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Abstract 

Health economics in an irrational world -

the view from a Regional Health Administration in Ghana 

by Catriona Jane Waddington 

This thesis confronts the fact that economics makes 

recommendations based on rational analysis, in a world 

where organisations patently behave non-rationally. 

The literature review looks at two bodies of 

literature which view organisations in very different 

ways - organisational models and health economics. 

Characteristics of organisations in developing countries 

are also explored. The chapter asks how recommendations 

derived from economic analysis can be reconciled with 

organisational realities. More specifically, it asks, 

"How can a health economist working at sub-national 

level deal with constraints to rationality?" 

The study was conducted through participant 

observation - the author worked as a regional health 

economist in the Ministry of Health in the Volta region 

of Ghana. 

Three case studies are presented. Each juxtaposes 

an economic analysis with other ways of looking at an 

issue. 
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Chapter 5 describes the complex resource allocation 

processes in the Ministry of Health in Volta. 

Bureaucratic and political aspects of the organisation 

are illustrated. Resources arrive in the region through 

several administrative channels. The opportunity cost of 

the same value of resources differs considerably, 

depending on the administrative channel. 

Chapter 6 presents a cost-effectiveness analysis of 

two strategies for immunising young children. Although 

mass campaigns were generally less cost-effective than 

routine static and outreach clinics, they were preferred 

by many actors in the system because they offered quick 

results and opportunities for salary supplementation. 

The chapter describes how, having identified a cost

effective measure, it is necessary to think about 

strategies for encouraging its adoption. 

Chapter 7 considers attempts to introduce a 

revolving drug fund in Volta. Many of the expected 

benefits were not achieved because of problems faced 

during implementation. Economic predictions about the 

effects of revolving drug funds should incorporate 

realistic assumptions about the political situation and 

about administrative capacity. 

The final chapter returns to the themes raised in 

the literature review. Relevant characteristics of the 
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public sector in developing countries are discussed. The 

chapter explores how economic techniques may be combined 

with organisational skills. If health economics is to 

effect change, it needs to incorporate some 

organisational realities into its techniques. 
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How it began 
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Chapter 1 

How it began 

"Although the practice of management may be deficient in 

communicable skills. there is still a useful form of empirical 

activity in which academicians can engage, although perhaps it 

would not be considered respectable research by those who take 

a mistaken view of the successful sciences as their model. 

That activity is to participate in the trial-and-error process 

of practising managers - to become a practitIoner. at least 

vicariously - and to assist in the articulation of the 

practitioner's skill." (Christenson, 1976. p 647; original 

emphasis) 

From 1984 until 1989 1 lectured on a variety of 

aspects of health economics at the Liverpool School of 

Tropical Medicine. This brought me into contact with 

international groups of practising health managers. My 

lectures provoked questions such as: 

* what use is learning about costs, if accountants 

won't share financial information with nurses? 

* what can we do about the fact that decision-makers 

often ignore the findings of economic evaluations? 

* why does the literature about cost recovery say so 
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little about the under-the-counter charges which 

exist in so many countries? 

* what is the point in doing cost-effectiveness 

analysis at district level when resources are 

controlled at national level? 

Even though my confidence in teaching increased, I 

never lost the feeling that I was providing inadequate 

answers to course participants' reasonable questions. 

Nor could I find satisfactory answers in any literature. 

The questions were based on common sense; in contrast, 

economics seemed to offer bland answers based on a 

theoretical rationality which patently did not exist in 

practice. 

Hoping to learn about the relationship between 

rational decision-making tools and real-world 

constraints, I sought a job as a health economist in a 

Ministry of Health. My plan was to document my work, 

noting the constraints and what economics could and 

could not offer. 

This thesis is the outcome of the documentation of 

my two years' work as a health economist with the 

Ghanaian Ministry of Health. 
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The thesis has 8 chapters. Chapter 2 reviews a 

broad range of literature. It tackles questions such as 

"how do organisations work?" and "how does the health 

economics literature portray organisations?". It also 

questions whether the predominantly European/North 

American literature is relevant to developing countries. 

Chapter 3 describes the context in which the study 

took place - the Ministry of Health in the Volta region 

of Ghana. 

Chapter 4 describes the methodology of participant 

observation, which combined economics with 

anthropological techniques. 

The three case studies in Chapters 5, 6 and 7 

explore the relationship between economic analysis and 

the ways in which change can be effected in 

organisations. Chapter 5 describes the resource flows in 

the Ministry of Health in Volta and the confusing, 

"irrational" signals given to managers. Chapter 6 

presents a cost-effectiveness analysis of two 

immunisation strategies. Chapter 7 describes a regional 

revolving drug fund and the many implementation 

problems. 

The thesis concludes with a discussion of how 

economic techniques can be combined with an 
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understanding of how public sector organisations work in 

developing countries. 
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Chapter 2 

Literature review 

27 



Chapter 2 

What fate for rationality in an irrational world? 

- a review of the literature 

A Outlining the literature review 

Chapter 1 described the personal dilemma which led 

to this thesis - how should someone trained in a 

discipline based on rational decision-making operate in 

a world where many of the constraints to rationality 

seem inevitable or justifiable? This chapter begins by 

expanding the dilemma into a series of statements and 

questions. The statements represent the underlying 

assumptions of the thesis. The chapter then explores the 

literature to see if these assumptions seem justified; 

it also looks for answers to the questions raised. 

(Marshall and Rossman, 1989, ch 2) 

The search for relevant answers to my questions led 

me to a variety of disciplines - anthropology, 

sociology, political science and economics. I do not 

claim to review all the issues comprehensively. Rather, 

this review attempts to weave together a number of 

subject areas to throw light on some real-world 

problems. 

The statements and questions are as follows: 
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1 Organisations do not always behave ratIonally. 

Indeed, it is not really clear what rationality 

is - there can be many, conflicting objectives 

within an organisation, all of which seem rational 

to someone. 

2 Health economics defines rationality in its own way 

- it is usually synonymous with economic 

efficiency.' 

3 Health economics assumes that decision-makers can 

be persuaded to be more rational (i.e. effiCient). 

4 All decisions are constrained by the environment. 

It is often said that the constraints are 

particularly difficult in developing countries. 

5 How can all the above statements be reconciled? Is 

there room for a "rational" health economist in a 

Ministry of Health in a developing country? What 

tactics exist to reconcile rationality and 

constraints? 

1 A caveat to this is discussed in Section C. Equity is 
often cited as a "competitor" to efficiency. Efficiency 
(sometimes "technical efficiency") is used to mean either 
maximising health for a given budget, or minimising the 
cost of achieving a given level of health. 
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The chapter is divided into Sections A-F. These 

sections are organised along the lines of pOints 1-5 

above. Each main section ends with a boxed summary. 

Section B, which asks wHow do organisations work?W, 

looks at five models and discusses how they can be used. 

Section C tackles the question wHow are 

organisations portrayed in the health economics 

literature?w. It concludes that most health economists 

do not write explicitly about how organisations work; 

the implicit assumption is that organisations can be 

made to behave more rationally. To complement Section C, 

Appendix 2 takes wA wider (but brief) look at economics 

and organisations w. It looks at how other branches of 

economics have explored the internal workings of 

organisations. 

Section D points out that this literature review is 

dominated by writings from Europe and North America. It 

asks -Are developing countries different?-. 

Section E, -Rationality and constraints -

confronting the dilemma-, looks at how rational 

prescriptions might be reconciled with real-world 

constraints. 
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Section F briefly summarises the chapter and links 

it with subsequent chapters. 

The main sections in each chapter end with boxed 

summaries. 

B How do organisations work? 

"Irrationality becomes rationality in an irrational world." 

(Anonymous death row prisoner in the U.S.A., explaining why 

violence was a way of life for both guards and prisoners on 

death row. Quoted in Arriens, 1991.) 

A district medical officer in Ghana 2 tells the 

story of visiting a village one day to promote family 

planning. He talked to the assembled villagers about the 

advantages of small, spaced families. The villagers 

expressed confusion - the previous day, an official from 

the Ghana Education Service had told them that the 

village was not entitled to a primary school because 

there were too few children. How, then, could a 

representative of the very same government be telling 

them the next day that they had too many children? 

The government of Ghana is not the only 

organisation to work in seemingly contradictory ways. 

Most individuals have experience of perverse 

2 Gameli Seadzi, then working in Jasikan district, Volta 
region. 
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organisational behaviour. Organisations can also be slow 

and frustratingly rule-bound. Why is this so? 

This section looks at ways of improving our 

understanding of how organisations work. This provides a 

framework for considering the work of health economists, 

who aim to improve organisational performance by 

increasing efficiency. The review concentrates on public 

sector organisations. 

The literature on organisations is bewildering. It 

is a multi-disciplinary field, using a wide range of 

approaches and classifications. This review does not 

claim to be comprehensive; one method of analysing 

organisations has been selected from many possibilities. 

Other ways of looking at organisations could have been 

used - five other approaches are described very briefly 

in Appendix 1. 

The decision to use the five organisational models 

was made for two reasons: 

1 The models are widely used. This thesis aims to 

apply organisational theory, not to offer an 

original contribution to its development. It is 

thus appropriate to use a popular approach to 

understanding organisations. 
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2 The rational model is analogous to the way in which 

much of the health economics literature implicitly 

assumes organisations work. The link between the 

literature on organisations and health economics 

can thus be made relatively easily. 

I Five organisational models - from rationality to 

anarchy 

Five organisational models are considered. The 

roots of these models lie in political science, though 

they have also been used by sociologists. More will be 

said about the uses of these models in B (II). At this 

stage it is important to realise that the models are 

complementary ways of looking at the same events. In 

Allison's phrase, the models offer "conceptual lenses" 

for looking at the same issues from different 

perspectives. (Allison, 1971, p 251) These models should 

not be considered in terms of right or wrong; rather, 

they should be judged according to how much they 

contribute to an understanding of what happens in 

organisations. 

The five models - rational, satisficing (sic), 

bureaucratic, political and anarchic3 
- are adapted from 

those described by Pfeffer (1981). There are many 

3 These names are used to refer to specific models. The 
models do not necessarily reflect the everyday usage of 
words such as "bureaucratic" and "political". 
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versions and variations of the models used here. For 

example, Handy's four "organisational cultures" - the 

task, club4
, person and role cultures - are similar to 

the models described here. (Handy, 1988, ch 6; 1976, ch 

7) 

1 the rational model 

The rational model postulates that decision-making 

in organisations involves the following activities: 

* all possible alternatives are considered 

* complete information about the consequences of all 

the alternatives is collected 

* a system of values is applied conSistently 

* a preference is identified. 

In short, the rational model presumes the existence of 

"purposive choices of consistent actors". (Allison, 

1971, p 11) It is assumed that there is either a single 

decision-maker, or agreement amongst decision-makers. 

(Janovsky, 1979, p II) 

The rational organisation is a learning one. New 

information is incorporated into decision-making. 

4 The club culture of Handy's 1988 book was referred to as 
the power culture in his 1976 book. 
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The stages of rational decision-making are very 

similar to the steps in cost-benefit analysis. Indeed 

some authors virtually equate the rational model with 

cost-benefit analysis. (for example, Laver, 1986, ch 3) 

A vast literature exists about the rational model. 

As we shall see, it is the model of decision-making 

which is implicitly assumed in much of the health 

economics literature. 

2 the satisficing model 

"Satisficing" is a combination of the words 

"satisfying" and "sufficing". The term was coined by 

Simon, who contrasted satisficing with the rational 

organisation's optimising. (Simon, 1976, page xxxi) 

The satisficing model grew out of the belief that 

rationality is desirable but unattainable. Organisations 

should thus devise strategies to be "as rational as is 

reasonable". Rationality is unattainable largely because 

of the impossibility of having complete information and 

because of the limited computational abilities of 

people. Unlike in the rational model, the inhabitants of 

the satisficing model have limited resources to consider 

large numbers of alternatives. 

Two types of decision-making occur in the 
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satisficing organisation. Some decisions are not 

carefully considered - the satisficing organisation 

simply aims for sub-optimal (or bounded) rationality. 

For these decisions, precedence and rules are used to 

achieve sub-optimal outcomes. Such decisions tend to be 

incremental and piecemeal, avoiding radical change and 

long time horizons. 

The satisficing organisation does select some 

decisions for careful scrutiny; for these decisions, the 

organisation behaves as in the rational model. 

Like the rational model, the satisficing model 

assumes that individuals adopt an organisational ethos -

they are not only interested in their own private goals. 

To meet this assumption, organisations must provide 

their employees with reasonable remuneration, job 

satisfaction and fair treatment. 

How does a satisficing organisation determine which 

types of decisions are suitable for the application of 

rational analysis? There is no consensus amongst authors 

about the criteria; indeed authors contradict each 

other. Pfeffer, for example, states that the rational 

model is likely to be applied when: 

1 there is agreement on the connection between 

actions and consequences 
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2 there is agreement about goals 

3 actors work reasonably independently 

4 power is concentrated 

5 the decision is unimportant 

6 resources are not scarce. (Pfeffer, 1981, p 94) 

In short, Pfeffer describes a situation where there is 

little potential for conflict. 

Writing specifically about health economics, Lee 

(1983) disagrees with Pfeffer's last pOint. Lee 

considers that economics becomes more obviously useful 

as scarcity becomes more obvious. He argues that the 

reason for the rapid growth in health economics since 

the 1970s has been a growing awareness of the scarcity 

of resources, relative to the demand for health care. 

(Lee, 1983, p 2008) 

Hogwood and Gunn agree with Pfeffer that highly 

politicised decisions should not be subjected to 

rational analysis. In contrast to Pfeffer, however, they 

believe that rational analysis should concentrate on 

important decisions. (Hogwood and Gunn, 1984, p 106) 

Hogwood and Gunn emphasise that the selection of 

issues for rational analysis is largely subjective. For 

issues which are: 
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"so sensitive politically, or closed or value-laden that 

analysis would be difficult and/or unlikely to be consumed" 

they ask, 

"does it seem worthwhile taking the analysis a little further, 

despite the possibly high political price of doing so?" 

(Hogwood and Gunn, 1984, p 106) 

There is an art to choosing when to be rational. 

Budget-setting is often used as an example of 

satisficing behaviour. Indeed Simon's ideas about 

satisficing were partly inspired by his involvement with 

resource allocation issues. (Bendor, 1990, p 407) A 

rational model of budgeting demands that each year all 

expenditure is re-considered and justified - this 

procedure is known as zero-based budgeting. In practice, 

most stable organisations retain the bulk of expenditure 

in the same form as the previous year; relatively small 

changes are made. These incremental changes are typical 

of a satisficing organisation - decisions which would 

entail radical change are avoided. Satisficing 

simplifies and speeds up decisions. (Wildavsky, 1984, pp 

38, 216) 

Ofosu-Amaah has described satisficing budgetary 

behaviour in the Ministry of Health in Ghana: 
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"There are constraints, however, which prevent any government 

of the day in changing the health budget substantially over a 

short period of time. Firstly, there is a large body of 

trained workers, hospitals and clinics, already functioning 

which take up the recurrent budget. The Government is willy-

nilly committed to carrying on financing these unless it 

decided to retrench workers and close down institutions. 

Secondly, there are development projects which have been 

started or which have been substantially executed. Government 

has to continue the commitment for contractual and other 

reasons." (Ofosu-Amaah, 1975, p 215) 

The rational model - zero-based budgeting in this case -

would require that the validity of expenditure on staff, 

hospitals and new buildings be closely questioned. The 

satisficing model simply allows them to continue largely 

unchanged. 

3 the bureaucratic models 

Both satisficing and bureaucratic organisations 

abandon full-blown rationality. The bureaucratic 

organisation, however, does not strive as hard as the 

5 I have followed Pfeffer's 1981 classification of models, 
except for dividing his bureaucratic model into two - the 
satisficing and bureaucratic models. This has separated 
the sub-optimalising and rule-bound aspects of Pfeffer's 
bureaucratic model. In general, the area of satisficing 
and bureaucratic models is the most confusing in the 
literature. There are a large number of overlapping models 

for example bounded rational i ty, mixed scanning and 
incrementalism. 
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satisficing one to make at least some rational 

decisions. Instead, the bureaucratic organisation relies 

on standard rules and procedures. These rules are the 

"second best" way of reaching decisions. It is 

impossible to have ideal decision-making conditions for 

all potential decisions; the rules represent the best 

practice known to the organisation. An organisation's 

rules result from learning from previous decisions. 

Bureaucratic organisations are not, however, quick to 

learn. The system does not adapt to deal with every new 

piece of information; change occurs slowly. (Bendor, 

1990, p 409) 

In a bureaucratic organisation, courses of action 

are considered one at a time - if a course of action 

does not meet an important goal, it is rejected. A wide 

range of alternatives is not considered - as soon as a 

satisfactory course is identified, it is selected. 

