7 to 64.8 years. Private
spending on health, especially out-of-pocket payments, de-
clined but is higher than the World Health Organization’s rec-
ommended financial threshold. Non-communicable diseases
(NCDs) are rising with healthcare costs leading to catastroph-
ically high healthcare expenditures in the future. While gov-
ernment’s investments on healthcare have yielded positive
results, the improvement in the health outcomes cannot be
attributed to increased health expenditure alone. Therefore,
this paper outlines policies on maternal health, national health
insurance and healthcare reforms that have influenced health
outcomes. In parallel, the paper highlights challenges of the

Ghana health system of which the major ones are (1) inade-
quate financial investments in health and (2) limited health
workforce and facilities. These challenges can be ameliorated
by (1) establishing new health institutions and expanding
existed ones; (2) providing incentives to discourage the exo-
dus of health workers; (3) introduction of the concept of pre-
dictive, preventive and personalized medicine (PPPM) for
treating NCDs; and (4) alternative insurance schemes for vul-
nerable groups. This, coupled with the will of the government
to curb misappropriation of funds, will be important to achiev-
ing better health outcomes.
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Introduction

Public spending on healthcare enhances the efficiency of
healthcare services and boosts health outcomes, and therefore,
establishing a robust health financing system has been a pri-
ority amongmany countries worldwide [1]. However, increas-
ing health expenditure has been challenging even among
wealthy countries because of frequent economic recession
and rising healthcare costs [2]. In low-income countries, pub-
lic healthcare spending has been relatively low, despite the
potential benefits that could be achieved in regard to health
outcomes [3]. The little public healthcare spending that hap-
pens in these countries is mainly financed with insufficient tax
revenues, internal and external loans and restricted foreign
grants [3]. Other healthcare funding sources available are ei-
ther private or out-of-pocket payments, fee-for-service and
private health insurance schemes [3–5].
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In the past two decades, Ghana has experienced rapid eco-
nomic growth, along with the increase in spending on health
[6, 7]. Since 2001, the country has increased its public
healthcare spending by 11%, which is 15% higher than the
accompanying increase in government revenues [8].
Concurrently, there has been a tremendous population growth
over the past decade with at least 65% of the populace expect-
ed to be urban dwellers by 2030 [9, 10]. With this growth in
population coupled with ageing, rapid urbanization and in-
creasing adoption of sedentary lifestyle, there could be a shift
in focus from communicable diseases (CD) to non-
communicable diseases (NCD), which would place further
pressure on the scarce healthcare resources [11, 12].

The positive association between increased healthcare
spending on health outcomes has been shown in other studies
[3, 11]. Nonetheless, there has to be a reassessment of the
impact of healthcare spending in tandem with public
healthcare policies on health outcomes. This study presents
an overview of healthcare expenditures and health outcomes
(i.e. life expectancy, infant mortality and under-5 mortality) in
Ghana. The paper also outlines and compares the baseline
information in terms of the three health outcomes since the
implementation of policies onmaternal health and the national
health insurance.

Total healthcare expenditure

Total health expenditure is defined as the measure of the sum
of revenues collected from different sources and comprises
general, private and out-of-pocket. In Ghana, general expen-
ditures rose after 2003 and slightly decreased in 2008. Apart
fromGhana’s socioeconomic problems, this decrease could be
attributed to the global financial crisis [8] (Fig. 1). Yet

compared with neighbouring countries such as Togo, Benin,
Niger, Nigeria, Burkina Faso and Cote d’Ivoire, Ghana seems
to have performed better in its commitment to health. The
general government health expenditure increased from 53
per capita US$ in 1995 to 60 per capita US$ in 2014 (Fig. 2).

Both private and out-of-pocket expenditures were
high between 1995 and 2004 but declined after 2005.
The introduction of the National Health Insurance
Scheme (NHIS) in 2004 could have resulted in high
general healthcare spending and a reduced share of pri-
vate and out-of-pocket spending (Fig. 1).

Although private and out-of pocket expenditures have de-
clined over the years, the financial protection in Ghana has
been inadequate [8] (Table 1). Some of the determinants of
increased out-of-pocket expenditures are inadequate health
insurance coverage and poverty [7, 13, 14]. Government’s
investments have not been enough to meet the rising
healthcare costs. Funding inadequacy has therefore fuelled
hospital commercialization. Thus, hospitals are compelled to
increase service prices to generate funds for maintaining med-
ical equipments. It has been predicted that high out-of-pocket
expenditures on healthcare will continue to have a devastating
effect on the socioeconomic status of households unless prag-
matic steps are taken to address the prevailing challenges [3].

Another factor that may have contributed to the high out-
of-pocket expenditures is over-dependence on foreign aids
and grants for financing healthcare [3, 10]. External sources
rose from 1999 but declined after 2003. A study that analyzed
data from the World Bank suggested that remittances to de-
veloping countries, including Ghana, reduced by 5.5%
(US$307 billion) in 2009 [15]. Workers’ remittances to
Ghana also reduced from US$126 million in 2008 to
US$114 million in 2009 [15].
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Fig. 1 Types of health
expenditures in Ghana from 1995
to 2014. Data from the WHO and
Gapminder databases (http://apps.
who.int/nha/database/ViewData/
Indicators/en) (http://www.
gapminder.org/data/)
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Health expenditures and the impact on life expectancy

From 1995 to 2014, the life expectancy of Ghanaians
has increased steadily (Fig. 3). Life expectancy at birth
increased from 60.7 to 64.8 years. Expenditures on
healthcare as a share of per capita total healthcare ex-
penditures show a positive association with life expec-
tancy at birth. Other studies not limited to Ghana that
investigated the association between public healthcare
spending and health outcomes have reached similar con-
clusions [3, 16, 17]. This important data shows that the
healthcare system has somehow done well in certain
areas of measurable outcomes. The increased life expec-
tancy may be attributed to several factors, such as new

medicines and vaccines, good governance, education,
social structures, income distribution, environmental
changes and lifestyle changes [11].