(Pfeffer, 1981, p 22) 

Unlike the rational model, the bureaucratic model 

does not assume that there is an agreed hierarchy of 

goals. Objectives differ and conflict - the bureaucratic 

organisation depoliticises issues and ignores 

contradictions. 
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4 the political model 

The rational, satisficing and bureaucratic models 

assume that individuals subjugate their own private 

interests to those of the organisation. The political 

model rejects this assumption. Actors have their own 

interests at heart, rather than the welfare of the 

organisation. Conflict is to be expected; power 

determines the outcome. 

In the world of the political model, there is no 

such thing as a single rationality. Actors pursue their 

own, differing rationalities: 

" ........ actions that are rational from one viewpoint can 

prove exploitative from another." (Morgan, 1986, p 15) 

In a political organisation, decisions reflect the 

preferences of powerful individuals or groups. 

Coalitions are built to enhance power. Different 

distributions of power result in different types of 

political organisation, ranging from dictatorial to 

pluralist. 

5 the anarchic model 

As its name implies, the anarchic model paints a 

picture of organisations functioning in an ad hoc, 
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unpredictable fashion. 

The anarchic model denies the existence of both the 

rational model's unified interest and the political 

model's powerful groups. The model is distinguished by 

the absence of intentional choice related to a goal; 

preferences of both organisations and individuals are 

ill-defined. The relationship between action and 

consequence is unclear. Decision-making is not 

structured - decisions are avoided, or taken quickly 

before too much is known to complicate the Situation. 

Individuals and issues sometimes coalesce and then float 

apart. Decisions are highly situational - what choice is 

made depends on the exact circumstances. Organisations 

are decentralised, with little planning or consistency. 

(Mohr, 1976, p 181; Pfeffer, 1981, p 31) 

Descriptions of decision-making in health services 

sometimes resemble the anarchic model. Doctors are 

diffused, yet powerful; decision-making is thus highly 

decentralised. (DHSS, 1983, p 12; Jennett, 1988, p 98; 

Strong and Robinson, 1990, ch 3) 

The five models are summarised in Table 2.1. 
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Table 2.1 The 5 organisational models 

Dl_ene,oa IIATIOMAL BATI8PICUG IIDIIIlADCIIATIC POLITICAL "ODIIL AMAIICIIIC 
"ODIlL "ODIlL "ODIlL MODIlL 

goal5. consistent reasonably aad.rately usually unclear. 
objectives. within and consilitent consistent, consistent .abiguoue. 
preferencea across social though withia actor.: _"1' be 

dctors; poorly inconsistent. constructed 
wi II i ngnes& articulated; pluralistic e. post to 
to .ake liIoal. can r 1.1 ct wlthia rationali •• 
•• pllclt avoided organt.ations action 

power and centralised not not ah 1ft s a. very 
cont rol \0< nece •• erily neces •• rily coallttons and decentraliaed 

unnecessary centra.i •• d centraliaed; inter.at group. 
because of reliance on for. and re-
cone.neus) rul •• fora 

decJ.eion orderly set rule-baaed; disorderly; ad hoc 
proce •• procedure.; standard characteri •• d 

effort. opereting by push and 
cODcentra.ted procedures pull of 
on so •• intereat. 
deci.ions 

rules and nor. of precedent; precedent: conflict participation 
nor •• optt.i6atton ao.e atta.pta tradition lel/itlaate and In deciaion. 

at .ab- e.peeted la a.gaentad. 
opttaJ,sation epi.odic 

infor.attonal estenstve and concentrated reduced by ava'lable haphazard 
and .yate •• tic on spect fic the us. of infor •• tion collection 
coapgtational deCisions rul •• aad used or end us. of 
require •• nta h,! procedures withheld intor.atton 

strategically 

bel iefa about known at known In aoae uncertain, di··ir •••• nt. unclear. 
relationship leest to a ca6es but thle Is abol.lt a.biguoua 
between probabil ity accept.ed relationship 
action and dl "t<lbut Ion between act ion 
outeo •• and outeo •• 

decision. caretully 80ae rule- follow fro. result of not linked to 
analy.ed; bound; ao.e rulea and bargaining and intent; 
consistent carefully routin.s interplay .aono reau1 t of 

analysed inter.sta person •. 
solution. and. 
proble •• 
intersectino 

Ideology efficiency striYing for .. tabillty, ItruIIl/le, infOI.ality. 
and reasonable fairness. conflict. randomnesa 
effectivenes6 levela of predict- winner. and 

efficiency ability losers 
and 
effectiveness 

Source: Pfeffer, 1981, p 31; adapted. 

II Using the models descriptions and prescriptions 

In this thesis, the models are regarded as 

complementary; they are also used both descriptively and 

prescriptively. In the same way that allopathiC, 

ayurvedic and homeopathiC medical systems may all 
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contribute something to the diagnosis and treatment of a 

disease, the various models offer different ways of 

looking at the same organisation. The models can be used 

to describe how an organisation functions (the 

diagnosis) and then to prescribe how improvements might 

be made (the treatment).6 

Elmore describes this use of complementary models 

for description and prescription: 

" ••...... certain kinds of problems are more amenable to 

solution when using one perspective than when using another. 

It is conceivable that in certain times and settings, the use 

of management controls is clearly appropriate, while in other 

circumstances only bargaining is appropriate. In some 

instances, wholesale delegation of discretion is the obvious 

course of action to follow, while in others firm control of 

discretion is necessary. The point is that models can help 

analysts and decision-makers distinguish among different kinds 

of problems. Using management controls in a system in which 

power is extremely diffuse, for example, is like using a 

crescent wrench to turn a phillips screw. The problem is to 

understand when certain tools of analysis and strategies of 

action are likely to payoff and when not. 

6 Hogwood and 
diagnosis and 
po 1 icy" (1985). 

Peters expand the 
treatment in "The 
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None of these approaches requires complete agreement on the 

nature of the models or on the existence of a single model 

that captures all essential features of the process. They 

require only a willingness to treat certain parts of a complex 

process as analytically separable, plus a high tolerance for 

ambiguity." (Elmore, 1978, pp 227-8) 

Allison and Handy also use the models both descriptively 

and prescriptively. (Allison, 1971, pp 268-9; Handy, 

1988, ch 6) 

Whilst the bureaucratic, political and anarchic 

models are most commonly (though not exclusively) used 

descriptively, the rational and satisficing models are 

often used prescriptively. Many authors argue that 

because so few (if any) rational organisations exist, 

the rational model is irrelevant prescriptively. (for 

example Garnett, 1976; Richardson and Jordan, 1979) 

Others argue that the model does have prescriptive 

value, as it signposts the direction in which 

organisations should be going. For example, Leach, in an 

article entitled "In defence of the rational model", 

maintains that the rational model is the only one which 

offers an alternative to the preservation of the status 

quo. The other models merely offer explanations of why 

change is difficult to achieve. Rationality is not 

redundant because of the existence of constraints; 

rather, advocates of rationality should recognise these 
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constraints and work within them.7 Organisations can 

thus learn and improve. In effect, Leach endorses 

satisficing, which he regards as a realistic 

modification of the rational model. (Leach, 1982) 

Prescription involves a value judgement. Should 

rational decision-making be recommended, given all the 

constraints? How can one benefit from the inspiration of 

the rational model, whilst living in the real world of 

the constraints highlighted by other models? Advocates 

of the rational model have to think about the process of 

fostering rationality. They have to realise what is not 

feasible and what will involve alienating vital support. 

They have to develop their own constituency and 

opportunistically sell their rationality by using it at 

appropriate times. In short, the organisation's short-

and longer-term "repertoires" have to be gauged, to 

assess what changes are desirable and feasible. 

Constraints can be either accepted or challenged. 

It is important to achieve a balance between the 

importance attached to descriptive and prescriptive 

functions of the models. An over-emphasis on description 

can result in an acceptance of the status quo -

The phrase "constraints to rational decision-making" 
demonstrates the special place of the rational model. A 
constraint is something confining and restrictive; it 
prevents something happening. "Constraint" impl ies that 
rational decision-making would occur if only the 
constraints were not there to hinder it. 
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constraints are accepted, rather than challenged. 

Writing about the Ministry of Health in Kenya, Janovsky 

said, 

"The existing structures clearly do not encourage change. To 

effect structural change which fosters creative learning, the 

new leadership will need to encourage and permit initiative. 

Herein, however, lies the limitation of the descriptive model, 

if it is not coupled with the inspiration of normative 

[prescriptive] notions as to what should and perhaps could 

be." (Janovsky, 1979, p 133) 

A similar point is made by Allison in the 

"Afterword" to his book about the Cuban missile crisis. 

He warns that constraints should not be regarded as 

permanent and unyielding. If an organisation produces 

constraints, he argues, a re-structuring of the 

organisation might reduce some of these constraints. 

(Allison, 1971, pp 268-9) 

There is thus a dilemma between vision and 

pragmatism, between challenging and accepting 

constraints. The horns of this dilemma are that 

challenging constraints might be unsuccessful, but that 

accepting constraints limits the possibilities of 

change. The dilemma is encountered several times in this 

thesis. 
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Models" are a tool for understanding the repertoire of an 

organisation - the constraints to, and opportunities for, 

change. The models alert us to ask questions such as: 

* does the organisation have clear objectives? 

* how much information is available and used? 

* are alternative courses of action compared when making 

decisions? 

* who is powerful? 

* are rules frequently invoked? 

Rational techniques may lead to useful prescriptions. 

However, constraints must be identified and either 

challenged or incorporated into the recommendations for 

change. 

The review now moves on to assess the potential 

usefulness of a particular tool for prescribing change -

health economics. 

" This is the first of the boxed summaries. They appear at 
the end of each major section. 
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C How are organisations portrayed in the health 

economics literature? 

" ........ organization theory has developed a distinctive set 

of interests; though many of its practitioners have 

backgrounds in economies, sociology and psychology, the 

questions addressed by organization theory relate only 

tangentially to these disciplines. The result has been a 

separation from these parent dIscIplines and a tendency within 

the latter to ignore organizational questions." (Davies, 1979, 

p 413) 

Health economics is an applied branch of economics. 

It aims to investigate, and hence improve, resource 

allocation in health care. Health care is often provided 

in the context of large organisations such as government 

bureaucracies, insurance companies and hospitals. We 

might reasonably expect, therefore, a discussion in the 

health economics literature of how change is effected in 

organisations; after all, change is what health 

economists hope to achieve. But Davies' statement in the 

quotation at the beginning of this section holds true -

there is a tendency within health economics "to ignore 

organizational questions". 
LIYtRVOOL 
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\. .'J"': '\ 1h.-
.", 

49 
I '~ ... ~ 
;,/ 



organisations. 

The section is in two parts. Part I begins by 

explaining the use of the terms "health economists" and 

"the health economics literature". It then asks "what 

are health economists interested in?" and briefly looks 

at the main topics considered by the discipline. Two 

current debates are scrutinised to see what they reveal 

about how economists perceive organisations. 

Part II asks "how are organisations portrayed in 

the health economics literature?" It poses questions 

derived from the discussion of organisational models. 

The aim is to find out how health economists believe 

organisations work. In particular, it asks what 

economists have to say about the dilemma between 

accepting or challenging constraints. This dilemma was 

first encountered in the previous section on 

organisational models. 

In summary, this section argues that the health 

economics literature portrays economists as 

disinterested advisers, who use their economic tools to 

help decision-makers make more rational decisions. 

Rationality is generally equated with [economic] 

efficiency.9 The literature recognises that in practice 

there are constraints to rationality. These constraints 

9 See footnote 1. 
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are described in very general terms such as "political" 

or "organisational". Discussion of the constraints is 

generally sketchy and the implications are rarely 

considered. Very little advice about how to deal with 

these constraints exists beyond "don't do health 

economics in certain situations". 

In the language of the organisational models 

described earlier, health economics portrays itself as a 

prescriptive tool for enhancing rationality. Constraints 

are recognised, but "as much rationality as possible" is 

prescribed. Satisficing is implicitly adopted, with the 

hope that organisations will learn to be more rational 

over time. 

I What are health economists interested in? 

(a) Defining some terms 

This section frequently refers to "health 

economists", "the literature on health economics" and 

"the health economics literature". These phrases require 

some explanation . 

. 
'The "literature on health economics" and "the 

health economics literature" are used synonymously to 

mean books and articles written specifically from a 

health economics viewpoint. Particular attention has 
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been paid to two textbooks - "The economics of health 

care" by McGuire, Henderson and Mooney (1988); and Mills 

and Gilson's "Health economics for developing countries: 

a survival kit" (1988). These are probably the most 

widely used health economics textbooks for the U.K. and 

developing countries respectively. As such, they are 

felt to be particularly influential. 

Although it may seem rather sweeping to talk about 

"the literature" as if it were a consistent body of 

work, I believe it is justified. The issue discussed 

here - how health economics views organisations - is not 

the main topic of the texts surveyed. There is 

relatively little diversity in the treatment of 

organisations. Moreover, health economics is a fairly 

new subject - no significant radical viewpoint has 

emerged from within the subject. Any challenges to the 

orthodoxy are noted in this review. 

The term "health economists" is defined as "people 

who do health economics". This is scarcely profound. The 

point is that the term is used to refer to people as 

they are revealed through their writings on health 

economics. "This health economist believes that 

organisations are rational" refers to what is revealed 

in his or her writings. The economist may, in private, 

be strongly of the opinion that the organisations 

responsible for the local rail service, street cleaning, 
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or indeed health services, are far from rational. 

(b) Health economics - what is it about? 

Health economics texts cover a fairly consistent 

range of topics. These are conventional economic subject 

areas applied to health care, which is a most 

unconventional commodity. The most peculiar aspect of 

health care is that there is often considerable doubt 

about how effective it is. Patients are more uncertain 

than health professionals; a lot of demand for health 

care is thus channelled through health professionals. In 

contrast, the "utility" or "effectiveness" of 

conventional commodities (such as pens or bananas) is 

generally quite clear; consumers can make their own 

choices about what they demand. 

The standard subject areas in health economics 

texts are: 

1 definitions of health, health care and health 

economics. Health economics is presented as a 

rational "way of thinking" that can result in 

useful advice to decision-makers. 

2 the supply of, and demand for, health care. 

3 hospitals as "firms". (see Appendix 2) 
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4 equity (in health and health care). 

5 economic appraisal 10 and its component parts, the 

measurement of costs and output. Economic appraisal 

aims to identify efficient strategies. Efficiency 

entails maximising health for a given budget or 

minimising the cost of achieving a given level of 

health. 

6 methods of financing health care. 

The vast majority of empirical studies relate to 

the last two topics - economic appraisal and financing 

methods. An informal group of health and development 

economists, meeting to discuss WHO's priorities in 

health economics, also identified these as the two most 

important areas: 

" .•..•... the group felt that priority in-country support 

should be given to intra-sectoral resource allocation [mainly 

economic appraisal], where lay the greatest opportunities to 

improve efficiency and equity, followed by financing 

issues ........ " (WHO, 1989, p 4) 

is a generic term covering cost
and cost-effectiveness analyses. 

uses quali ty-adjusted outcome 

10 Economic appraisal 
benefit, cost-utility 
Cost-utility analysis 
measures. (Gerard, 1992) 
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The case studies in chapters 6 and 7 illustrate 

aspects of the topics economic appraisal and financing 

health care. Most of the examples in this chapter are 

related to economic appraisal because the health 

economics literature most often alludes to decis1on

making in this context. 

This review now considers two current debates 

within health economics. These issues - how to measure 

the output of health care and the equity/efficiency 

trade-off - reveal much about how economists view 

decision-making. 

(c) Two debates 

Debate 1 To QALY or not to QALY? 

In order to identify efficient strategies, 

economists had to develop a measure of the output of 

health services. Fierce debate has raged around measures 

such as lost productivity; healthy days of life (HOLs) 

lost; and quality-adjusted life-years (QALYs). Two of 

these measurements are discussed here - QALYs and the 

HOLs-lost index, which is of particular interest because 

it has been applied to Ghanaian data. 