Health expenditures and the impact on infant and under-5
mortalities

Increased public healthcare spending has reduced infant and
under-5 mortalities. In the years when total healthcare expen-
ditures per capita were very low (~US$10), infant and under-5
mortalities were high, 72/1000 live births and 111/1000 live
births, respectively. As total healthcare expenditures in-
creased, mortality declined, and by the end of 2014, these
figures have reduced to 44.2/1000 live births and 78/1000 live
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Fig. 2 General government
health expenditures among
neighbouring countries. Data
from the WHO and Gapminder
databases (http://apps.who.int/
nha/database/ViewData/
Indicators/en) (http://www.
gapminder.org/data/)

Table 1 Descriptive statistics of health expenditure and health outcomes from 1995 to 2014

Minimum Maximum Median
(IQR)

Mean
(SD)

95% CI
of Mean

SEM

Life expectancy (years) 59.8 64.8 60.65 (60.0–62.8) 61.43 (1.70) 60.63–62.22 0.38

Infant mortality rate (per 1000 births) 44.2 72 57.45 (50.6–66.3) 58.09 (8.80) 53.97–62.21 1.97

Under-5 mortality rate (per 1000 births) 78 111 93.30 (84.5–103.1) 93.80 (10.36) 88.95–98.65 2.32

Amount per capital USD

General government expenditure
on health (GGHE) as % of THE

6 59 19.5 (9–41) 26.3 (18.77) 17.52–35.08 4.20

Private expenditure on health (PvtHE)
as % of THE

26 52 39.50 (31–48) 39.25 (8.52) 35.26–43.24 1.90

External resources on health as % of THE 6 23 15 (8–18) 14.00 (5.36) 11.49–16.51 1.19

Out-of-pocket expenditure as % of THE 4 21 7.5 (6–13) 9.4 (4.75) 7.18–11.62 1.06

Total expenditure on health/capita
at exchange rate

3 5 4 (3–5) 4.05 (0.94) 3.61–4.49 0.21
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births, respectively (Figs. 3 and 4). It is also possible that
certain factors have had contributed to the decrease in
mortality other than health spending alone. Improvements in
health outcomes can be attributed to the structure of the Ghana
healthcare system that strengthens healthcare service
provisions [8]. The healthcare system is distributed across
the national, regional and district levels to promote
accessibility, quality and easy transmission of healthcare
information within the various levels in the sector [8].
Additionally, positive health outcomes can be attributed to
the introduction/implementation of various healthcare policies
by theMinistry of Health (MoH) in Ghana [18] (Fig. 5).While
there are many of such healthcare policies, this paper will
highlight the major ones.

Child healthcare policies

United Nations Children Fund (UNICEF) reports that one in
12 children worldwide dies before the 5th birthday [19]. In
2011, nearly 2.9 million children representing 44% of children

under 5 years died worldwide mainly from preventable child-
hood diseases [20]. Some identified causes of these deaths
include childmalnutrition, sepsis, pneumonia, meningitis, ma-
laria, diarrhoea, upper respiratory infections, asphyxia, prema-
turity and low birth weights [21–24]. Child stunting, defined
as growth retardation due to inadequate consumption of food,
is also a major contributor to child deaths [24]. Child malnu-
trition and stunted growth account for 40% and 20% of child-
hood deaths in Ghana, respectively [22].

Two of the interventions are the Ghana Child Health Policy
(CHP) and the Child Health Strategy (CHS) [22]. These inter-
ventions focus on ways to improve accessibility to healthcare,
guarantee quality of medical care and increase the demand for
essential services [22]. Predominant diseases, such as cholera
and diarrhoea that mostly affect infants, are targeted. Low-
osmolarity oral rehydration salts and zinc are adopted to man-
age diarrhoea, and new vaccines against measles, pneumococ-
cal disease and rotavirus are introduced. Immunization pro-
grams are widespread in Ghana, and there was an improve-
ment in the immunization rate for measles from 68.8% in
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capita total health expenditures
from 1995 to 2014. Data from the
WHO and Gapminder databases
(http://apps.who.int/nha/database/
ViewData/Indicators/en) (http://
www.gapminder.org/data/)
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1998 to 79.9% in 2008 and 87.7% in 2010 [22]. In 2000,
community-based health planning and services (CHPS) and
the Ghana Essential Health Intervention Project (GEHIP)
were also established to reduce child mortality, particularly
in rural areas [22, 25]. Under the CHPS and GEHIP, commu-
nity healthcare officers are trained to treat malaria, diarrhoea,
acute respiratory diseases and administer child immunizations
[25]. These implemented policies have fuelled a drastic reduc-
tion in both infant and under-5 mortalities as shown in Figs. 3
and 4. Therefore, when compared with some states within the
West African region, Ghana seems to have performed better in
terms of reduction in under-5 mortality rates. For example,
under-5 mortalities per 1000 live births in the selected West
African countries are Mali (115/1000), Guinea Bissau (93/
1000), Guinea (94/1000), Burkina Faso (89/1000), Niger
(96/1000), Nigeria (109/1000) and Cote d’Ivoire (93/1000).
Likewise, Ghana is better in infant mortality rates compared to
Mali (75/1000), Guinea Bissau (60/1000), Guinea (61/1000),
Burkina (61/1000), Nigeria (69/1000) and Cote d’Ivoire (67/
1000) [26].