The national Health Planning Unit (HPU) was 

established in the Ghanaian Ministry of Health in 1976. 
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According to one of its senior members: 

n •••••••• the HPU developed a rational approach to health 

planning ... " (Morrow, 1983, pp 272-3) 

Economics was central to the thinking of the HPU, 

which was interested in identifying cost-effective 

disease control strategies. The "rational approach" 

mentioned by Morrow involved comparing strategies 

according to the number of HDLs saved per cedi!! 

expended. The number of HDLs lost for each disease was 

calculated using estimates of incidence; case fatality; 

and duration and extent of disability. (Barnum, 1987, p 

833) 

The calculation of HDLs saved per cedi expended 

could not be done with routine data. Instead, the HPU 

made "best estimates" from a variety of sources -

existing data; a commissioned sample of the census; 

special surveys; and interviews with experienced 

clinicians. (Morrow, 1983, p 283) 

The HDLs saved per cedi expended was said to be the 

crucial measure for decision-making. However, the 

published sources about the work of the HPU only give 

details of the epidemiological information - the HDLs 

lost due to various diseases. The top five diseases were 

\! The cedi (¢) is the Ghanaian currency. 
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malaria, measles, childhood pneumonia, sickle cell 

disease and severe malnutrition. Details of the top 25 

diseases are given in Appendix 3. (Ghana Health 

Assessment Project Team, 1981, p 76; Morrow, 1983, p 

284) 

It was claimed that the HDLs-lost index removed the 

political element from priority-setting: 

"By comparing the amount of healthy life saved per cedi 

expended, health programme priorities could be established on 

a technical basis." (Morrow, 1983, p 285) 

Such depoliticising of decisions and playing down 

of conflict are typical of the rational model. 

In 1987, Barnum reviewed the HDLs-lost approach, 

citing a number of examples of its use outside Ghana. 

His paper is a detailed statement of how the index could 

be improved; he does not doubt its potential usefulness: 

"An important motivation for the development of techniques of 

quantitative assessment ........ stems from the need for a 

measure of cost-effectiveness that can be used to establish 

prIorities among different programs in the allocation of 

limited resources." (Barnum, 1987, p 833) 

An obvious question is, "to what extent did the 
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HDLs-lost index affect actual resource allocation?" The 

literature is silent on this pOint. 

A sizeable literature12 has grown up around a more 

recent measure of health - the quality-adjusted life-

year, or QALY. As its name implies, the QALY measures 

the number of years of life gained from an intervention, 

with an adjustment for the quality of this life. 

The debate about whether or not QALYs are a useful 

decision-making tool strikes at the heart of how 

economies views organisations. Supporters of QALYs 

believe in the possibility of a rational or satisficing 

health care provider. Anarchic or political providers 

would ignore QALYs, except when it was expedient to use 

them. A bureaucratic provider might learn over time to 

use allocative rules based on cost-per-QALY. 

Alan Williams has been instrumental in the 

development of the QALY in the U.K. He defends its 

usefulness in a debate with Carr-Hill in the 

International Journal of Health Services (Williams, 

1991; Carr-Hill, 1991a, 1991b). Williams claims that, 

when it comes to choosing health care priorities, 

12 For example Birch, 1987; Carr-Hill/Williams, 1991; 
Gerard, 1992; Gudex, 1986; McGuire et a1., 1988; Mills and 
Gilson, 1988; Smith, 1987; Williams, 1985. 
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"there is at present no serious contender for this role other 

than the cost-per-QALY approach". (Williams, 1991, p 367) 

In the debate, Williams describes the role of 

policy analysts. They clarify objectives, constraints 

and problem statements; they collect available data, 

whilst highlighting gaps in the available evidence. In 

Williams' world, policy analysts are quite separate from 

decision-makers - politicians, managers and clinicians -

who have been given authority by the community to make 

decisions on their behalf and who are accountable to the 

community. I] In this scenario, the QALY is a useful tool 

to help policy analysts to clarify goals and the 

implications of decisions; and to make value judgements 

and assumptions explicit. 

Opponents of QALYs (such as Carr-Hill) claim that, 

far from clarifying value judgements and assumptions, 

QALYs hide them. The calculation of QALYs is seen as a 

technocratic process whose complexity disenfranchises 

many people from participating in a debate about health 

care priorities. Antagonists of QALYs also argue that it 

is unhelpful to try to combine complex outcomes into a 

single index. How can one combine the bonding and health 

effects of breast-feeding; or the moral and quality-of

life (for parents and baby) aspects of abortion? QALYs 

should not become a substitute for debate amongst 

13 Note the assumption of democracy. 
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different viewpoints. Gerard argues that QALYs simply 

cannot deal with some types of outcome - cost-utility 

analysis, she says, is "in trouble" as soon as there are 

any objectives which cannot be expressed in terms of 

QALYs. (Gerard, 1992, p 4) 

In the Carr-Hill/Williams debate, Carr-HilI's 

criticism is based on the contention that Williams 

confuses a prescriptive model of decision-making (what 

the role of policy analysts ouqht to be) with a 

descriptive model (how it really is). Carr-Hill argues 

that decision-making is always messy, involving conflict 

and a lack of clarity; it is dangerous to claim that 

"clean" decision-making is possible. Carr-Hill wants the 

messiness to be explicit; otherwise he believes that 

QALYs will serve to discourage democratic debate. (Carr

Hill, 1991b, p 371) 

Health economists have devoted much energy to 

developing a single measure of the outcome of health 

services. The belief in the usefulness of the measure 

rests on the assumption that decision-making can be made 

more rational. 

Debate 2 What do we want - efficiency and/or equity? 

Having seen the efforts which have been made to 

subsume multiple values in one index, it is perhaps 
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strange to find that a good deal is said in the health 

economics literature about the potential conflict 

between equity and efficiency. Equity is widely accepted 

as a legitimate concern; indeed it seems to have been 

widely adopted as a health economists' value. This has 

not happened for other values such as, for example, 

community involvement l4
, democracy or positive 

discrimination. The equity/efficiency trade-off is 

generally described along the following lines: 

1 in general, decision-makers favour both efficiency 

and equity; however, they are vague about the 

practical implications. 

2 economists can pOint out the impact of various 

strategies on equity and efficiency. 

3 decision-makers must then make the necessary trade-

off. 

For example, describing an appraisal of various 

forms of acute in-patient services for the people of 

Fife, Scotland, McGuire et al. state: 

"The appropriate decision-makers must decide, however, how 

14 Economists tend to regard community participation as a 
means to an end - more efficient health services. However 
community participation can be regarded as an objective in 
its own right. (Bermejo and Bekui, 1991, p 1) 
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much it is worth paying to achieve equity, for what sort of 

equity the health service should strive, how much weight 

should be attached to costs falling on patients, how much 

weight should be attached to under-utilisation, and in what 

services Health Boards/Authorities should be self-sufficient." 

(McGuire et al., 1988, p 125) 

In other words, multiple, conflicting objectives 

fit into the rational model, as long as a decision-maker 

can be relied upon to make consistent choices based on 

explicit criteria. 

II How are organisations portrayed in the health 

economics literature? 

This section considers seven questions about the 

health economics literature. The questions are derived 

from the discussion of organisational models. The 

questions are: 

1 What sort of decision-maker is portrayed? 

2 Are conflicting objectives recognised? 

3 Who should generate alternative strategies? 

4 How are constraints portrayed? 

5 What strategies ("prescriptions") are suggested for 

dealing with constraints to rationality? 

6 What is said about imperfect information and 

uncertainty? 
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7 What are the interests of health economists 

themselves? 

The health economics literature is ambiguous and 

incomplete about these matters. Organisations are, after 

all, not the main subject matter. Health economics texts 

consider particular variables such as cost and 

effectiveness. They explain how to measure efficiency 

and equity and the tools which are available for 

identifying more efficient resource allocation. The 

literature is not primarily concerned with how decisions 

are made in practice. 

1 What sort of decision-maker is portrayed? 

Health economists take pains to portray themselves 

as disinterested advisers; they do not take decisions, 

but merely advise decision-makers. It is the decision-

maker who has to specify values and goals. Very little 

is said about who these decision-makers are - they are 

usually referred to simply as "politicians". The 

implicit assumption, however, is that they are 

potentially rational. 15 

An example of the separation of analyst from 

decision-maker is given by McGuire et ale (1988, p 41) 

I~ This issue is explored further in question 5 - "What 
strategies ("prescriptions") are suggested for dealing 
with constraints to rationality?" 
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Obstetricians may believe that the main function of 

ante-natal care is to enhance the health of the newborn, 

whereas mothers believe that information and reassurance 

about the well-being of the foetus are of extreme 

importance. Under such circumstances, an economist 

should not decide on the relative importance of these 

different viewpoints. S/he should not proceed with an 

economic analysis without knowing the decision-maker's 

relative valuation of the objectives of health and 

information/reassurance. 

The decision-maker is supposed to take a global 

perspective - i.e. to make decisions "on society's 

behalf". This reflects economics' concern with global 

efficiency. The existence of this global decision-maker 

is rarely explicitly discussed or questioned. The 

assumption is that "politicians" make decisions on 

behalf of the entire society. This assumption is 

unwarranted, even in democracies. Politicians are often 

poor representatives of their constituents' values. The 

notion of a global decision-maker is even more untenable 

in countries with military or one-party governments. 16 

In practice, many economic appraisals only consider 

government costs. This is an implicit recognition that 

global decision-making does not usually happen. (McGuire 

16 Political parties were banned in Ghana during the period 
of this study (1989-1991). 
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et al., 1988; Mills and Gilson, 1988) In other words, 

the absence of a decision-maker with a global 

perspective is one constraint to rationality which is 

widely recognised by health economists. 

2 Are conflicting objectives recognised? 

"In economic appraisal of alternatives for health care 

resource allocation, there should be an explicit statement of 

the objectives ........ " (McGuire et al., 1988, p 105) 

Table 2.1, which summarised the organisational 

models, showed that a rational organisation is united in 

a set of explicit objectives. To varying degrees, the 

other models all encompass the possibility that 

objectives might be inconsistent within an organisation. 

There might be little explicit discussion of objectives, 

so that overt conflict is avoided. 

Economic appraisal seeks to identify the most 

efficient way to achieve a clear objective. If 

objectives are unclear or conflicting, the decision

maker is required to clarify the objectives in a 

consistent fashion. Economic appraisal is thus 

inconsistent with the kind of events described in the 

anarchic and political models. 

The discussion of QALYs and the equity/efficiency 
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trade-off has already illustrated how health economists 

seek to "tidy up" objectives. 

3 Who should generate alternative strategies? 

Because economists are not supposed to make value 

judgements, they expect external help with some stages 

of analysing an issue. One such stage is specifying 

alternative strategies for analYSis. That this is a 

political, not technical, stage is well recognised in 

the literature. McGuire et al. state that this stage, 

" ........ is not for economists alone, which re-emphasises the 

multidisciplinary nature of appraisal." (McGuire et al., 1988, 

p 103) 

As was the case for setting objectives, there is a 

playing down of the possibilities of conflict and 

manipulation - for example the deliberate exclusion of 

an alternative not favoured by a powerful individual. 

4 How are constraints portrayed? 

Many health economists recognise that there are 

constraints to taking decisions on entirely rational 

grounds. However, these constraints are often only 

mentioned at the end of technical discussions about the 

identification of rational solutions. Two examples are 
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given below. Many more could have been cited. These 

quotations also give hints about how the constraints 

might be handled. This is discussed in Question 5. 

(a) "Since cost-benefit or cost-effectiveness analysis is 

economic evaluation of public projects or programs, it must 

inevitably take place in a political climate. While the 

economic tool of cost-benefit analysis implies a delineation 

of goals and an articulation of values, the imperatives of the 

political process may call for a blurring of differences and 

potential conflicts, in order to facilitate the buildings of 

coalitions aimed at the accomplishment of particular 

ends .•....... 

.......• the exceptionally capable practitioner of economic 

cost-benefit analysis must know how and when to make an 

allowance for the existence of a political cost-benefit 

calculus ... (Klarman, 1974, p 347)17 

(b) "An appraisal may be used as the basis for determining that a 

particular service development should take place, but whether 

it will take place and whether to enable it to take place 

requires the modification of the options usually depends upon 

a host of managerial considerations, arbitrary constraints 

17 This quotation illustrates the "phenomenon of the last 
paragraph" - constraints are often only mentioned at the 
very end of a work which assumes that economic appraisal 
is useful. The quote is from the end of a 27-page article 
on the application of cost-benefit analysts to health 
services. 
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(that may vary from place to place), the placating of vested 

interests in the status quo, the reassurance of those who feel 

threatened and the gaining of their active support. While such 

considerations may lie beyond economic appraisal - at least as 

currently practised - they can sabotage the implementation of 

more cost-effective procedures unless appropriately dealt 

with. An ideal appraisal in the decision-making approach 

would, by virtue of the closeness of the liaison between 

analysts and research customers, anticipate such problems and 

incorporate them (or at least strategies for coping with them) 

in the analysis. Currently, however, this is ignored in 

economic appraisals in the health services." (Blades et al., 

1987, p 471; original emphases) 

The quotations assume that promoting efficiency is 

for the general good; constraints are portrayed as 

negative and as barriers to efficiency. Blades et ale 

equate constraints with "problems" which "sabotage" 

rational decision-making. 

The two quotations above mention "the political 

process", "coalitions", "managerial considerations", 

"vested interests" and even "arbitrary constraints". 

Such terms are reminiscent of the language of the 

bureaucratic, political and anarchic organisational 

models. However the implications of the existence of the 

constraints are not explored. 
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5 What strategies ("prescriptions") are suggested for 

dealing with constraints to rationality? 

"A powerful politician may have promised to secure a hospital 

for his constituency and he is likely to get it. Any 

theoretical distributional aim may be modified by short-term 

political pressures. These are the realities of life in any 

society." (Abel-Smith, 1976, p 180; quoted in Lee, 1983, p 

2014) 

In the section on organisational models, we saw 

that people differed in their views on how to effect 

change. Some favoured systematic analysis and logical 

argument; others emphasised the importance of power and 

bargaining. A dilemma faced those who wanted more 

rationality but realised that their efforts had to be 

concentrated on certain decisions - when to accept and 

when to challenge constraints? How do economists tackle 

this dilemma? 

The quotations in Question 4 included some ideas 

about how to deal with constraints. The suggestions are 

distinctly vague - for example, "modify the options"; 

"incorporate them in analysis"; and "know how and when 

to make an allowance for the existence of a political 

cost-benefit calculus". Some authors offer somewhat more 

specific advice about how to deal with constraints to 

rational decision-making. Individual economists differ 
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in their reactions to the constraints. Three viewpoints 

can be discerned - the econocrats, the liberals and the 

pragmatists. 

(i) the econocrats 

Some authors encourage health economists to do 

battle against the constraints. These writers might be 

called econocrats, a term coined by Self: 

"Econocracy. as I use the word. is the belief that there exist 

fundamental economic tests or yardsticks according to which 

policy decisions can and should be made." (Self. 1975. p 5; 

original emphasis) 

Econocrats campaign for their vision of a more rational 

health service. In their view, economic appraisal should 

challenge the fickle use of power. Two quotations are 

given to illustrate the econocrats' point of view: 

(a) "Certain decisions are perceived to be "political" and 

therefore not worthwhile subjecting to economic appraisal. 

This view ignores the fact that appraisal might influence 

"political" judgements if the costs or benefits of favoured 

options were discovered to be very different from what was 

expected. The existence of political factors in a decision is 

not sufficient reason to abandon the appraisal framework." 
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(Ludbrook and Mooney, 1984, p 15)18 

(b) "It may be that social decision-makers are irrational in 

deciding about health care provision, or they may be 

constrained by the vested interests that dominate health 

services, or by powerful political forces or allegiances. 

However, rather than making the cost-benefit approach 

redundant, such problems make the approach yet more useful 

owing to its merits of being comprehensive, systematic and 

explicit. The process of working through all the stages of 

economic appraisal, using consistent criteria, and reporting 

the results of every stage, may, by generating further 

information, lead to less 'irrationality', less uncertainty, 

more carefully considered choices, and thus better resource 

allocation." (McGuire et al., 1988, pp 100-1) 

Econocrats also operate by changing or removing 

constraints. This can be done by re-organising a system, 

so that actors have new incentives. In the U.K., many 

econocrats have favoured the split between the provider 

and the purchaser of health services, as this introduces 

the price incentive which is central to laisser faire 

economics. In developing countries, the World Bank has 

favoured user fees and private institutions. Again, the 

rationale for this is the replacement of organisational 

18 Even Ludbrook and Mooney accept some 
book concentrates on the usefulness of 
at sub-national level, arguing that 
thwarted at national level because 
conflicting goals. 
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constraints with the price signal. 

( i i) the 1 i be r a lsI 9 

Whilst liberal health economists recognise 

constraints, they nevertheless recommend health 

economics as a useful and worthwhile input into a 

decision-making process which has conflicting goals. 

Appleby acknowledges multiple objectives - however, he 

argues that economic appraisal is useful because it 

might lead to more informed decisions: 

"Cost effectiveness analysis should not be seen as having the 

power of veto but rather as providing one part of the 

information (in addition to political, social, medical, and 

philosophical criteria) necessary to achieve truly informed 

decisions about using society's resources." (Appleby, 1987, p 

326) 

Drummond and Mills also recognise multiple, and 

potentially conflicting, objectives: 

" ........ while studies may identify the potential gains in 

economic efficiency, it may be that other government 

objectives take precedence on occasion. Therefore it is not 

19 "Liberal" is used here to mean both "tolerant, open
minded" and "broadening the mind in a general way, not 
only training it in technical subjects". (Oxford Paperback 
Dictionary, 1979, P 364) 
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irrational to reject study results providing the implications 

(in inefficient use of resources) are fully understood." 