However, comparing under-5 mortality rate (per 1000 live
births) with developed countries such as UK (4/1000),
Australia (4/1000), Canada (5/1000), Italy (4/1000),
Germany (4/1000), USA (7/1000) and Japan (3/1000) and
infant mortality UK (4/1000), USA (6/1000), Australia
(3/1000), Canada (4/1000), Germany (3/1000), Italy
(3/1000) and Japan (2/1000), under-5 and infant mortality
rates in Ghana are high [26]. Apparently, Ghana is not able
to achieve the millennium development goal of reducing child
mortality to 43/1000 live births [26].

Similarly, compared to other advanced/rapid developing
countries such as Singapore (2/1000) and Malaysia (6/1000)
and China (9/1000), Ghana lags behind in reducing infant and
under-5 mortalities [26]. Surprisingly, many of these countries

attained independence nearly the same period as Ghana
[Ghana (1957) [27], Malaysia (1957) [28] and Singapore
(1965) [29]. This indicates that the performance of the
healthcare system has been sub-optimal, and the education
aspects of the policies have not yet trickled down to remote
communities. Some communities, for instance, still perceive
child stunting (measure of chronic malnutrition in children) as
normal, and therefore, related medical advice was sometimes
neglected. Childhood malnutrition should be researched in
depth. It is also imperative not to limit malnutrition to just
weight, but also to the height of the child. Measuring height
should be a critical part of assessing child growth.
Breastfeeding programs should emphasize exclusive
breastfeeding for the first 6 months to ensure that babies de-
velop normally.

Maternal healthcare policies

Maternal mortality accounts for 14% of all female
deaths, making it the second leading cause of female
mortalities in Ghana [30, 31]. Before 2000, it was esti-
mated that between 540 and 650 mothers died for every
100,000 live births in Ghana [31, 32]. With this high
maternal mortality rate, the Ghana Health Service (GHS)
implemented several policies that can help improve ma-
ternal health and reduce maternal deaths. First, there
was the introduction of an antenatal care policy and a
safe motherhood initiative 1998 [31]. These policies had
a limited effect on maternal mortality. Financial inade-
quacies and preference for unskilled maternity care ser-
vices were major contributors for maternal mortalities
[31]. Therefore, the MoH introduced the delivery ex-
emption policy in 2003 to provide free maternal deliv-
ery and reduce the financial constraints associated with
using skilled maternal services [31, 33, 34]. The inclu-
sion of the free maternal care policy in the NHIS has
been beneficial. The number of mothers registered in the
NHIS rose from 421,234 in 2008 to 754,648 in 2012,
and on-going participation growth is evident [15, 35].
The policy covers normal deliveries, assisted deliveries,
caesarean sections and management of complications
arising from maternal deliveries [35]. Ghana improved
its maternal care by increasing the skilled care coverage
from 47% in 2003, 55% in 2010 [33–37] and 68% in
2015 [37]. Because of these policies, maternal mortal-
ities declined to 350/100,000 live births by 2013 [15]
and 319 deaths in 2015 [38]. Although the implementa-
tion of these initiatives have improved access to medical
care, maternal mortality in Ghana remains high. When
compared with some states within the West African re-
gion, Ghana seems to have performed well in terms of
reduction in maternal mortality rates. For example, ma-
ternal mortality per 100,000 live births in the selected
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West African countries are: Mali (587/100,000), Guinea
Bissau (547/100000), Guinea (679/100,000), Burkina
Faso (89/100,000), Niger (553/100,000), Togo (368/
100,000), Nigeria (814/100,000) and Cote d’Ivoire
(647/100,000) [38]. However, comparing maternal mor-
tality rates (per 100,000) in selected developed countries
such as UK (9/100,000), Australia (6/100,000), Canada
(7/100,000), Italy (4/100,000), Germany (6/100,000),
USA (14/100,000) and Japan (5/100,000), the maternal
mortality rate in Ghana is high and unacceptable [38].
Similarly, Ghana’s maternal mortality rate is high com-
pared to Singapore (10/100,000), Malaysia (40/100,000)
and China (27/100,000) [38]. Several factors can be at-
tributed to this: inadequate healthcare facilities in rural
areas, preference for traditional birth attendants (TBAs)
and lack of funds for transporting emergencies to better-
resourced hospitals. An inadequate data set for the med-
ical history of expectant mothers also impedes proper
healthcare investigations [30, 31, 37]. Further, maternal
mortalities are fuelled by limited access to contracep-
tives especially among women residing in the rural
areas. Contraceptive use can assist in preventing
unwanted/unplanned pregnancies, allows adequate spac-
ing of pregnancies and limits the incidence of unsafe
abortions [38].

More research on ways to improve the quality of life of
expectant mothers after caesarean sections and maternal expe-
riences after childbirth should be a priority while at the same
time, efforts should be strengthened to scale up health impact
interventions that will increase deliverability in health facili-
ties [19, 37]. For mothers that do not have health insurance
especially those in the rural areas, medicines for treating sepsis
and preterm births and vaccines against infections should be
affordable and easily accessible.

The National Health Insurance Scheme policy

An estimated 150 million people globally experience
financial hardship after accessing medical care through
out-of-pocket payments [39–42]. Therefore, protecting
the poor from catastrophic healthcare spending has be-
come a priority in most countries [39–42]. Ghana
spearheaded a community-based health insurance
scheme (CBHIS) experiment in Sub-Saharan Africa
(SSA) [43]. The scheme covered only 1% of the popu-
lation and failed to improve the accessibility for the
poor [43, 44]. A more inclusive national policy led to
the enactment of the National Health Insurance Law in
2003, which was later referred to as the National Health
Insurance Scheme (NHIS) in 2004 [45, 46].

The inception of the NHIS has offered enormous benefits
to the populace and presently covers 95% of all diseases in
Ghana [46]. Active members in the scheme have risen from

2.5 million in 2004 to 8,885,757 million in 2012 and
10,145,196 million in 2013 [45], covering 38% of the entire
Ghanaian population [46]. Insured individuals pay half the
cost of their healthcare treatments and, thus, have greatly
reduced out-of-pocket expenditures [46]. Available data
shows an increase in outpatient department cases, pharmaceu-
tical usage, prenatal care, delivery services and maternal
healthcare services [44–46].

Despite these important achievements, a high proportion of
the populace (often rural citizens) are yet to enrol because of
poverty, as they are unable to afford the NHIS registration fee
[47, 48]. This implies that universal health coverage has only
become a vision. For instance, poverty-stricken regions in
Ghana, primarily in the upper west, upper east and northern
areas, have recorded low enrolment in the scheme compared
to urban areas [47, 48].

Chronic non-communicable diseases and policy
interventions

The distribution of health outcomes (i.e. life expectancy, ma-
ternal, infant and under-5 mortalities) has been influenced by
the pattern of disease. Rapid urbanization, affluence and glob-
alization have led to physical inactivity and sedentary life-
styles. Additionally, the pattern of nutrition especially in the
urban cities of Ghana has largely been skewed towards refined
carbohydrates, red meats, snacks, processed and fats foods,
while those rich in fibre, legumes and vegetables are aban-
doned [12, 49, 50]. Taken together, these behaviours have
fuelled the prevalence of NCDs. NCDs are responsible for
the death of an estimated 86,200 people in Ghana each year
[51]. Presently, the leading causes of NCD deaths are cardio-
vascular (18%), cancer (5%), chronic respiratory (2%), diabe-
tes (2%) and other NCDs (14%) [51]. Despite these alarming
NCD-related deaths and its associated burden on the people
affected, the majority of people living with known risk factors
including hyperglycaemia, high blood pressure, dyslipidaemia
among others, are not aware [49, 50]. Surprisingly, Ghana
does not have a comprehensive chronic disease policy yet
[51]. At the same time, treatment for most of the NCD dis-
eases is not covered by the NHIS, and with the limited gov-
ernment subsidy on prescription medicines, patients are com-
pelled to pay before they could access medical care [15],
which has also led to increased out-of pocket and catastrophic
expenditures.

Ghana relies on low-level interventions that emphasize
healthcare promotions and lifestyle modifications. It is there-
fore not surprising that health outcomes particularly life ex-
pectancy in Ghana (61.4) is still low when compared to de-
veloped countries such as Japan (83.59 years), Australia
(82.25 years), USA (78.94 years), Canada (81.96 years),
Italy (82.69 years), Germany (80.84 years) and the UK
(81.06 years) [52].
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It should be clear by now that the present health outcomes
in Ghana are because of the combined effects of increasing
health expenditure and healthcare policies. However, this pa-
per cannot conclude without highlighting the main challenges
that have been affecting the health sector in general.

Challenges facing the health system

A major problem facing the healthcare system is finance, and
this is partly attributed to the Government of Ghana’s (GoG)
low fiscal capacity and commitment to health [53]. For exam-
ple, the government spent 4.9% of its gross domestic product
(GDP) on healthcare in 2009 and increased it to 5.2% in 2012.
As a result, Ghana could not honour the Abuja Declaration
pledge where governments promised to allocate 15% of their
GDP to health [2, 53] and obviously, the insufficient budget-
ary health investment could not meet Ghana’s rising
healthcare needs [8]. The MoH also reported that budgetary
allocation on healthcare rose from GH¢771 million
(US$191.078 million) in 2011 to GH¢1750 million
(US$433.705 million) in 2012. Nonetheless, this increment
was inadequate and has not made a significant impact [54].
On the other hand, financial obstacles amidst incessant finan-
cial losses have largely affected the smooth running of the
NHIS. In 2012, the total revenue accrued by the NHIS was
GH¢773.83 million (US$191.779 million) and total expendi-
tures were GH¢788.32 (US$195.371 million), representing a
net deficit of GH¢14.49 million (US$3.59 million) [45, 46].
By 2013, the total revenue has increased to GH¢904.3 million
(US$203.319) while the total expenditure was GH¢1001.10
million (US$225.083 million) representing a net deficit of GH
¢96.80 million (US$21.76 million) [45, 46].

Besides inadequate funds for public health, financial mis-
management is a major setback for achieving improved health
outcomes [15]. Adequate public spending on healthcare alone
cannot improve health outcomes because it needs to be ac-
companied by proper financial management. The trend in the
Ghana healthcare system does not show adequate financial
management. An estimated 36% of healthcare expenditures
are wasted due to inefficiencies and financial misappropria-
tion [15]. Presently, millions of dollars are still lost due to
rising costs and corruption. With appropriate financial man-
agement, the government could save at least 36% of its total
expenditures, which is enough to pay approximately 23,000
nurses [15].

Ghana has been facing a shortage of healthcare personnel.
The doctor-to-patient ratio was 1:10,000 in 2010 and 1:9,043 in
2014 while the midwife to patient ratio was 1:1077 in 2010 and
1:1374 in 2014 [54]. More concerning is that the distribution of
the health workforce is largely skewed to the two popular urban
cities in Ghana: Accra and Kumasi [54] while rural hospitals
have few and less well-qualified health personnel.
Consequently, the few health workforce are compelled to work

for extremely long hours without rest amidst poor working con-
ditions. This results in substandard healthcare with most health
workers feeling that they are not being rewarded for their efforts.
The exodus of healthcare workers to developed countries, a
concept known as ‘brain drain’, has therefore become prominent
[14, 15, 55]. It is reported that more than 57% and 24% of
doctors and nurses, respectively, are working abroad [14].