(Drummond and Mills, 1989, p 92; original emphasis) 

This quotation raises the spectre of numerous 

unimplemented economic appraisals. Might there be a way 

of recognising in advance when "other government 

objectives [will] take precedence"? This question is 

confronted by the pragmatists. 

(iii) the pragmatists 

The pragmatists try to identify situations in which 

economics is (un)likely to be influential. 20 

In addition to excluding questions of "political or 

moral judgement" (p 124), Mills and Gilson list other 

criteria for judging when to use economic appraisal. The 

technique is appropriate if: 

" the volume of resources at stake justifies the study 

there are clear alternative uses for the resources to be 

evaluated 

the technology underlying each alternative is 

sufficiently well understood 

a reasonable length of time is available for the study 

20 For a description of "pragmatism" by non-economists, see 
Hogwood and Gunn on "issue filtration". (1984, ch 6) 
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decision-makers are receptive to the results of the 

study and have not already made up their minds." (Mills 

Gilson. 1988, p 90) 

In other words, circumstances are auspicious for 

rational decision-making if there is the opportunity for 

genuine and informed choice. These criteria are not 

unlike those of Pfeffer (1981) which were given in the 

discussion of the satisficing model. He too, for 

example, required that there be "agreement on the 

relationship between actions and consequences" - in the 

language of Mills and Gilson "the technology is 

understood". 

Mills and Gilson differentiate between situations 

where political considerations are more or less 

dominant. Discussing programme budgeting, they say that 

a useful guide for deciding what constitutes a programme 

is that: 

It where decisions are primarily a matter of political or 

moral judgement, the activities to be compared should be 

in different programmes (e.g. improvement of child care 

facilities versus psychiatric services) 

where the decision is a technical one of how best to 

achieve a particular objective, the activities to be 

compared should be in the same programme (e.g. 
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improvement of curative or preventive services for 

children)." (Mills and Gilson, 1988, p 124) 

The implication is that different strategies should be 

employed for decisions within and between programmes. 

Between programmes, the decision is essentially 

political. The economist can provide information on 

expected costs and benefits, in the hope that they might 

be considered. Within a programme, decisions are more 

technical and there is more scope for full economic 

appraisal. 

Ludbrook has documented the existence of pragmatism 

- economic appraisal is in practice avoided for certain 

"political" decisions. Ludbrook devised a questionnaire 

about the reasons for using, or not using, economic 

appraisal. This was distributed to U.K. National Health 

Service staff who had undertaken a correspondence course 

in health economics. (Ludbrook, 1986, p 21) Two of the 

questions were: 

"Has your Health Authority/Board taken decisions without the 

use of appraisal, but where you think that economic appraisal 

might have been useful?" (original emphasis) 

and 

"For each of the above examples, can you say why economic 
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appraisal was not carried out?" (Ludbrook, 1986, p 23) 

84 examples were cited in response to the first 

question. Of the 81 reasons given in answer to the 

second question, 31 were categorised as "political 

factors". This was the most frequently recorded 

category. Appraisals were not conducted when it was 

recognised that political considerations would dominate 

the ("rational") economic evidence. 

Dando (undated) wishes that her training in health 

economics had been more pragmatic. She describes a 

process in which a decision was made that was not in 

line with the stated objective of cost reduction. 21 She 

argues that a political element in this decision was 

inevitable and that if there had been more awareness of 

this in the original analysis, a more rational decision 

might have been possible. Political considerations 

should have been incorporated into the "economic" 

analysis. She concludes: 

21 Dando describes the process of deciding whether to re
build or re-locate a hospital which was expensive to run. 
Cost was initially said to be "the deciding factor" (p 
75). However the Health Authority's final decision was not 
taken on the grounds of cost. When this decision was 
challenged, new factors were introduced. For example, a 
new benefit was mentioned - the "cross-fertilisation" of 
ideas when consul tants worked in two hospi tals. (p 77) 
This goal, or value, had never previously been mentioned 
as a consideration. In fact, Dando argues that this was 
just a smoke-screen for the real issue - consultants were 
concerned about their careers. 
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"The political dimension in o~ganisations is c~itically 

impo~tant and as such should be rega~ded as an acceptable 

topic for discussion and t~aining at all levels". (Dando, 

undated, p 78) 

Dando regrets the tendency to hide and deny 

political activity when teaching and talking about 

health economics. Suggestions that she should not write 

up her case study of hospital re-location were based on 

the belief that the health authority should try to 

appear as a rational organisation. 

Although endorsing pragmatism, Mills and Gilson 

(1988) warn that health economists are sometimes too 

quick to accept constraints. Writing about the general 

area of health sector financing and expenditure, they 

specify some constraints which have too readily been 

assumed to be inviolable. This has limited the scope of 

economic analysis by hindering consideration of some 

alternative forms of health care. In particular, they 

mention: 

" bureaucratic reluctance to encroach on the 

organizational territory of co-p~oviders of finance and 

services (unless formally inst~ucted to) 

the independence of decision making enjoyed by many 

providers, which takes priorIty over the need to 
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coordinate and integrate health policy." (Mills and 

Gilson, 1988, p 99) 

Health economics should sometimes be proactive and 

consider challenging some traditional constraints. Lee 

(19B3), whilst recognising constraints and the need to 

react to the demands of various actors, also exhorts 

health economists to do some more radical work which 

"shows the way". 

In the discussion of organisational models, the 

dilemma between challenging and accepting constraints 

(or between vision and pragmatism) was encountered. A 

similar, though less well defined, debate exists within 

health· economics. Econocrats challenge constraints; 

pragmatists accept them up to a pOint. 

6 What is said about imperfect information and 

uncertainty? 

Mirroring the distinction between pragmatism and 

econocracy (and between the bureaucratic and rational 

models), authors differ in their reaction to the 

existence of imperfect information and uncertainty. 

Most economists argue that economic techniques are 

valid even when there is very little information or in 

conditions of extreme uncertainty. In such circumstances 
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economic appraisal helps to structure decision-making. 

When information is not available, this should be 

admitted, assumptions should be made, and then 

sensitivity analysis should be applied to the 

assumptions. Sensitivity analysis involves substituting 

alternative assumptions into the appraisal to see how 

sensitive the conclusions are to particular assumptions. 

For these authors, incomplete information is not seen as 

a problem for economic appraisal. Such authors in effect 

endorse the satisficing model. (see, for example, 

Drummond et al., 1987, p 31; McGuire et al., 1988, p 

121; Mills and Gilson, 1988, pp 86-7) 

7 What are the interests of health economists 

themselves? 

Health economists claim that they are disinterested 

analysts, hoping to influence decision-makers. In 

contrast, the political and anarchic models of 

organisations suggest that all actors in an organisation 

have their own interests. Not surprisingly, few texts 

are explicit about the interests of health economists 

themselves. 

One obvious area of self-interest is obtaining and 

keeping a job. Leidl (1988) has no illusions that health 

economics has clearly defined, conSistent, rational 

goals. Just like other workers, health economists can 
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end up perpetuating their own jobs. 

Whether unwittingly or not, the supposed 

"rationality" of health economists is sometimes 

exploited for political ends. For example, in the 

context of the debate about selective versus 

comprehensive primary health care, Mills and Gilson 

state: 

"[Some critics argue] that economic evaluation techniques have 

been used inappropriately to impose the value judgements of 

specialists on the community as a whole." (Mills and Gilson, 

1988, p 87) 

Two writers have reviewed economic appraisals to 

see if health economists really are functioning as 

disinterested advisers to decision-makers. Alban (1987) 

contacted 35 people who had conducted economic 

appraisals. Of these 35, only 23 stated that the 

appraisal was undertaken "to influence directly what was 

happening". (p 16) The remaining 12 must have had goals 

other than influencing decision-makers to act more 

efficiently; Alban suggests that publication was one 

significant goal! 

Gerard reviewed 36 cost-utility analyses and 

considered whether or not they had been "of policy 

relevance". She found that: 
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"23 respondents (63.9%) considered that their results had been 

made available, beyond simply publishing them, to relevant 

health care decision-makers. However, only 18 of these 

researchers (50.0%) were aware of any influence that the 

results had had." (Gerard, 1992, p 10) 

This confirms Alban's conclusion that health economists 

have other, undefined interests - they certainly do not 

act merely as disinterested policy advisers. 

Much of the health economics literature is rather unclear 

about how decisions are made. Constraints are acknowledged, 

but the implications are not usually explored. The same 

dilemma emerges as in the section about organisational 

models - how to enhance efficiency [i.e. rationality], 

whilst recognising that it is constrained? 

D Are developing countries different? 

" ........ we give poverty an extended meaning. Low-income 

countries are poor for reasons other than lack of money. Their 

poverty extends to information, trained manpower, and public 

institutions. The poor nation is not one that finds itself in 

temporarily straitened circumstances, like Germany and Japan 

after World War II, which needed only the chance to get going 

again. Rather, the poor country finds it hard to increase its 

wealth rapidly because its population lacks skills, its 
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information base is bad or nonexistent, and its governments 

are unable to mobilize resources. The whole life of the 

society is affected by scarcity." (Caiden and Wildavsky, 1974, 

p 47) 

So far, the vast majority of the reviewed 

literature has been from Europe or North America. Do the 

above discussions also apply to developing countries? 

As we have seen, health economics tends to be 

rather vague about the context of decision-making. For 

this reason, there is little difference between the 

health economics literature on industrialised and 

developing countries, beyond an acknowledgement that 

information and skills are scarcer in the latter. 

The organisational literature is more explicit 

about differences between rich and poor countries. The 

literature on developing countries stresses that the 

constraints to rationality are even more formidable than 

they are in industrial ised countries. 22 Most of the 

constraints are not qualitatively different; they are 

simply more extreme. Some constraints, however, are 

specific to developing countries - most notably the role 

22 There is disagreement about the causes of these 
constraints and hence about possible solutions. Dependency 
theorists argue that the extremity of the constraints is 
because of the dominance of industrialised countries in 
North-South relations. (see, for example, Conyers and 
Hills, 1984, P 34) 
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of donors. 

Six particular constraints to rational decision

making in developing countries have been identified. 21 

These areas overlap. 

1 civil servants pursue personal, not organisational, 

goals 

2 information is extremely scarce 

3 there is a shortage of skilled people 

4 there is very considerable uncertainty 

5 donors complicate decision-making 

6 resources are scarce. 

1 civil servants pursue personal, not organisational, 

goals 

"The dilemma of premature bureaucratization in the new states 

of Africa .......... (Okoli, 1980, p 11) 

The absence of a neutral civil service is the most 

common theme in writings about organisations in 

developing countries. Individuals have loyalties to 

family and to ethnic and social groups, not to an 

organisation. This is what Hyden calls the "economics of 

affection", which he argues is incompatible with an 

organisation aiming for efficiency and discipline. The 

23 The categories are my own. 
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economics of affection blurs the notion of "public 

property" - government property is regarded as being for 

the benefit of officials and their kith and kin. (Hyden, 

1983, pp 8, 19, 29) The pOint here is not that a totally. 

neutral civil service exists anywhere in the world; the 

argument is that the economics of affection is more 

dominant in developing countries. 

Personalistic civil servants are not oriented to 

achieving organisational goals; they regard the system 

as existing for the furtherance of themselves and their 

social groups. The perks provided by the system are 

important. Stonecash has coined the term "withinputs" 

for describing a system which spends most of its time 

looking after itse1f.24 (Stonecash, 1980, p 24; quoted 

in Saasa, 1985, p 311) The danger of the Ghanaian 

Ministry of Health becoming overly concerned with 

withinputs has been recognised: 

" ........ creating a National Health Service does not 

necessarily improve services. In fact, if setting up such a 

service is more concerned with improving the lot of health 

service provIders, rather than improving services to users, 

there is a risk that it may even become less efficient." 

(MoH/WHO, 1992b, P 3; emphasis added) 

24 It is not only civil servants from developing countries 
who spend their time on withinputs. Donors which use their 
own consultancy staff and supervisors, and which favour 
autonomously managed projects, are creating their own 
enclaves of withinputs. (Caiden and Wi1davsky, 1974, p 61) 
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Where civil servants are personalistic and lacking 

in an organisational ethos, organisations tend to be 

centralised and tightly controlled. Rules and 

regulations abound. Checking and counterchecking are 

felt to be necessary because of the lack of 

organisational loyalty. (Hyden, 1983, p 69) 

In his article "Probing managerial behavior: image 

and reality in Southern Africa", Montgomery describes 

the findings of a major study of managerial behaviour in 

nine countries in Southern Africa. He claims that his 

findings support the stereotype of Southern African 

managers pursuing personal, rather than organisational 

goals: 

"Assumption number one - the personalistic interpretations of 

African bureaucracy - is perhaps oversimplified, but turns out 

to be a recognizable explanation of observed realities. The 

data reinforce the impression of personalism as a managerial 

style •....... The principal surprise was that the bureaucracy 

seemed to concern itself so little with client relations, and 

so much with itself ........ . 

The "commons" [1. e. government property] appears on the agenda 

from time to time, but collective goods tend to be treated as 

something belonging to the clan rather than the government. 

Even arguments and negotiations over public vehicles, housing, 

and equipment centered about the convenience of the individual 
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users more than about the mission to which they were 

assigned." (Montgomery, 1987, pp 914, 917) 

Gyimah-Boadi and Rothchild have documented a 

similar weak internalisation of bureaucratic values in 

Ghana. (1990, p 252) 

2 information is extremely scarce 

Incomplete information is cited as one of the main 

constraints to rational decision-making in industrial-

ised countries. The shortage of information may be more 

acute in developing countries. 25 (Appendix 2 develops 

the argument that insufficient information was one of 

the causes of the failure of development planning.) 

Drummond and Mills cite poor information as one of 

the main constraints to the increased use of economic 

appraisal for decisions about health services. In about 

half of the 20 Commonwealth countries which they 

surveyed, routine data on primary health care 

expenditure were unavailable. (Drummond and Mills, 1989, 

p 90) Similarly, poor information has been identified as 

one of the main causes of the failure of programme 

budgeting in Ghana in the late 1970s and early 1980s. 

25 People who are familiar with the reams of information 
generated by many Ministries of Health may dispute this 
claim that information is in short supply. The point here 
is that a lack of information is often cited as a key 
constraint. 
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(Issaka-Tinorgah, 1986, P 2) 

3 there is a shortage of skilled people 

"By far the largest number of qualities of personal behavior 

identified in these events involved sheer incapability 

........ They include failure to complete forms or other 

assignments, slowness, errors, and misunderstandings" 

(Montgomery, 1987, p 916) 

We have already seen that an organisation staffed 

by personalistic civil servants may develop strong 

systems of control. Coupled with skill shortages, this 

tends to produce risk-averse workers who are not willing 

to use their initiative to solve problems. For example, 

Maru et ale describe how district staff in a population 

programme in India saw their role as being seen to 

implement targets which they knew to be unrealistic. 

Very basic problem-solving had to be "taught" and 

encouraged - even then, support from higher up in the 

hierarchy was vital. (Maru et al., 1986, pp 160-161) 

Milne has described the coping mechanisms of people 

who do not feel competent to deal with their positions 

of authority. Their insecurity has manifestations such 

as failure to delegate, emphasis on regulations, 

insistence on office protocol, uncommunicativeness and 

the accumulation of paper. This reinforces the tendency 
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for organisations to be rule-bound and centralised. 

(Milne, 1970, p 60) 

The shortage of information has already been 

mentioned. Even when information is available, it is 

often not analysed or used to aid decision-making. The 

inability or reluctance to use information is deep

rooted: 

"In spite of our emphasis on the problem-solving approach, 

there was little diagnostic effort on the part of district or 

state-level officials. Even the medicine stock report, which 

was supposed to be used for ensuring an adequate supply of 

critical medicines, was hardly ever used for that purpose." 

(Maru et al., 1986, p 167) 

Experiences with financial data have been similar. The 

information is rarely linked to activity data and is 

therefore of limited use. (for example, Maru et al., 

1986, p 163; Oshisami and Dean, 1984, ch 8) 

4 there is very considerable uncertainty 

Uncertainty is related to, and increased by, the 

scarcity of information. But it is not the same thing. 

Uncertainty involves unpredictability. (Milne, 1970, p 

58) 
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Many developing countries face political 

uncertainty.26 Because of this vulnerability, political 

considerations (such as ensuring the survival of a 

regime, or preventing divisions along ethnic lines) may 

be more important than striving for some more narrowly

defined, conventional notion of rationality. 

Considerations of survival dominate decision-making. 