A study has also shown that the number of hospital beds is
low, and Ghana has not shown enough commitment to increas-
ing key resources and infrastructure [8]. Medical equipment
and logistics are generally inadequate for the enormous number
of patients that access the health service. Additionally, transpor-
tation and communication poses are formidable challenge
throughout the country. This leads to delays in getting to
healthcare facilities with the situation even worse in the rural
parts of the country where most districts do not have ambulance
services to attend to emergencies. Increased pressure on limited
resources and equipment is often the case, and consequently,
many patients are denied access to proper healthcare [55].

Recommendations and outlook

There should be adequate investments in district and local
hospitals to improve early disease detection and facilitate early
treatment. Adequate incentives, such as affordable housing,
vehicle allowances, scholarships for aspiring medical profes-
sionals among others, can encourage healthcare personnel to
stay instead of leaving for better opportunities abroad. Like
the University of Health and Allied Sciences that was set up to
solely train health professionals, more of such institutions
should be set up across the country to increase the total health
workforce. Concurrently, existing healthcare institutions
should be expanded and equipped with state-of-the art facili-
ties to improve healthcare delivery. There should be an in-
crease in health revenues, better approaches for resource mo-
bilization, tax exemptions on medical/diagnostic equipment
and logistics, and strengthening public-private partnerships
all of which will help bridge the funding gab and limit the
impact of external resource decline [53, 56].

While the government is trying and looking for approaches to
accelerate the enrolment of vulnerable people to the scheme,
useful alternativewill be to adopt the voluntary insurance scheme
such as the one introduced by the Chinese Government (fastest/
largest developing country in the world) in 2002. In this scheme,
rural dwellers are allowed to voluntarily enrol while the scheme
is supported with funds from private institutions, local govern-
ment and the central government [57]. Utilizing this innovative
scheme, 72 million people that make up 83% of the entire rural
population were insured and it has hugely reduced the economic
burden of diseases among rural dwellers in China [57].

As stated previously, NCDs have hugely affected health
outcomes leading to several premature deaths. Some of these
deaths could have been prevented or perhaps delayed with the
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correct health education or health literacy. This is where the
concept of predictive, preventive and personalized medicine
(PPPM) comes in [58]. On the one hand, PPPM promotes
the recognition of people who are intermediate in health and
disease-suboptimal health and thus able to identify them (e.g.
using screening tools) prior to clinical manifestation [59]. In
such individuals, the potential progression to NCDs can be
reversed with appropriate intervention. On the other hand, a
unique characteristic of PPPM is to ‘identify the right patient,
treat him or her with the right therapy with the right dose at the
right time’ [58]. A person’s quality of life whether healthy or
patient is influenced by multiple determinants such as environ-
mental, economic, traditional and behavioural factors (Fig. 5).
PPPM takes into consideration all these factors and thus pro-
viding a holistic platform for healthcare givers/professionals to
treat and manage diseases [58–61]. Therefore, PPPM should
be the next direction to improving healthcare in Ghana.

Hospital commercialization and the high level of uninsured
individuals should not be politicized but should instead pro-
vide an overarching direction for increasing the utilization of
healthcare services for all. We concur with the recommenda-
tion that there should be specialized healthcare agencies set up
and tasked with regulating the allocation of healthcare re-
sources within the sector. In other words, the government
should strengthen these agencies and also set up independent
anticorruption bodies to prevent financial mismanagement.
Probity, transparency and accountability should also be prior-
ities of the government and the healthcare sector so that citi-
zens can hold the government accountable.

Conclusion

Based on our review, we conclude that the challenges of the
healthcare system in Ghana can be ameliorated by (1) further
investments in health, (2) establishing new health institutions
and expanding existed ones, (3) providing incentives to dis-
courage the exodus of health workers, (4) introduction of
PPPM for managing and treating NCDs and (5) alternative
insurance schemes for vulnerable groups. This, coupled with
the will of the government to curb misappropriation of funds,
will be important to realizing better health outcomes.

Abbreviation

CBHIS, community-based health insurance scheme; CDs,
communicable diseases; CHP, Child Health Policy; CHPS,
Community-Based Health Planning and Services; CHS,
Child Health Strategy; GDP, gross domestic product;
GEHIP, Ghana Essential Health Intervention Project; GHS,
Ghana Health Service; GoG, Government of Ghana; MoH,
Ministry of Health; NCDs, non-communicable diseases;

NHIS, National Health Insurance Scheme; PPPM, predictive,
preventive and personalized medicine; SSA, Sub-Saharan
Africa; UNICEF, United Nations Children Fund

Acknowledgements The authors are very grateful to colleagues who
read the manuscript and especially to Emmanuel Aboagye at the Unit of
Intervention and Implementation Research, Karolinska Institute, who
gave valuable comments during the manuscript writing.

Author’s contributions All authors contributed significantly for the
completion of the paper. EAwrote the manuscript. WW revised the man-
uscript to ensure that intellectual content is maintained and gave the final
approval for the paper to be published. KF and Xia Li were involved in
the research design, offered constructive criticisms and proofread the
manuscript.

Compliance with ethical standards

Ethical approval None sought.

Funding EA is supported by Edith Cowan University under the
International Postgraduate Research Scholarship. WW is supported by
the Importation and Development of High-Calibre Talents, Taishan
Medical University, China.

Conflict of interest The authors declare that they have no conflict of
interest.

References

1. Nolte E, McKee M. Does health care save lives? Avoidable mor-
tality revisited. 1st ed. London: The Nuffield Trust; 2004.

2. World Health Organisation. State of health financing in the African
region. 2013. http://apps.who.int/iris/bitstream/10665/101282/1/
9789290232131. Accessed 12 Jun 2017.

3. Novignon J, Olakojo SA, Nonvignon J. The effects of public and
private health care expenditure on health status in sub-Saharan
Africa: new evidence from panel data analysis. Health Econ Rev.
2012;2:1–8.

4. Poullier JP. Patterns of global health expenditures: results for 191
countries. WHO. 2002:1–17.

5. Poullier JP, Hernandez P, Kawabata K. National health accounts:
concepts, data sources and methodology. WHO. 2002:1–25.

6. Saleh K. The health sector in Ghana: a comprehensive assessment.
1st ed. Washington DC: World Bank; 2013.

7. Saleh K. The health sector in Ghana: a comprehensive assessment.
2nd ed 2012: Washington: World Bank; 2012.

8. Schieber G, Cashin C, Karima S, Lavado R. Health financing in
Ghana. 1st ed. World Bank: Washington; 2012.

9. Farvacque-Vitković C. Development of the cities of Ghana: chal-
lenges, priorities and tools. 2008: World Bank.

10. The Association of Chartered Certified Accountants. Key health
challenges in Ghana. 2013. http://www3.accaglobal.com/content/
dam/acca/global/PDF-technical/health-sector/tech-tp-khcg.pdf.
Accessed 12 Jun 2017.

11. Aboagye E, Agyemang OS, Sidney K. Socioeconomic factors and
health outcome metrics in Africa: cross-national comparisons from
1995–2011. Popul Health Manag. 2014;17:318–9.

12. Agyei-Mensah S, Aikins ADG. Epidemiological transition and the
double burden of disease in Accra. Ghana J Urban Health. 2010;87:
879–97.

204 EPMA Journal (2017) 8:197–206

http://apps.who.int/iris/bitstream/10665/101282/1/9789290232131
http://apps.who.int/iris/bitstream/10665/101282/1/9789290232131
http://www3.accaglobal.com/content/dam/acca/global/PDF-technical/health-sector/tech-tp-khcg.pdf
http://www3.accaglobal.com/content/dam/acca/global/PDF-technical/health-sector/tech-tp-khcg.pdf


13. Saleh K.World Bank study: a health sector in transition to universal
coverage in Ghana. Washington: World Bank; 2012.

14. Essential Services Platform of Ghana, Integrated Social
Development Center. Achieving a shared goal free universal health
care in Ghana. 2011. https://www.oxfam.org/sites/ www.oxfam.
org/files/rr-achieving-shared-goal-healthcare-ghana-090311-en.
Accessed 12 Jun 2017.

15. Pillinger J. Quality health care and workers on the move. 2011.
http://www.world-psi.org/sites/default/files/documents/research/
ghana.pdf . Accessed 12 Jun 2017.

16. Nixon J, Ulmann P. The relationship between health care expendi-
ture and health outcomes: evidence and caveates for a causal link.
Eur J Health Econ. 2006;1:7–18.

17. Rajkumar AS, Swaroop V. Public spending and outcomes: does
governance matter? J Dev Econ. 2008;86:96–111.

18. Ministry of Health. Ghana’s progress towards the millennium de-
velopment goals in 2006. http://www.gh.undp.org/content/ghana/
en/home/library/poverty/2008-ghana-millennium-development-
goals-report2.html. Accessed 17 Apr 2017.

19. UNICEF, WHO, United Nations, World Bank, Levels and trends in
child mortality: report. 2010. http://www.childmortality.org/files_
v20/download/Levels%20and%20Trends%20in%20Child%
20Mortality%20Report%202010.pdf. Accessed 08 May 2017.

20. Yoshida S, Martines J, Lawn JE, Wall S, Souza JP, Rudan I, et al.
Setting research priorities to improve global newborn health and
prevent stillbirths by 2025. J Global Health. 2016;6:010508.

21. Kanmiki EW, Bawah AA, Agorinya I, Achana FS, Awoonor W,
Oduro AR, et al. Socio-economic and demographic determinants of
under-five mortality in rural northern Ghana. BMC Int Health Hum
Rights. 2014;14:24.

22. Ministry of Health, Under Five’s Child Health Policy, Ghana.
2007–2015. https://extranet.who.int/nutrition/gina/sites/default/
files/GHA%202007%20Under%20Five%27s%20Child%
20Health%20Policy%202007%20-%202015.pdf. Accessed 02
Feb 2012.

23. Liu L, Johnson HL, Simon C, Perin J, Scott S, Joy E, et al. Global,
regional, and national causes of child mortality: an updated system-
atic analysis for 2010 with time trends since 2000. Lancet.
2012;379:2151–61.

24. WHO,World bank. Levels and trends in child malnutrition:
UNICEF-WHO-The World Bank joint child malnutrition esti-
mates. 2012. http://www.who.int/nutgrowthdb/jme_unicef_who_
wb.pdf. Accessed 22 May 2017.

25. Russell S. Community-based health and planning services:
decentralizing Ghana’s health system. GU J Health Sci. 2012;6:1–6.

26. UNICEF, WHO. United Nations, World Bank. Levels and trends in
child mortality: estimates developed by the UN Inter-agency Group
for Child Mortality Estimation. 2015. http://www.who.int/
maternal_child_adolescent/documents/levels_trends_child_
mortality_2015/en/. Accessed 13 Apr 2017.

27. Akyeampong E, de-Graft Aikins A. Ghana at fifty: reflections on
independence and after. Transition. 2008;98:24–34.

28. Sebastian A, AlzhainMA,Asweto CO,Mahara G, GuoX, SongM,
et al. The Malaysian health care system: ecology, plans, and re-
forms. Fam Med Community Health. 2016;4:19–29.