(Saasa, 1985, p 316) 

Economically, developing country governments are 

also vulnerable. Many governments are nervous about 

maintaining liquidity. This nervousness may lead to 

seemingly irrational decisions such as across-the-board 

expenditure cuts in all ministries and for all items. 

Again, considerations of survival dominate decision-

making. (Caiden and Wildavsky, 1974) 

5 donors complicate decision-making 

Donors have objectives which may conflict with 

those of the host government. Each donor has its own 

objectives and internal politics; a recipient government 

has to deal with many agenCies at once. 27 

26 For example, there have been 80 coups d' etat in 
independent African countries. (Riley, 1992, pIS) 

27 In 1980, it was estimated that the Kenyan government 
negotiated wi th 41 major donors and about 100 private 
voluntary organisations. (Berg, 1980, pp 72-4; quoted in 
Cohen et al., 1985, p 1223) 
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Many donors impose conditions on recipient 

governments. Political and bureaucratic constraints 

(which might render the conditions unrealistic) may not 

be investigated. Indeed Cohen et ale argue that there 

are in fact incentives for donors not to consider the 

constraints. Donor officials are often under pressure to 

spend money fast; they rarely spend a lot of time in one 

country; and they believe that sensitivity to 

constraints may in practice allow "escape clauses" to 

governments which are unwilling to face difficult policy 

decisions. (Cohen et al., 1985, pp 1213-4) 

In the field of health economics, economic 

appraisals are usually commissioned by donors and 

international agencies, not by developing country 

governments. The desire for efficiency is not 

necessarily shared by the host government. (Green and 

Barker, 1988, p 919; Drummond and Mills, 1989, p 91) 

6 resources are scarce 

It may seem a truism to state that poverty is a 

constraint for developing countries. But decision-making 

is affected by poverty. For example, the time horizons 

of an extremely poor country are short. Solvency may be 

ensured by adapting budgets monthly. (Caiden and 

Wildavsky, 1974, P 95) 
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Poverty also causes individual civil servants to 

compete intensely for resources within an organisation. 

One of these resources is the opportunity to earn 

additional income. This is another reason for an extreme 

interest in withinputs. 

Many constraints to rational decision-making are 

particularly formidable in developing countries. Civil 

servants have their own interests; the means to analyse 

complex situations are absent; there is considerable 

uncertainty; and donors and host governments often pull in 

different directions. 

E Rationality and constraints - confronting the 

dilemma 

"The division of humanity into Pedants and Utopians 

is .... deplorable. What we need is to marry the two: Pedantic 

Utopians or Utopian Pedants - who cultivate, with informed 

fantasy, imaginative but carefully worked out visions of 

alternative social possibilIties." (Streeten, 1983, p 886; 

original emphases) 

So far, we have seen that many health economists 

prescribe rational decision-making, despite operating in 

organisations where there are many constraints to 

rationality. In developing countries, the constraints 
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are even more forbidding. What does the literature have 

to say about the fate of rational prescriptions in such 

constrained environments? 

Collins and Harrison tackle this question head-on, 

asking: 

"How can managers both cope with political reality and yet 

endeavour to fulfil the expectations vested in them?" (Collins 

and Harrison, 1991, p 1) 

The same question could be asked of economists, 

rather than managers. Expectations about health 

economists have been very high: 

"A knowledge of health economics will enable those responsible 

for obtaining and deploying health service funds to make 

fuller and more effective use of the information and 

increasingly complex administrative and management techniques 

available in their endeavour to provide for the peoples they 

serve the highest attainable standard of physical, mental, and 

social wellbeing." (WHO, 1975, P 7) 

How can health economists both cope with political 

reality and yet endeavour to fulfil the expectations 

vested in them? 

Collins and Harrison (1991) identified six 
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responses to the tension between rational prescriptions 

and organisational constraints. I have added a seventh -

"steamrollering the constraints". This radical response 

was probably ignored by Collins and Harrison because 

they were interested in coping strategies for middle 

management. 

I technocratic repression of the constraints 

2 exit 

3 steamrollering the constraints 

4 deception 

5 the constraints are absorbed 

6 tension is avoided through dual but inconsistent 

positions 

7 managing the constraints. 

Collins and Harrison use the responses as heuristic 

devices to describe possible responses to the tensions 

faced by managers. I have adapted these responses to the 

situation of an economist working in a health 

administration. 

1 technocratic repression of the constraints 

In the type 1 response, the health economist deals 

with non-rational realities by becoming a technocrat, or 

econocrat. 28 Econocrats concentrate on using their 

28 See section C (II), question 5. 
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alleged expertise to determine how objectives might best 

be met. Political realities are ignored, consciously or 

unconsciously. 

The problem with this response is, obviously, that 

it produces unreal, unworkable or unacceptable sol

utions. (Minogue, 1982, p 21) As discussed in Appendix 

2, this was one of the problems with development 

planning. 

2 exit 

In the type 2 response, the tension between the 

hoped-for rationality and the actual constraints becomes 

unbearable - the health economist leaves the 

organisation. In practice, many health economists have 

avoided the tension by working in universities and/or as 

temporary consultants, rather than inside health 

organisations. 

3 steamrollering the constraints 

Arguments in favour of steamrollering the 

constraints come from radicals at both ends of the 

political spectrum. Aidoo has written a Marxist critique 

of the "neo-colonial" Ghanaian health services; he 

argues that rationalist, managerial measures which aim 

at improving resource allocation: 
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"simply overlook the wider historical and contemporary 

political-economic constraints imposed by Chana's peripheral 

attachment to the capitalist world system." (Aidoo, 1982, p 

653) 

Aidoo would like the Ministry of Health to change very 

dramatically. His recommendations are for more 

participation; and for less dependence on donations, 

imports and advice from abroad. 

The International Monetary Fund also chooses to 

steamroller constraints when recommending economic 

liberalisation: 

"Proponents of the IMF, for example argue that its negotiators 

are politically savvy but that the Fund would be less able to 

impose its medicine if it became very sensitive to the limits 

created by the political and administrative systems of its 

"patient". They argue that its job is to recommend bitter 

pills, regardless of whether food riots occur, bureaucracies 

cannot manage import restrictions, or governments fall." 

(Cohen et al., 1985, p 1214) 

4 deception 

In response 4, the health economist behaves 

deceptively to disguise his or her inability to meet the 

expectations of rationality. Achievements are presented 
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in a way that makes the economist's performance appear 

favourable. 

Economic appraisal can be used as a smoke-screen 

for other methods of prioritising. If economic appraisal 

has credibility, it can be harnessed to "justify" 

inefficient decisions. Economists have the illusion of 

feeling influential. (Anonymous, 1986, p 60) 

5 the constraints are absorbed 

Response 5 is at the opposite extreme to Response 

1. In 5, a health economist absorbs the constraints and 

abandons goal-directed behaviour. Means become more 

important than ends. Type 5 economists tend to accept 

the status quo, no matter how inefficient. 

6 tension is avoided through dual but inconsistent 

positions 

In response 6, the health economist espouses 

rationality, but absorbs the constraints. People 

contradict themselves - they have a pretence of 

rationality. 

7 managing the constraints 

Response 7 entails the economist seeking to 
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identify his or her room for manoeuvre. Constraints are 

acknowledged, but (constrained) objectives are still 

recognised. In terms of the organisational models, the 

closest equivalent to response 7 is satisficing. 

If a health economist accepts that economic values 

are generally desirable, but is also a pragmatist, 

response 7 is the most sensible modus operandi. 29 The 

economist must learn to recognise situations in which an 

economic analysis will affect a decision. The balance 

between realism and vision is described in the quotation 

from Streeten at the head of this section. It is the 

same dilemma we have already met in the sections on 

organisations and on health economics. 

Cassels and Janovsky describe the management of 

constraints in the context of primary health care (PHC): 

"Management development for PHC is faced with having to 

reconcile conflicting demands. It must enable managers to get 

things done within existing - but often inappropriate and 

inadequate - systems and structures. Equally importantly, it 

must be concerned with changing those systems and structures 

so that they become better suited for implementing PHC 

policies and strategies. 

29 Chapter 8 (the conclusions) returns to a consideration 
of this response. 
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Policy-makers and senior managers need to be able to analyse 

which are the most promising entry points for improving PHC 

management and implementation. They need to be able to think 

holistically about health systems change while acting 

incrementally, if the prevailing circumstances do not favour 

radical transformation. At all levels, health managers need to 

keep in mind what should be done while carrying on with what 

can be done given existing constraints." (Cassels and 

Janovsky, 1991, plIO) 

Although the language used is rather different, and 

although the authors do not specify how to decide what 

should be done, Cassels and Janovsky are in effect 

describing a version of satisficing. 

This section has assumed that health economists 

should deal with managerial issues. Some, of course, 

would argue that this is to dilute the message of health 

economics; at some point, however, constraints must be 

I - tackled. This thesis confronts the issue in the context 

of Volta Regional Health Administration. What 

constraints exist? How can they be handled? Is the 

essential message of health economics about efficiency 

unacceptably diluted? Is the Regional Health 

Administration a satisficing organisation? 
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There are a variety of possible responses to the tension 

between rational prescriptions and real-life constraints. 

To be successful, a health economist has to learn how to 

deal with the constraints. Some constraints can be 

challenged; others have to be accepted. 

F A summary of the chapter; linkages with future 

chapters 

This chapter has looked at a number of 

complementary descriptions of organisations - rational, 

satisficing, bureaucratic, political and anarchic. 

Health economics is a technical tool designed to offer 

advice in an environment where rational decision-making 

is likely. Little has been written about how health 

economics might adapt to organisations where decision

making has strong bureaucratic, political or anarchic 

elements. This thesis aims to explore this issue - how 

can a health economist working at sub-national level 

deal with constraints to rationality? 

This chapter has pOinted to factors that affect 

decision-making in general. Chapter 3 - wDescribing the 

context - Ghana, its Ministry of Health and the Volta 

Regional Health Administration w - looks at some of the 

determinants of decision-making in a more specific 

context. 
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The case studies in Chapters 5-7 look at the 

application of rational techniques in this environment. 

We shall see if the constraints described in section D 

are encountered and whether some of the responses 

described in section E are appropriate. 
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Chapter 3 

Describing the context -

Ghana 
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Chapter 3 

Describing the context - Ghana, its Ministry of Health 

and the Volta Regional Health Administration 

"The need to be mindful of the 'political impediments to 

economic rationality' in Ghana cannot be overstated." (Gyimah

Boadi, 1991, p 206) 

A Describing the context: introduction 

Organisations are affected by their environment. 

This chapter briefly describes the political, economic 

and organisational context of Volta Regional Health 

Administration. General background information can 

easily be vague and unstructured. The subject matter for 

this chapter is presented with two aims in mind: 

(a) to place some of the issues raised in the Chapter 2 

in the context of Ghana and its Ministry of Health. 

(b) to set the scene for the detailed case studies on 

resource flows, immunisation, and a revolving drug 

fund. 

Appendix 4 gives more general background 

information about Ghana. Figure 3.1 shows a map of West 

Africa; Figure 3.2 illustrates the 10 regions in Ghana. 
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Figure 3.1 West Africa 
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Figure 3.2 Ghana 

BURKINA 

COTE 

D'IVOIRE 

Scale 

UPPER WEST 

.Wa 

, , . .. 
or' ,. 

-.,.- ... , ---) 

TOGO 

ASHANTI 

., 

\ 
o 



The chapter is in five sections. After this 

introduction, Section B describes the work of the 1981-

1992 Rawlings regime, emphasising, where appropriate, 

health issues. Sections C and D look at one organisation 

in particular - the Ghanaian Ministry of Health (MoH). 

Section C concentrates on the national level and Section 

D on Volta region. Finally, Section E provides a brief 

conclusion about the Ministry of Health and 

organisational models. 

B The general context: the second Rawlings regime, 

1981-1992 

I Macroeconomic improvement: widespread poverty 

"The World Bank may be surprised to learn that its model 

economic recovery programme in Africa is described as 

"economic blah blah blah" by Ghana's president." (Ozanne. 

1992) 

On 31st December 1981, Flight Lieutenant Jerry 

Rawlings assumed power for the second time. His 

unelected, military government was to rule uninterrupted 

until 1992. 30 Not since the 9-year rule of Kwame Nkrumah 

had independent Ghana seen such political stability. The 

first Rawlings government had ruled for a few months in 

JO Party politics were legalised in May 1992, as a result 
of both domestiC and international pressure. Elections are 
due at the end of 1992. 
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1979; his return to power in 1981 demonstrated his 

dissatisfaction with the performance of the elected 

government of Hilla Limann. (Pellow and Chazan, 1986, p 

38) 

The new Rawlings government - the Provisional 

National Defence Council (PNDC) - suspended the 

constitution, dissolved Parliament and abolished 

political parties. There was much populist rhetoric 

about the abolition of privileges for the (predominantly 

urban) elite; power for the people; and the need for 

vigilance against neo-colonialism and U.S. imperialism. 

However the disastrous economic situation made it 

difficult to attract much political support. (Economist 

Intelligence Unit, 1990b; Chazan, 1991, p 24) 

1983 was the nadir for the Ghanaian economy. Some 

key economic indicators for the year are shown in Table 

3.1. Gross domestic product (GDP) had fallen by about 

15% between 1980 and 1983; inflation was over 100%; the 

balance of payments was in the red. (Kraus, 1991, p 128) 

Daily life was extremely difficult - markets were empty 

and the transport network was drastically reduced 

because of shortages of fuel and spare parts. Events 

over which the government had no control aggravated the 

economic situation - drought; bush fires; the expulsion 

of over one million Ghanaians from Nigeria; and 
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worsening terms of trade.31 

Table 3.1 Economic indicators - 1983 and 1989 compared 

Indicator 1983 1989 

Per capita real GOP ¢15,4l0 ¢74,870 (1988) 
(1985 prices) ( 1 ) 

Inflation rate 123% 25% 

Exchange rate (1) $1 = ¢9 $1 = ¢270 

Balance of payments -$243 m +$110 m 

Exports (including $439.1 m $807.2 m 
cocoa) 

Cocoa exports $268.6 m $407.8 m 

Sources: Unless otherwise stated, International Monetary Fund, 1990, 
p 13 
(1) Economist Intelligence Unit, May 1990, p 10. Official exchange 
rates are used. As part of structural adjustment, the cedi became 
freely convertible. 

Successive governments had not been blameless for 

the country's disastrous economic performance. There 

were large numbers of over-staffed government agencies 

and parastatals which had been used as vehicles for 

political patronage. The cedi was grossly over-valued. 

In 1983 the unofficial exchange rate was 30 times that 

of the official rate; between 1981 and 1988 the currency 

was devalued by over 6,000%. (IMF, 1990, p 12; Issaka-

31 A very senior civil servant in 1983 later came to see 
the drought and expulsions as an opportunity for 
structural adjustment: 

"In a way, it was fortunate for the acceptability of the initial 
[structural adjustment] program in 1983 that there was a severe 
drought so that the program did not get unduly blamed for the 
suffering that occurred." (Abbey, 1989, p 10) 
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Tinorgah, 1989, p 45) 

Faced with economic collapse, the PNDC formally 

launched a package of macroeconomic measures in April 

1983 - the Economic Recovery Programme. Four months 

later, the International Monetary Fund (IMF) agreed to a 

loan for Ghana; at about the same time, the World Bank 

provided Ghana with a grant of $65 million. (Rothchild, 

1991, p 7) Thus began a period of structural 

adjustment - drastic devaluation of the cedi; export 

promotion; privatisation; the removal of price 

subsidies; reduced government involvement; and the 

promotion of cost-sharing. Economic pressures and the 

need for external assistance had in effect shifted the 

government from left-wing to centrist. (BermejO and 

Bekui, 1991, p 6) 

In macroeconomic terms, structural adjustment was 

rather successful. Table 3.1 compares 1989 indicators 

with those of 1983. Real per capita GOP was almost 5 

times higher in 1989; inflation was significantly lower; 

a government budget deficit in 1983 had turned into a 

small surplus during the years 1986-9. (Addae, 1991, p 

3148) 

Because Ghana was widely perceived as a success 

story for structural adjustment, donor involvement 

(multilateral, bilateral and non-governmental) increased 
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dramatically in the mid-1980s. Between 1984 and 1992, 

aid to all sectors was estimated to be worth $8 billion. 

(Brittain, 1992) Figure 3.3 shows the rapid increase in 

aid to the health sector, climaxing in 1988. Between 

1984 and 1990, the largest donors to the health sector 

were USAID (14%), UNICEF (8%) and the government of 

(West) Germany (7%). (World Bank, 1990, p 46) 

The massive increase in aid caused problems. Many 

of the donors insisted on conditions. (e.g. USAID, 1990, 

p 21; World Bank, 1990, p 33) Aid was not always co

ordinated - for example, a senior Ghanaian civil servant 

has described how the various units of the IMF and the 

World Bank failed to collaborate during the 1980s. 

(Abbey, 1989, p 13) Administrative and financial systems 

proliferated; both the quantity and the complexity of 

reporting systems increased. Ministry of Health staff 

often found themselves accountable to more than one 

"paymaster" - the MoH and one or more donors. 

In spite of the healthy-looking improvement in 

macroeconomic indicators shown in Table 3.1, Ghana 

remained a poor country, with relatively high levels of 

absolute poverty. The 1992 International Human Suffering 

Index ranked Ghana as the 16th "most suffering" country 
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in the world. 32 (Population Crisis Committee, 1992) 

Using data from 1987-8, the Ghana Living Standards 

Survey concluded that poverty was "overwhelmingly a 

rural phenomenon".33 (Boateng et al., 1990, p 1) 

Malnutrition was a particularly persistent problem - in 

1986, food availability per capita ranked amongst the 

lowest in the world. (Jory, 1991, p 399) 

It was widely acknowledged that although structural 

adjustment improved the macroeconomic picture, it did 

little to alleviate the sufferings of the poorest. The 

rights and wrongs of structural adjustment were much 

debated in Ghana. Many felt it was a difficult 

necessity: 

"It will be unproductive to argue whether the [PNDC] 

government should have embarked on these austere measures or 

not. I am sure the government had to. One of the main reasons 

for the present government toppling the previous [Limann] one 

was because the latter had agreed to undertake structural 

adjustments. It was thought then that this would create more 

suffering for the already suffering population. There must be 

32 The international human suffering index is a compilation 
of ten measures of human welfare. These cover the fields 
of life expectancy, daily calorie supply, access to clean 
drinking water, infant immunisation, civil rights, 
political freedom, secondary school enrolment, gross 
national product per capita, inflation and communications 
technology. 141 countries were surveyed. 

33 It has been suggested that urban-rural income 
differentials lessened after the time of the Ghana Living 
Standards Survey. (Gould, 1990, p 213) 
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profound reasons therefore for this government to swallow the 

bitter pill." (Issaka-Tinorgah, 1989, p 46) 

Several authors argue that the Economic Recovery 

Programme could only have been implemented by a military 

government. (e.g. Brittain, 1992) Devaluation was a 

particularly bold move: 

"Cooper found in 1971 that devaluation roughly doubled the 

chance that a ruling group would be removed from power and 

tripled the likelihood that finance ministers would lose their 

jobs." (Cooper, 1971, pp 28-9; quoted in Cohen et al., 1985, p 

1227) 

II Some key policies, 1981-1992 

This review now looks at four areas of PNDC 

pOlicy which particularly affected the Ministry of 

Health. All were more or less closely associated with 

structural adjustment. 

1 civil service reform 

2 the promotion of cost-sharing 

3 mitigating the social costs of adjustment - PAMSCAD 

4 decentralisation. 
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1 civil service reform 

"The systems, the structures and social arrangements of the 

huge and parasitic Public Service which has been so unwieldy 

but which continues to service the existing neo-colonial 

arrangements must be dismantled, pruned or abolished if we are 

to make any headway in our national struggle during this phase 

of the Revolution." (Preamble to policy guidelines of the 

PNDC, 1982, p 4; quoted in Gyimah-80adi, 1990, p 229) 

One aim of structural adjustment was to create a 

more effective civil service. There were three main 

aspects to the reform of the civil service -

re-structuring Ministries; decreasing the overall number 

of civil servants: and improving salaries. 

A key condition of the second World Bank loan was 

re-structuring the Ministry of Health. The re

organisation aimed to tackle the following problems: 

* the unclear division of responsibilities between 

technical and administrative staff 

* duplication and competition between vertical 

programmes 

* weak planning, financial control and monitoring 

* considerable wastage and inefficiency 

* confused relations between hospitals and the rest 

of the MoH. (MoH/WHO, 1992b, p 3) 
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In short, the Ministry was to become more effective; 

waste was to be reduced; and lines of responsibilities 

were to be simpler and clearer. Efforts to this end 

began in 1988 but were not implemented until 1992. The 

success or otherwise of this re-organisation remains to 

be seen. 

A second aim of the civil service reforms was to 

reduce the number of civil servants. Salaries dominated 

government expenditure; there was said to be 

considerable over-employment. Between 1983 and 1990, 

over 30,000 civil servants were "redeployed" and 

thousands of "ghost workers"34 discovered. As the 

largest employers, the education and health sectors were 

particularly affected. (Civil Service Reform Programme, 

1990, p 1) 

The PNDC recognised that pay levels had to be 

increased if the civil service was to operate 

effectively. In 1982, the real minimum wage for 

unskilled civil servants was worth one-third of its 1977 

value. If their only source of income was the government 

salary, even middle-level civil servants were below the 

poverty line. It is not surprising that many skilled 

people left the public sector and that embezzlement was 

rife. Writing about teachers, Cobbe described salaries 

34 "Ghost workers" were on the payroll, but did not actual
ly work. They were retired, dead or entirely fictitious. 

114 



in the early 1980s as: 

" ........ so derisory that it was both essential to the 

teachers' survival to have some other source of income in 

addition to their salaries, and also questionable whether it 

was worth bothering to show up at work other than to collect 

their salaries." (Cobbe, 1991, p 106) 

A similar Situation prevailed in the Ministry of Health. 

Although the absolute value of salaries doubled in 

1985, the years of structural adjustment saw a decline 

in the real value of civil service salaries. In the MoH, 

low salaries were not effectively challenged until the 

early 1990s, when a strike resulted in substantial pay 

increases for doctors. A subsequent strike by 

pharmacists had comparable results; a nurses' strike in 

May-June 1992 achieved less. (Nimo, 1992, p 1346) The 

problem of motivation persisted, as many staff felt that 

they were not paid enough to warrant a full day's 

labour. (Werlin, 1991, pp 248-9; Anyinam, 1989, p 53) 

In addition to the essentially economic aspects of 

reducing the payroll and enhancing efficiency, there was 

a political dimension to civil service reform. Relations 

between the civil service and the PNDC were rather 

fraught - in the PNDC's early years there had been a lot 

of talk about "purging" the civil service of 
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"unpatriotic" or "neo-colonial" elements. The quotation 

at the beginning of this section reflects the PNDC's 

rather hostile attitude. From 1984 onwards, relations 

improved. However the PNDC remained frustrated with the 

lack of effectiveness of the civil service and its 

simultaneous lobbying for increased salaries and 

benefits. (Gyimah-Boadi and Rothchild, 1990, p 251) 

For Jeffries, the political dimension of civil 

service reform was the most salient point about 

structural adjustment, as it aimed to end the use of 

government resources for patronage: 

" ........ it [the PNDC] does not operate much in the way of a 

clientelist system. It chooses not to do so because it 

believes - and the experience of the past thirty years surely 

confirms this - that, if Ghana is to recover and to proceed to 

develop economically, it cannot afford (at least on anything 

like the same scale) the clientelist policies of the past. 

Central government must begin to operate more efficiently and 

economically, less as a distributor of patronage. This is 

ultimately what structural adjustment is about." (Jeffries, 

1991, p 168) 
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2 the promotion of cost-sharing 

"Evidence of even greater political will to improve health 

care is the potentially unpopular decision in 1985 to charge 

fees at health facilities. As governments are keen to avoid 

unpopular issues, such a decision must denote a strong 

determination." (Issaka-Tinorgah. 1989, p 44) 

Fees for some educational services and for curative 

health care are a standard part of the IMF/World Bank 

structural adjustment package. In 1985, charges for 

government health services increased substantially from 

their previously nominal levels. In 1987, charges again 

increased significantly, as drugs began to be sold at 

their "full" cost. In practice, the charges did not keep 

pace with inflation and did not include administrative 

and logistical costs. (Waddington and Enyimayew, 1989) 

Cash and Carry was a scheme to set up a revolving 

drugs fund by charging users the full costs of drugs. 

Even though it was a condition of the World Bank loans, 

the PNDC prevaricated about its support for Cash and 

Carry. This prevarication reflected the fact that higher 

charges would be unpopular, even though improved drug 

supplies were widely demanded. Cash and Carry is dealt 

with in detail in Chapter 7. 
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3 mitigating the social costs of adjustment - PAMSCAD 

The Programme of Action to Mitigate the Social 

Costs of Adjustment - PAMSCAD 15 
- began in 1987, 

following a report by the Government of Ghana and UNICEF 

about the welfare of vulnerable groups under structural 

adjustment. 16 The programme aimed: 

"to address the needs of vulnerable groups who are in a 

precarious condition due to the adjustment program or due to 

the earlier period of economic decline." (PAMSCAD, 1987, P 1) 

PAMSCAD won Ghana many friends in the donor 

community, as it was seen as a way of tackling 

adjustment "with a human face". However, it was 

recognised that the programme had been designed too late 

and that it had only short-run objectives. (UNICEF, 

Accra, 1988) 

The health components of PAMSCAD involved: 

* de-worming primary school children 

* hand-dug wells and low-cost sanitation 

* sales of essential drugs at health stations and by 

community health workers 

35 Unofficially called the "Programme of Action to Mitigate 
the Salary Cuts during Adjustment". 

36 This report is summarised in UNICEF, Accra, 1988. 
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* supplementary feeding and nutrition education. 

PAMSCAD's implementation was slower than planned -

for example the drug component took two and a half years 

to get started. There were two main reasons for this. 

Firstly, donors were slow to disburse what they had 

promised. Secondly, organisational responsibility for 

the implementation of PAMSCAD was confused, as it was 

shared between the Ministry of Finance and Economic 

Planning and the Ministry of Local Government. (Brydon, 

1991, pp 3-5) 

4 decentralisation 

Economic adjustment coincided with a rather 

authoritarian political climate. As the 1980s 

progressed, calls for more democratic, responsive 

government increased. The District Assembly elections in 

1988-198917 were an attempt to gain legitimacy for the 

PNDC. (Rothchild, 1991, p 14) The District Assemblies -

partly elected and partly appointed - became "the center 

of a great deal of political, if not administrative, 

activity". (Chazan, 1991, p 37) Their fragile financial 

position, however, limited the actual power of most 

District Assemblies. (Ninsin, 1991, p 60) 

31 The number of districts was increased from 68 to 110 in 
1988. Elections were staggered over three months, from 
December 1988 to February 1989. (Rothchild, 1991, p 17) 
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PNDC Law 207 (1988) was the legal framework for 

political decentralisation. This legislation shifted 

responsibility for health care from the Ministry of 

Health to local government. There was no timetable for 

implementation; moreover the demarcation of 

responsibilities was not always clear. The Law only 

specified that district medical officers of health 

(DMOHs) were responsible for enforcing sanitation 

regulations; other matters were omitted. In particular, 

the relationship between hospital, local government and 

district health management teams (DHMTs) was ambiguous. 

The 1988 Hospital Board Law (Law 209) provided for 

hospital boards, with no obligation to involve DMOHs, 

DHMTs, or local government officers. (Dovlo et al., 

1992, pp 1, 10 , 15 ) 

In addition to political decentralisation, there 

was decentralisation within the Ministry of Health. The 

1978 Primary Health Care Strategy for Ghana gave a key 

role to districts. (Dovlo et al., 1992, pp 1, 20) Some 

decision-making was decentralised during the 1980s, as 

the number of active DHMTs increased. At the same time, 

structural adjustment led to tighter controls on 

government expenditure. Paradoxically, this resulted in 

the centralisation of certain decisions, particularly 

those related to staffing and financial rules. This 

caused tension, as district staff found that they were 

unable to make decisions about key issues. (Rothchild, 
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1991, P 9) 

Both local government and DHMTs were hampered by a 

shortage of skilled staff. Few district administrations 

had staff capable of district planning and budgeting -

roles specified for them in Law 207. The majority of 

districts did not have their full complement of DHMT 

staff l8
; existing staff were not always skilled in 

planning, management and advocacy. (Dovlo et al., 1992, 

p 17) 

Structural adjustment began in 1983. The Ministry of 

Health was affected by policies such as cost-sharing 

and civil service reform. District Assemblies were 

elected; however they lacked human and financial 

resources. 

C The organisational context: the Ministry of Health 

This section is in 3 parts. Part I discusses an 

organogram of Ministry of Health headquarters. Part II 

looks at the Ministry's budget from 1980 until 1991. 

Finally, Part III summarises four managerial issues 

which dominated MoH policy meetings during the years 

38 The DHMT had 5 core members - the DMOH; a public health 
nurse; a general nursing officer; a technical officer 
(epidemiology); and a health superintendent (environ
mental) . 
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1989-1991. 

I The organisation of Ministry of Health headquarters 

During the years of this study (1989-1991), the 

organisation of Ministry of Health headquarters was in a 

constant state of flux. The organogram in Figure 3.4 

shows the structure before the re-organisations began. 

This is the structure which was de facto in place 

between 1989 and 1991. Technical programmes were managed 

by five programme divisions - epidemiology, nutrition, 

medical care, environmental health and maternal and 

child health/family planning. Each of these diviSions 

had its own staff at regional and district level. 

The programme divisions were serviced by nine 

support divisions - health education, planning/ 

budgeting, manpower development/training, laboratories, 

blood transfusion, x-ray, estate management 3
', nursing 

and supplies/stores (which included pharmacy). (MoH, 

1991, p 21) 

The re-organisation aimed to reduce the power of 

the technical and support divisions and to replace them 

with directorates organised according to management 

functions. The five directorates in the re-organised 

39 Known in Ghana as "common services". 
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Ministry were to be policy, planning, monitoring and 

evaluation; human resource development; technical co

operation and research; supplies, stores and drugs 

management; and administration and accounting. (MoH/WHO, 

1992b, pp 7-10) 

II The Ministry of Health's budget, 1980-1991 

Many organisations provided health services in 

Ghana - the main ones were government, Missions, private 

traditional and private "Western" practitioners. Whilst 

recognising the importance of these providers, this 

thesis concentrates on the Ministry of Health. Some more 

information about the other providers is given in 

Appendix 4. 

Table 3.2 shows the calculation of real per capita 

budget allocations for the Ministry of Health for the 

years 1980-91. The last column, which is illustrated in 

Figure 3.5, demonstrates that the situation improved 

after the disastrous year of 1983. Table 3.3 shows that 

the MoH also did well in terms of its share of total 

government expenditure. Recent shares of around 10% are 

high, even by the standards of much wealthier countries. 

(UNICEF, 1992, P 82) Table 3.4 demonstrates that the 

Ministry's purchasing power for items bought with 

foreign exchange did not increase nearly as fast as for 
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locally bought items. This was because the cedi fell 

from C3 to over ¢300 to the dollar between early 1983 

and 1991. 

The figures in the above tables are presented with 

considerable caution and should be regarded as 

indicative, rather than wholly accurate. For this 

reason, numbers have been rounded. Tables 3.2 - 3.4 show 

budget allocations, not actual expenditures. Budget 

allocations tended to be larger than actual expenditure. 

This point is elaborated in Chapter 5. 
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Table 3.2 MoH budget allocations, 1980-1991 

Year Popul- CPI MoH MoH real MoH real 
ation (1 ) current current current 
(mUl- (1980 allocat- allocation allocation 
ions) base) ion (¢ (1980 ¢ per capita 

mill- millions) (¢ 1980) 
ions) (2 ) (2) 

1980 11.1 100 430 430 39 

1981 11.4 220 510 230 20 

1982 11.7 260 486 190 16 

1983 12.0 590 587 100 8 

1984 12.3 820 2,112 260 21 

1985 12.7 910 2,612 290 23 

1986 13.2 1,130 6,497 570 43 

1987 13.6 1,580 6,952 440 32 

1988 14.0 2,100 9,833 470 34 

1989 14.5 2,630 15,833 600 41 

1990 15.0 3,600 20,242 560 37 

1991 15.5 4,500 25,577 570 37 
(esti-
mate) 

(1) CPI = consumer price index. This gives the cost of the same 
bundle of goods and services over time. For example, a bundle of 
goods which cost ¢100 in 1980 would have cost ¢820 in 1984. 
Similarly, a bundle of goods costing ¢200 in 1980 would have cost 
¢1,640 in 1984. Whilst price increases in the health sector were 
not necessarily the same as for the economy as a whole, no 
health-specific data are available. 

(2) "Real" allocation means that the effect of inflation has been 
removed. All the allocations are stated in 1980 cedis because 
1980 was the base year for the consumer price index. 
Real current allocations ~ (current allocation/CPI) x 100. 