29. Chew ECT. A history of Singapore. Singapore: Oxford University
Press; 1991.

30. Ganle J. Addressing socio-cultural barriers to maternal healthcare in
Ghana: perspectives of women and healthcare providers. JWomens
Health, Issues Care. 2014; 6: 2.

31. Witter S, Adjei S, Klemesu MA, Graham W. Providing free mater-
nal health care: ten lessons from an evaluation of the national de-
livery exemption policy in Ghana. GlobHealth Action. 2009;2:1–5.

32. WHO. Maternal mortality in 2005. Estimates developed by WHO,
UNICEF, UNFPA, and The World Bank. 2010. http://www.who.
int/whosis/mme_2005.pdf. Accessed 16 Apr 2018.

33. Witter S, Adjei S. Start-stop funding, its causes and consequences: a
case study of the delivery exemptions policy in Ghana. Intern J
Health Plan Manag. 2007;22:133–43.

34. Witter S, Arhinful DK, Kusi A, Zakariah AS. The experience of
Ghana in implementing a user fee exemption policy to provide free
delivery care. Reprod Health Matters. 2007;15:61–71.

35. National Health Insurance Scheme. Annual report. Accra; 2013.
http://www.nhis.gov.gh/files/2013%20Annual%20Report-Final%
20ver%2029.09.14.pdf. Accessed 14 May 2016.

36. Ofori-Adjei D. Ghana’s free delivery care policy. Ghana Med J.
2007;41:94.

37. Ghana Statistical Services (GSS), GHSG & macro international,
Ghana Maternal Health Survey 2007. Calverton, Maryland, USA;
2009.

38. WHO, UNFPA, The World Bank Group, and United Nations.
Trends in maternal mortality: 1990 to 2015. Estimates by WHO,
UNICEF, UNFPA, World Bank Group and the United Nations
Popu l a t i o n D i v i s i o n . 2 015 . h t t p : / /www.who . i n t /
reproductivehealth/publications/monitoring/maternal-mortality-
2015/en/. Accessed 12 May 2017.

39. Wang W. West meets east: Chinese and US doctors addressing the
medical ecology and disease management from both countries’ per-
spectives. Fam Med Community Health. 2011;3:1–3.

40. Wang W. The global reach of family medicine and community
health. Fam Med Community Health. 2016;14:2–3.

41. Asweto CO, Alzain MA, Andrea S, Alexander R, Wang W.
Integration of community health workers into health systems in
developing countries: opportunities and challenges. Fam Med
Community Health. 2016;14:37–45.

42. Mahara G, Gua X, Wang W. Strategy for improvement of maternal
health in Nepal. Int J Sci Res. 2015;4:694–8.

43. Blanchet N, Acheampong O. Building on community-based health
insurance to expand national coverage: the case of Ghana. Health
Finance Gov. 2013:1–9.

44. Blanchet NGF, Osei-Akoto I. The effect of Ghana’s National Health
Insurance Scheme on health care utilisation. Ghana Med J.
2012;46:76–84.

45. National Health Insurance Scheme, Annual report. 2010. http://
www.nhis.gov.gh/files/8(1).pdf. Accessed 4 Mar 2016.

46. National Health Insurance Scheme, National health insurance au-
thority annual report. 2013. http://www.nhis.gov.gh/files/2013%
20Annual%20Report-Final%20ver%2029.09.14.pdf. Accessed 12
Apr 2017.

47. Derbile EK, van der Geest S. Repackaging exemptions under
National Health Insurance in Ghana: how can access to care for
the poor be improved? Health Policy Plan. 2013;28:586–95.

48. Kusi A, Enemark U, Hansen KS, Asante FA. Refusal to enrol in
Ghana’s National Health Insurance Scheme: is affordability the
problem? Int J Equity Health. 2015;14:2.

49. Danquah I, Bedu-AddoG, Terpe KJ,Micah F, AmoakoYA, Awuku
YA, et al. Diabetes mellitus type 2 in urban Ghana: characteristics
and associated factors. BMC Public Health. 2012;12(1):210.

50. Frank LK, Kröger J, SchulzeMB, Bedu-Addo G,Mockenhaupt FP,
Danquah I. Dietary patterns in urban Ghana and risk of type 2
diabetes. Br J Nutr. 2014;112(1):89–98.

51. Ministry of Health. The national policy for the prevention and con-
trol of chronic non-communicable diseases in Ghana. 2012. http://
afrolib.afro.who.int/doc_num.php?explnum_id=7574. Accessed
12 Jun 2017.

52. World Health Organisation, Global health observatory data, Life
expectancy, data by Country. http://apps.who.int/gho/data/view.
main.SDG2016LEXv?lang=en. Accessed 29 June 2017.

53. Ministry of Health, Ghana Health financing strategy. 2015. https://
s3.amazonaws.com/ndpcstatic/CACHES/PUBLICATIONS/2016/
04/16/Health+Finance+Strategy-2015.pdf. Accessed 9 May 2017.