Sources: 
Population: 

CPI, 
1980-7, 1989 

1988 

1990-91 

1980-3 
1984-90 
1991 

Perster. 1988, p 52 
MiDistry Of Health, 1991 
estt.ate baaed on average growth aiDce 1984, the cenaua y.ar. 

baaed on inflstloD tutor.etlon in Kraus (1991, p ll3). who in turn had taken the 
iDforaation froa the Ghana Central Bureau of Statistics' Statistical Newsletter end 
fro. west Africa. 
BcoDoaiat IntelligeDce UDit (BIU), 1990b. Bzcept for 1988, Kraus'. inflation figures 
tally with those of the KID. Por 1988. Kraus cited 26.6', vhereas the BIU quoted 
32.7'. ~he BIU figure ie preferred, ee it consiatently quote. the Quarterly Digest of 
Statistics. Otherwi •• , Kraus Is preferred becau.e be cover. a longer tl •• apan. 
Republic of Ghana Budget atateaenta, 1990 and 1991 

MoB current allocations; 
1980-8 Fer.ter, 1988, P 5l 
1989 Budget and Monitoring Di.i8ion, Ministry of rinaDce and Bcono.lc Planning, 1989. 
1990 Ministry of Fin.Dce and Bconoaic Planning BaU.ate 1991, quot.a in Bol •• e, 1991, 

~able B.l 
1991 Bolaee, 1991, ~abl. H. 4 
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Table 3.3 Ministry of Health share of government budget 
allocations, 1980-1991 

Year 

1980 

1981 

1982 

1983 

1984 

1985 

1986 

1987 

1988 

1989 

1990 

1991 

Sources: 

1980-8 
1989 

1990-1 

Current Current MoH MoH current 
government allocation (C allocation as 
allocation (¢ millions) total govt. 
millions) allocation 

6,329 430 7% 

8,603 510 6% 

8,029 486 6% 

13,401 587 4% 

22,700 2,112 9% 

38,461 2,612 7% 

60,833 6,497 11% 

80,583 6,952 9% 

111,004 9,833 9% 

148,643 15,833 11% 

198,193 20,242 10% 

255,209 25,577 10% 
(estimate) 

Ferster, 1988, p 52 
Budget and Monitoring Division, Ministry of 
Finance and Economic Planning, 1989. 

% 

Republic of Ghana Budget statements, 1990 and 1991 
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Table 3.4 Ministry of Health purchasing power - U.S. 
dollars, 1983-1991 

Year MoH current U.S. $/¢ MoH current 
allocation (¢ exchange rate allocation per 
millions) $1 = ¢ ••• capita (U.S. $ 

millions) 

1983 587 3 (March) 195.7 (March) 
30 (October) 19.6 (October) 

1984 2,112 50 42.2 

1985 2,612 60 43.5 

1986 6,497 90 72.2 

1987 6,952 165 42.1 

1988 9,833 200 49.2 

1989 15,833 280 56.5 

1990 20,242 320 63.3 

1991 25,577 360 71.0 

Sources: 

MoH current allocation per capita (C) calculated from Table 3.2. 

Exchange 
1980-89 
1990 
1991 

rate: 
Kraus, 1991, p 137 
Republic of Ghana Budget statement, 1991 
West Africa magazine 

-------------------------------------

III National management issues, 1989-1991 

This review does not aim to give a comprehensive 

description of the Ministry of Health. Instead, four 

issues are examined; these were dominant topics at 

policy meetings during 1989-1991. 
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1 What are the Ministry of Health's policies? 

The 1978 Primary Health Care Strategy Paper was 

often cited as "the" Ghanaian health policy. As behoves 

strategy papers, it was not operationally detailed. More 

detailed policy statements were not forthcoming. Indeed 

it could be hard to know what the policies and 

objectives of the MoH were. For example, USAID found no 

clear national population policy. (USAID, 1990, p 2) 

The confusion about policy was well summarised by 

the (then) Acting Director of the Health Policy and 

Planning Uni eo: 

"The Ministry of Health in Ghana has more unwritten than 

written policies. In some ways this suits our culture. We are 

much happier talking than writing. Also, an informal system 

provides the opportunity to ignore those policies with which 

one disagrees! 

There are many drawbacks to this situation, however. In a 

ministry with a limited organizational memory, and no formal 

inductions or orientation procedures for new managers, the 

lack of written policies is a serious problem. New managers 

are usually not aware of informal policies and this invariably 

creates confusion, uncertainty and frustration. For these 

reasons, we should document policy decisions. 

40 Formerly the (National) Health Planning Unit. 
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It is clear too that informal policies are not sufficiently 

binding ..... " (Asamoa-Baah, 1992, p 9) 

Asamoa-Baah identified a number of reasons for poor 

policy development. These included a wish to avoid 

conflict and a system that rewarded adherence to norms 

and regulations, rather than innovation. (Asamoa-Baah, 

1992, pp 9, 11) 

Quarterly meetings of regional directors and 

national divisional heads were first held in the late 

1980s. These meetings attempted to establish and co

ordinate policies. In January 1992, a national health 

policy seminar was held. This recommended the 

establishment and maintenance of, 

"an inventory of major current policies governing the 

operation of the health sector, covering both technical and 

administrative matters." (MoH/WHO, 1992a, p 17) 

Efforts to streamline policy-making and implementation 

were renewed in 1992; the case studies in Chapters 5-7 

reveal the considerable confusion about matters of 

policy during the years 1989-91. 

2 15 years of trying to integrate 

In the late 1970s, at the same time as the healthy-
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days-of-life-lost index was being developed4i
, economic 

arguments were used to suggest that integrated service 

provision was more cost-effective than single-issue 

vertical programmes. For example, a detailed costing of 

family planning in the influential Danfa project 

concluded that family planning alone was less effective 

and less cost-effective than when it was integrated with 

other PHC activities. (Blumenfeld, 1983, p 243) 

Beginning in the 1970s, various efforts were made 

to provide more integrated services; in practice, 

vertical divisions remained powerful and tensions 

persisted between the two concepts of service delivery. 

The PHC Strategy Paper of 1978 emphasised that 

districts were to play a key role in planning and 

managing health services. DHMTs - whose members came 

from the major vertical divisions - were to be trained 

to handle problems as a team. By 1988, most DHMTs had 

received management training. This training was 

prescriptive and based on a rational planning model; it 

ignored realities such as centralised decision-making, 

the slow disbursement of funds, and loyalty to vertical 

programmes. In 1988, a more problem-solving approach to 

management training began - the Strengthening District 

Health Systems Initiative. (Cassels et al., 1992, p 1) 

41 See Chapter 2, Section C (I). 
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At the same time as the integrated training was 

under way, the vertical programmes remained powerful. 

Divisional loyalty was strong and staff proved unwilling 

to give up their traditional responsibilities. In many 

health stations, for example, ante-

natal clinics and tetanus toxoid immunisations were 

provided by different divisions, often in separate 

buildings. (Aitken, 1991, p 13) A 1991 study of health 

station workers' perceptions of integration revealed 

that integration was not even widely understood as a 

means of ensuring the more efficient use of personnel; 

instead, many health workers interpreted integration to 

mean that all divisions had to participate in all tasks. 

(Aitken, 1991, pp 14-15) 

3 the absence of planning 

From its peak in the late 1970s, the status of the 

Health Planning Unit declined; it came to concentrate 

largely on rather mechanical budgetary matters. 

(Nyonator and Amani, 1991, p 6) There were two main 

reasons for this - the drastic economic situation and 

the departure of key individuals from the Unit. 

The decline of the Planning Unit was symptomatic of 

the fate of planning in the country as a whole. By the 

late 1980s, very few serious plans were being written. 

Resource allocation was centralised and not linked to 
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plans; local "plans" were often used as exaggerated 

pleas for resources. 

The move towards decentrallsed, integrated services 

meant that it was unclear who was responsible for 

different stages of the planning process. Cassels and 

Janovsky have described the confusion: 

"[There are] many different units at different levels in the 

system that are intended to have a role in either preparing. 

reviewing or approving plans. These presently include district 

health management teams. district planning and budgeting 

units, regional directors of health, regional co-ordination 

councils, the MoH planning directorate, the ministerial 

advisory board. the National Development Planning Commission. 

the Ministry of Finance and Economic Planning, and the 

Ministry of Local Government. What, for example, will be the 

nature of the decisions made at each level?" (Cassels and 

Janovsky, 1992, P 149) 

4 information - abundant but under-used 

Copious amounts of data were collected by the 

Ministry of Health. With some exceptions, the 

information was rarely analysed locally. Even at 

national level, little use was made of statistics. The 

value of the information was prejudiced by its 

incompleteness and by the way in which incomplete 
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statistics were handled. 

The real per capita Ministry of Health recurrent 

budget was relatively stable during the years 1989-91. 

Efforts were made to decentralise and integrate the 

Ministry's activities. 

D The local context: Volta Regional Health 

Administration 

"1990 has been a challenging year: one in which we focussed on 

team-building. improved management skills. and decentraliz

ation of responsibilities, authority and resources to the 

districts." (Regional Director of Health Services, Volta, 

1991, p 1) 

Volta is one of ten regions in Ghana. In terms of 

area it is smaller than average. However distances 

between districts are quite large, as the region is very 

long and thin. (see Figure 3.6, a map of Volta region) 

There are 12 districts; prior to the re-organisation of 

districts in 1988 there were 9. More general background 

information about the region is given in Appendix 4. 

Table 3.5 shows some demographic and health 

statistics for Volta region and compares them with 

national averages. A detailed comparison of MoH 
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Figure 3.6 Volta Region 
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The re-organisation of districts in 1988 created three 
new districts in Volta. Jasikan was divided into Jasikan 
and Kadjebi; Ketu into Denu and Akatsi; and Tongu into 
North and South Tongu. The new districts did not have 
DHMTs until 1991. 



resources available at regional and national level is 

given in Chapter 5. 

Table 3.5 gives the population of Volta as 

2,036,000 in 1990. This estimate is controversial. The 

RHA itself tended to use substantially lower figures -

it was certainly unconvinced that Volta's population was 

anywhere near 2 million. Volta Regional Health 

Administration's Annual Report for 1991 cited a 

population of 1,396,887 and an annual growth rate of 

1.8%. (Volta RHA, 1992; no Annual Report was published 

in 1990.) I do not claim to be able to comment on this 

difference. The lower, Volta RHA figures are used in the 

case studies. 42 

In Ghana, Volta is generally regarded as a middle 

income region. Although not as rich as Greater Accra and 

Eastern, it is significantly more prosperous than the 

Northern and Upper regions. (see Figure 3.2) It is 

difficult to be precise about this because the main 

source of information - the Ghana Living Standards 

Survey - did not analyse its data by region. Instead, it 

used "localities" - Accra metropolis, coastal areas, 

forest areas, Volta basin and savannah. (Boateng et a1., 

1990, p 15) It is impossible to translate this into 

regional terms. Volta includes several of these 

42 Because there was such an emphasis on high immunisation 
coverage, population estimates were the source of fierce 
controversy. (see Chapter 6) 
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localities; it cannot be equated with the Volta Basin, 

which also includes areas on the lake's western shore. 

Table 3.5 Volta and national health statistics 

Measure Year Volta 

population 1990 2,036,000 
( 1 ) (14% of total 

population) 

population 1980-90 3.0 
growth rate 

Infant mort- 1978-87 74 
ality rate 
(per 1000) 

Under 5 mort- 1986 133 
ality rate 
(per 1000) 

Health 1991 91 
stations (2 ) 

outpatient 1985 0.24 
attendances 
per capita 

population 1985 722 
per hospital 
bed 

outpatient 1987 11,639 
attendances 
per doctor 

population 1987 8,493 
per community 
health nurse 

Source: 

Unless otherwise stated, World Bank, 1990, p 43 
(1) Republic of Ghana and UNICEF, 1990, P 242 
(2) MoH, 1991, P 32 

National 

14,972,000 

3.2 

81 43 

154 

426 

0.35 

684 

9,825 

8,343 

43 other sources suggest rather higher levels. Using 
variouS sources, Issaka-Tinorgah guestimated a national 
infant mortal i ty rate of between 90 and 110 per 1,000. 
(1988,.p 44) 
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Table 3.5 shows that Volta had considerably more 

than its fair share of government health facilities. 44 

In 1991, Volta had 91 health stations - no other region 

came close to this number - the nearest were Brong-Ahafo 

and Ashanti with 57 and 56 respectively. (MoH, 1991, p 

32) 

The large number of health stations in Volta was 

not matched by particularly high health worker/ 

population ratios or high per capita out-patient 

attendance. (see Table 3.5) This is because many of the 

health stations were extremely small. This was unusual 

for Ghana, where health stations often had 25 or more 

staff. 

The role of regional health administrations (RHAs) 

is described in the Ministry of Health publication 

"Health in brief": 

"The Regional Level is the critical link between the national 

headquarters and the district level and serves as a "buffer" 

in reconciling needs identified by districts with national 

concerns. Its role is to help translate central policy into 

district action by providing support in the form of 

guidelines, protocols and procedures, to ensure coordination 

44 The terms "health stations" and "health facilities" are 
used here to mean both health centres and health posts. In 
Ghana, "health centre" and "health post" tend to be used 
inconsistently. Health stations are called Level Bs in 
Ghana. 
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between districts, monitor district programme implementation 

and to provide feedback to districts and the national 

headquarters." (MoH, 1991, p 22) 

Each region was managed by a Regional Director of 

Health Services (RDHS), with the Senior Medical Officer 

(Public Health)45 as his/her deputy. Other regional 

officers included the Regional Hospital Secretary, the 

Regional Public Health Nurse, the Regional Director in 

charge of (curative) Nursing Services and the Regional 

Accountant. All of these were members of the Regional 

Health Management Team (RHMT). (MoH, 1991, p 22) 

In late 1987 a highly motivated public health 

physician was appointed as RDHS in Volta. Until his 

departure in 1991, he did a lot to develop the role of 

District Health Management Teams. The Strengthening 

District Health Systems Initiative, which encouraged 

districts to act independently, was pioneered on a 

region-wide basis in Volta. Some districts were more 

autonomous than others; this depended largely on the 

skills of DHMT members. By 1989, all the "old" districts 

(i.e. pre-1988 re-organisation) had budget-holding 

DHMTs. The 3 new districts became budget-holders in late 

1991. 

45 Formerly the Senior Medical Officer (Communicable 
Diseases). 
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This decentralisation of responsibilities meant 

that the regional health administration (RHA) also had 

to re-define its role. The RDHS tried to move the RHA 

away from traditional line management. The emphasis 

changed from technical advice provided along divisional 

lines to a more integrated role. To encourage 

integration, RHMT members were appointed as "district 

parents", who were the representatives of individual 

districts at regional level. 

Decentralisation meant that the future role of the 

RHA was far from clear; Law 207 specified neither its 

political nor managerial role. The PNDC aimed to reduce 

the power of the region in all sectors in favour of 

autonomous districts. (Dovlo et al., 1992, p 17; Cassels 

and Janovsky, 1992, P 149) 

Volta region had many more health stations than other 

regions; the average facility in Volta was much 

smaller than the national average. As responsibilities 

were decentralised to DHMTs, the RHA had to develop a 

new role for itself, based more on support and less on 

controlling line management. 
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E A brief conclusion - the Ministry of Health and 

organisational models 

In Chapter 2 we saw that rational organisations 

have well-defined, consistent objectives; information is 

systematically collected and used. The Ministry of 

Health in Ghana certainly did not meet these criteria. 

Many of the activities which aimed to encourage rational 

decision-making - such as planning and data collection -

did not function adequately. 

Aspects of several of the organisational models can 

be discerned in the description in this chapter. For 

example, political behaviour was revealed through power 

struggles about the relative influence of donors and the 

host government. The political model is also apparent in 

the fact that both decentralisation and integration 

could be interpreted as power struggles. Asamoa-Baah's 

description quoted in Section C (III) is reminiscent of 

the anarchic model. 

The case studies in Chapters 5-7 look at the 

application of rational techniques in this environment. 

Before the case studies, the next chapter describes the 

methodology used. 
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Chapter 4 

Methodology 
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Chapter 4 

The methodology - combining economics and anthropology 

A Introducing the methodology 

Chapter 2 (the literature review) described the 

potentially uneasy juxtaposition of rational decision

making tools and the existence of many non-rational 

aspects of decision-making. The chapter concluded: 

"Little has been written about how health economics might 

adapt to organisations where decision-making has strong 

bureaucratic. political or anarchic elements. This thesis aims 

to explore this issue - how can a health economist working at 

sub-national level deal with constraints to rationality?" 

This chapter explains how economic analysis was 

combined with descriptions of constraints to rational 

decision-making. 

The next section of this chapter (section B) 

describes how I conducted the research whilst working 

for the Ministry of Health in Ghana. The study was done 

by participant observation. 

Three particular issues were chosen to illustrate 
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the relationship between economic analysis and 

constraints to rational decision-making. Section C 

relates how these case study topics were selected. 

Section D explains how the study combined 

methodologies from two disciplines - economics and 

anthropology. 

Various data collection instruments are described 

in Section E. 

Section F looks at how the quality of qualitative 

research can be judged, concentrating on validity and 

reliability. 