EPMA Journal (2017) 8:197–206 205

https://www.oxfam.org/sites/
http://www.oxfam.org/files/rr-achieving-shared-goal-healthcare-ghana-090311-en
http://www.oxfam.org/files/rr-achieving-shared-goal-healthcare-ghana-090311-en
http://www.world-psi.org/sites/default/files/documents/research/ghana.pdf
http://www.world-psi.org/sites/default/files/documents/research/ghana.pdf
http://www.gh.undp.org/content/ghana/en/home/library/poverty/2008-ghana-millennium-development-goals-report2.html
http://www.gh.undp.org/content/ghana/en/home/library/poverty/2008-ghana-millennium-development-goals-report2.html
http://www.gh.undp.org/content/ghana/en/home/library/poverty/2008-ghana-millennium-development-goals-report2.html
http://www.childmortality.org/files_v20/download/Levels%20and%20Trends%20in%20Child%20Mortality%20Report%202010.pdf
http://www.childmortality.org/files_v20/download/Levels%20and%20Trends%20in%20Child%20Mortality%20Report%202010.pdf
http://www.childmortality.org/files_v20/download/Levels%20and%20Trends%20in%20Child%20Mortality%20Report%202010.pdf
https://extranet.who.int/nutrition/gina/sites/default/files/GHA%202007%20Under%20Five%27s%20Child%20Health%20Policy%202007%20-%202015.pdf
https://extranet.who.int/nutrition/gina/sites/default/files/GHA%202007%20Under%20Five%27s%20Child%20Health%20Policy%202007%20-%202015.pdf
https://extranet.who.int/nutrition/gina/sites/default/files/GHA%202007%20Under%20Five%27s%20Child%20Health%20Policy%202007%20-%202015.pdf
http://www.who.int/nutgrowthdb/jme_unicef_who_wb.pdf
http://www.who.int/nutgrowthdb/jme_unicef_who_wb.pdf
http://www.who.int/maternal_child_adolescent/documents/levels_trends_child_mortality_2015/en/
http://www.who.int/maternal_child_adolescent/documents/levels_trends_child_mortality_2015/en/
http://www.who.int/maternal_child_adolescent/documents/levels_trends_child_mortality_2015/en/
http://www.who.int/whosis/mme_2005.pdf
http://www.who.int/whosis/mme_2005.pdf
http://www.nhis.gov.gh/files/2013%20Annual%20Report-Final%20ver%2029.09.14.pdf
http://www.nhis.gov.gh/files/2013%20Annual%20Report-Final%20ver%2029.09.14.pdf
http://www.who.int/reproductivehealth/publications/monitoring/maternal-mortality-2015/en
http://www.who.int/reproductivehealth/publications/monitoring/maternal-mortality-2015/en
http://www.who.int/reproductivehealth/publications/monitoring/maternal-mortality-2015/en
http://www.nhis.gov.gh/files/8(1).pdf
http://www.nhis.gov.gh/files/8(1).pdf
http://www.nhis.gov.gh/files/2013%20Annual%20Report-Final%20ver%2029.09.14.pdf
http://www.nhis.gov.gh/files/2013%20Annual%20Report-Final%20ver%2029.09.14.pdf
http://afrolib.afro.who.int/doc_num.php?explnum_id=7574
http://afrolib.afro.who.int/doc_num.php?explnum_id=7574
http://apps.who.int/gho/data/view.main.SDG2016LEXv?lang=en
http://apps.who.int/gho/data/view.main.SDG2016LEXv?lang=en
https://s3.amazonaws.com/ndpcstatic/CACHES/PUBLICATIONS/2016/04/16/Health+Finance+Strategy-2015.pdf
https://s3.amazonaws.com/ndpcstatic/CACHES/PUBLICATIONS/2016/04/16/Health+Finance+Strategy-2015.pdf
https://s3.amazonaws.com/ndpcstatic/CACHES/PUBLICATIONS/2016/04/16/Health+Finance+Strategy-2015.pdf


54. Ghana Health Service, Annual report. 2014. https://www.
ghanahealthservice.org/downloads/Ghana_Health_Service_2014_
Annual_Report.pdf. Accessed 2 Feb 2016.

55. International Organization for Migration, Migration in Ghana: a
country profile. Geneva; 2009. https://publications.iom.int/books/
migration-ghana-country-profile-2009-0. Accessed 5 May 2017.

56. Braithwaite J, Matsuyama Y, Johnson J. Healthcare reform, quality
and safety: perspectives, participants, partnerships and prospects in
30 countries. 2017: CRC Press.

57. Ling RE, Liu F, Lu XQ,WangW. Emerging issues in public health:
a perspective on China’s healthcare system. Public Health.
2011;125:9–14.

58. Golubnitschaja O, BabanB, BonioloG,WangW,BubnovR,Kapalla
M, et al. Medicine in the early twenty-first century: paradigm and
anticipation-EPMA position paper 2016. EPMA J. 2016;7(1):23.

59. Wang W, Yan Y. Suboptimal health: a new health dimension for
translational medicine. Clin Trans Med. 2012;1(1):28.

60. Trovato GM. Behavior, nutrition and lifestyle in a comprehensive
health and disease paradigm: skills and knowledge for a predictive,
preventive and personalized medicine. EPMA J. 2012;3(1):8.

61. Golubnitschaja O. Time for new guidelines in advanced diabetes
care: paradigm change from delayed interventional approach to
predictive, preventive & personalized medicine. EPMA J.
2010;1(1):3–12.

206 EPMA Journal (2017) 8:197–206

https://www.ghanahealthservice.org/downloads/Ghana_Health_Service_2014_Annual_Report.pdf
https://www.ghanahealthservice.org/downloads/Ghana_Health_Service_2014_Annual_Report.pdf
https://www.ghanahealthservice.org/downloads/Ghana_Health_Service_2014_Annual_Report.pdf
https://publications.iom.int/books/migration-ghana-country-profile-2009-0
https://publications.iom.int/books/migration-ghana-country-profile-2009-0

	Emerging issues in public health: a perspective �on Ghana’s healthcare expenditure, policies and outcomes
	Abstract
	Introduction
	Total healthcare expenditure
	Health expenditures and the impact on life expectancy
	Health expenditures and the impact on infant and under-5 mortalities
	Child healthcare policies
	Maternal healthcare policies
	The National Health Insurance Scheme policy
	Chronic non-communicable diseases and policy interventions
	Challenges facing the health system
	Recommendations and outlook

	Conclusion
	Abbreviation
	References