Finally, Section G asks whether case study findings 

are generalisable. 

The chapter ends with a brief, boxed summary. 

B Regional Health Economist in Volta - on the job 

participant observation 

.......... research techniques are needed that help grasp the 

social drama as it appears to the actors, their views of their 

roles and their assumptions about the unfolding plot. And the 

most obvious way of dOing that is via participative 

observation." (Czarniawska-Joerges, 1992, p 197) 
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In order to look at the relationship between 

economic analysis and how organisations work, a 

situation had to be found where a health economist was 

at work and where it would be possible to gain insights 

into decision-making processes. One way to do this was 

to work as a health economist myself - this afforded me 

the time and opportunity to study broader decision

making processes. 

From October 1989 until October 1991, I worked in 

the Volta Regional Health Administration (RHA) of the 

Ghanaian Ministry of Health as Regional Health Economist 

(RHE). RHE is not an established post within the 

Ministry. There was no job description, nor any specific 

responsibilities. However, the position allowed me to 

have an office in the RHA; and to attend Regional Health 

Management Team (RHMT), finance committee and other 

meetings. 

The study involved participant observation, which 

is one of the principal methods of qualitative data 

collection. Participant observation means the prolonged 

immersion of a researcher in the environment which is to 

be studied. The observation was structured in that I was 

interested in influences on a limited number of issues. 

However for most of the time my methods were unstructur

ed because I wanted to elicit the interpretations of 

other people. (Bryman, 1989, p 25) 
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The advantages of participant observation have been 

described by Bresnen, who worked on a construction site. 

" ........ 1 began to pick up 'undercurrents' in the type of 

responses I was getting: I was asking more or less the same 

types of questions 1 had asked at the start, but in being able 

to link them with particular issues that had occurred and that 

I had witnessed and followed up as 'leads', 1 began to glean 

slightly different types of answers. From behind the somewhat 

more bland descriptions of management practices and procedures 

1 began to uncover the contentious edges. As 1 was based in 

the Sub-agent's office where many of the decisions seemed to 

be made, I became a witness to sporadic, slightly heated 

discussions about various issues ••.... As 1 sought various 

people's views on these issues, tensions and contradictions 

began to emerge in the accounts." (Bresnen, 1988, p 42) 

My experience was very similar to that of Bresnen. I too 

shared an office with a key decision-maker - in my case, 

the Senior Medical Officer (Public Health), who also 

acted as the Deputy Regional Director of Health 

Services. As Bresnen describes, colleagues gradually 

became more open and I was able to ask more pertinent 

questions. 

Access tends to be a major difficulty for 

researchers who want to be participant observers; this 

was not a problem in my case. (see, for example, Bulmer, 
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1988, pp 151-3; Bryman, 1989, pp 161-3) The possibility 

of working in Volta as RHE initially arose because of a 

personal contact - I knew the Regional Director of 

Health Services. The arrangement was then endorsed by 

the Director of Medical Services in Accra. 

Any participant observer has to accept that sjhe 

changes the situation through the very fact of being a 

participant - this is known as the problem of 

reactivity. No participant is invisible or neutral. I 

was perceived in a number of ways: 

* not as a true "insider", even though I knew a lot 

about the RHA. 

* as a non-Ghanaian who understood neither of the 

main local languages, Ewe and Twi. 

* as a regional manager. 

* as someone earning a generous expatriate-level 

salary. This meant that people were unwilling to 

talk to me about informal methods of income

generation, as it was assumed that I would be 

unsympathetic to such activities. 

* as a researcher. [I was quite open about the fact 

that I was recording my experiences for research 

material. I generally introduced myself as the 

Regional Health Economist (rather than as a 

researcher), but I certainly never denied my 

research interests.] 
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The problem of reactivity can never be solved: 

however one can be sensitive to it. The fact that I was 

in Volta for two years certainly helped to lessen the 

problem, as the novelty value of my presence wore off. I 

also adopted the strategy of seeking out many different 

pOints of view about the same issue. This generally gave 

an idea of when something was being said simply to 

impress or distract me. (See Section E (1) for more 

details of this process.) 

When I was engaged as RHE, the intention was that I 

should be a member of the RHMT and should participate 

fully in RHA activities. The research was thus action 

research, which has been described as follows: 

"In action research, the researcher is involved, in 

conjunction with members of an organization, in dealing with a 

problem that is recognized as such by both parties. The 

researcher feeds information about advisable lines of action 

back to the organization and observes the impact of the 

implementation of the advised lines of action on the 

organizational problem. In a sense, the researcher becomes 

part of the field of investigation. It is the nature of the 

relationship between the researcher and his or her subjects 

that constitutes the prime reason for conceptualizing action 

research as a distinct design." (Bryman, 1989, p 30) 

This description applies to my work in all respects but 
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one. Bryman gives the impression that the researcher's 

advice will automatically be taken and that an 

immediate, observable change will occur. In practice, 

the situation was not so neat. There were many 

influences on each subject area; mine was only one, 

rather powerless, voice. 

Bryman's quote reveals an important and potentially 

troublesome aspect of action research - "the researcher 

becomes part of the field of investigation". I was the 

author of the economic analyses and yet I also asked 

other people about their perceptions of the usefulness 

of economics. My study of decision-making obviously 

influenced my economic analyses and vice-versa. This 

issue of research reliability is discussed in section F, 

below. 

C Choosing the topics 

I decided that I should concentrate on a limited 

number of topics. Each topic would be analysed from an 

economist's viewpoint and the general decision-making 

environment would be investigated. Possible topics were 

discussed with members of the finance committee (FC). 

The FC was an ad hoc group which discussed the RHA's use 

of resources. The committee at that time had 6 members: 

* Regional Director of Health Services 
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* Regional Hospital Secretary 

* Regional Accountant 

* Regional Bio-statistician 

* Senior Supplies Officer 

* myself, Regional Health Economist. 46 

The topics discussed with the Fe were generated by 

two methods - listing the traditional concerns of health 

economics and asking Fe members what they thought an 

economist might usefully do. The topics were then 

formulated as problem statements. Fe members were told 

that my role would be to investigate the problem and to 

work with others to try to solve it. 

In order to identify priority topics on which to 

concentrate, Fe members were given a list of 20 possible 

issues in advance and asked to consider the list. The 

committee was then brought together to discuss all the 

topics. One committee member did not show an interest in 

the list and did not attend this meeting. 

The 20 problem statements were: 

46 Later, the Senior Medical Officer (Public Health) joined 
the committee. In his comments on this thesis, the 
Regional Director of Health Services wrote "on reflection, 
if I were to do this again I would add a smart programme 
officer and a smart district medical officer to the 
committee". 
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1 The RHA knows neither how much it spends, nor what 

it buys. It also does not know what resources it 

uses and distributes. 

2 The unit costs of various activities are not known; 

such information might be useful for improving 

efficiency. 

3 The RHA has no explicit criteria for allocating 

funds amongst its budget-holders. (There were over 

20 budget-holders, including 9 District Health 

Management Teams, 6 hospitals and 4 training 

institutions.) 

4 Budget-holders and other managers know too little 

about financial management. 

5 Resources are distributed inequitably amongst the 

districts of Volta Region. 

6 Resources are insufficient; more should be done to 

obtain money and goods from sources other than 

central government. 

7 Drug shortages and over-prescribing co-exist. Will 

the new Cash and Carry drug supply system improve 

the present situation? Will it attract more 

patients? (Cash and Carry was a revolving drug 

fund. ) 

8 The RHA does not know if its activities are effect

ive - e.g. training, treatment and supervision. 

9 The RHA does not know if its activities are cost

effective. (This follows on from problem statement 

8. ) 
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10 Health stations do not have their own budgets and 

are often unable to buy simple, necessary items 

such as kerosene. 

11 The mix of staff is inappropriate; staff are poorly 

distributed. 

12 The selection of capital projects is irrational; 

implementation is extremely slow. 

13 Budget submissions to headquarters do not reflect 

the RHA's policies, priorities and plans. 

14 Mission hospitals have better standards of care and 

are possibly cheaper. Why? 

15 Maintenance of buildings and equipment is poor. 

Very little money is allocated for maintenance 

activities. 

16 Inputs are combined inappropriately. 

17 The RHA does not critically monitor the acquisition 

and distribution of stores. 

18 Vehicles are expensive to run and are often 

misused. 

19 Many hospitals do not provide food for their in

patients. 

20 Medical care is of a poor quality. 

Two topics emerged as unanimous priorities - a 

description of resource flows (problem 1) and the effect 

of Cash and Carryon drug supplies, prescribing and 

health service utilisation levels. (problem 7). The 

description of resource flows subsumed the essential 
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ingredients of some other topics which were regarded as 

important. Five topics fell into this category: 

3 allocation of funds to budget-holders 

4 knowledge of financial management 

15 maintenance 

17 stores 

18 vehicles. 

Other topics were not regarded as priorities for 

three main reasons. 

(i) The FC adopted the view that the RHA was in the 

process of establishing a functioning health 

delivery system. The system was still being created 

- the notions of District Health Management Teams 

and integrated services were still new. Some basic 

building blocks of the system were still absent. 

Some of the problem formulations were regarded as 

too advanced for the RHA's stage of development. 

They were regarded as niceties in a situation where 

many basic problems existed. The issue here is not 

that the topics were felt to be too threatening; 

the point is that the FC felt that the required 

technical inputs were too sophisticated for a 

system which did not even have basic information 

about expenditure. 
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Seven topics fell into this category: 

2 unit costs 

5 equity 

6 non-government resources. The Fe felt it was 

important to improve the use of existing 

resources. 

8 effectiveness 

9 cost-effectiveness 

16 input combinations 

20 quality of care. (This later became a priority 

at national level.) 

(ii) The FC agreed that some of the problems were 

relevant, but felt that not much could be achieved 

at regional level. National-level change was 

required. There were four topics in this category: 

10 budgets at health stations 

11 location and mix of staff 

12 capital 

13 annual budgeting. 

(iii) The FC felt that the RHA had limited capacity to 

influence many aspects of hospital policy. This 

affected two items: 

14 Mission hospitals 
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19 hospital food. 

The finance committee was involved in choosing 

topics because I wanted to work on areas where change 

was desired and where there was a reasonable chance of 

improvement. There were problems with this approach. The 

Fe was able to exclude any topic which was felt to be 

threatening or too challenging. This resulted in the 

selection of rather unambitious topics, in that major 

areas of resource misuse were avoided. Some practices 

were not questioned - evidence that they were not cost

effective would have cast serious doubt on many of the 

fundamental aims of the RHA. Examples are outreach 

clinics; supervision involving several District Health 

Management Team members travelling together; and many 

hospital procedures. 

Action research allows actors from the organisation 

being studied to set the research agenda. It is thus 

vulnerable to the criticism that constraints are 

incorporated too readily and the status quo is not 

challenged: 

" ..•....• for many researchers it [i.e. action research] is too 

close to a consultancy role, while the taint of manipulation 

and an excessive managerialism has done little to endear it to 

others". (Bryman, 1989, P 187) 
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There is, however, a counter-argument to this 

charge of accepting constraints too readily. The thesis 

documents the difficulties encountered in securing 

acceptance for the conclusions of economic analyses. The 

analyses were of topics suggested from within the 

organisation. Presumably, acceptance would have been 

even less likely for topics identified by me. Here the 

dilemma of incorporating or challenging constraints, 

which was discussed in the literature review, is 

encountered in the context of research. 

One of my case study topics was not generated 

through consultation with the FC - the economic 

evaluation of immunisation strategies. This issue was 

investigated because of its topicality and because the 

(national) Director of Medical Services specifically 

asked for data. I adopted this topic opportunistically, 

as it emerged as an economic issue which would be widely 

debated at all levels of the Ministry. This was felt to 

be sufficient justification for concentrating on 

immunisations. 

In summary, three case study topics were identified 

_ a description of resource flows; an economic 

evaluation of immunisation strategies; and the effect of 

a revolving drug fund on drug supplies and prescribing. 

These are presented in Chapters 5, 6 and 7 respectively. 
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Table 4.1 gives a timetable of the research. 

Table 4.1 Timetable of research 

Month Activity 

October 1989 arrive in Volta 

June 1990 Finance Committee decides on priority 
topics for investigation 

August 1990 start survey of sampled facilities for 
Cash and Carry 

September 1990 immunisation activities intensified in 
Volta 

October 1990 Cash and Carry begins in Volta 

March 1991 end survey of sampled facilities for 
Cash and Carry 

April and July immunisation costings presented to 
1991 national Conferences of Regional 

Directors and Divisional Heads 

October 1991 leave Volta 

May 1992 return to Volta to discuss draft of 
thesis 

November 1992 submission of thesis 

D Combining disciplines - economics and anthropology 

section C described how three case study topics 

were selected - resource flows, immunisations and drug 

supplies. Each topic was tackled in two very different 

ways - a formal economic analysis and a description of 

how various actors viewed the same issue. An analysis 

reflecting a single rationality was juxtaposed with a 

multi-faceted description. The rational tool involved 
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largely quantitative methods; the description was 

qualitative. The two methodologies reflect different 

epistemologies. Economics is pOSitivist; it defines its 

concerns in advance (cost, for example). Qualitative 

research is relativist. It aims to demonstrate the 

different ways in which actors perceive the same 

situation and does not choose amongst the various 

interpretations. Qualitative work elicits the relevant 

variables through observation and discourse. (Kirk and 

Miller, 1986, P 20) 

The rationale for eliciting multiple pOints of view 

about the same issue has been described by Czarniawska

Joerges: 

"The challenge is in presenting the complexity of a situation 

as it is perceived simultaneously by different actors (and the 

researcher), in the hope that this same complexity will help 

both actors and observers to understand the reasons and 

effects of actions undertaken by actors when they are looking 

through one facet only. They see a fairly clear picture. yet 

do not realize that looking through another facet will produce 

a similarly clear but different picture. Simply adding one 

more picture, that of the researcher (as is done in 

conventional studies) will multiply the realities even 

further." (Czarniawska-Joerges, 1992, p 204) 

In the language of Czarniawska-Joerges, this thesis 
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"adds one more picture" - an economic one. It then 

considers the issues from other angles and looks at the 

relationship between these and the economic viewpoint. 

This approach uses what Czarniawska-Joerges calls 

"anthropologically-inspired" methods: 

"An anthropologically-inspired organization theory would be, 

then, an interpretation of organizational processes from the 

standpoint of the actors involved, collected and retold by a 

researcher (also representing a certain standpoint). It would 

be a polyphony of voices from inside rather than an aerial 

picture taken from the outside." (Czarniawska-Joerges, 1992, p 

4) 

E Journals and other data collection instruments 

Different economic methods were used for each 

selected topic. The specifics of each methodology are 

described in the individual case studies. (chapters 5-7) 

The economic analyses relied on documents and routine 

Ministry of Health records such as payment vouchers, 

tally cards and out-patient records. 

The qualitative research involved four main 

instruments.
41 

47 Korman and Glennerster call this mixture of methods 
"administrative anthropology". (1990, p 2) 
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1 a regular journal 

"Right from the start, I found it impossible to keep 

everything that I wanted to remember in my head until the end 

of the working day (some of the shifts were over twelve hours 

long) and so had to take rough notes as I was gOing along. But 

I was stuck 'on the line', and had nowhere to retire to 

privately to jot things down. Eventually, the wheeze of using 

innocently provided lavatory cubicles occurred to me." 

(Ditton, 1977, P 5. Ditton, a sociologist, studied a bakery 

through participant observation.) 

The principal instrument was a regular journal, 

based on observations, attendance at meetings and on 

formal and informal conversations with colleagues. The 

seven-volume journal was a chronological record of 

events. Although it concentrated on the case study 

topics, many other issues were also documented. 

Inevitably, the journal contained much more information 

than could be used in the thesis. 

I consciously sought out many different pOints of 

view about the case study issues - for example from 

regional and district staff, vertical programme officers 

and donors. Journal entries were regularly reviewed so 

that ambiguities and questions could be followed up. 

Different people were asked about the same points; where 

appropriate, issues were checked by following up 
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relevant documentation. 

The initial analysis of the journal was done by the 

simple expedient of underlining sections relevant to the 

various case study topics. The entries were then 

classified according to whose viewpoint they 

represented. 

Journal entries were often made several hours after 

conversations took place. Only very sketchy notes were 

taken at the time, as extensive note-taking tended to 

make conversations stilted and more guarded. Quotations 

from the journal are thus usually indirect quotes, not 

verbatim accounts. 

References to the journals are written with a 

capital "J", followed by the volume and page numbers. 

For example J7.4 refers to volume 7, page 4 of the 

journal., 

2 documents 

Ministry of Health documents were consulted. These 

consisted mostly of correspondence, minutes and 

contemporary records of expenditure and health service 

utilisation. 
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3 individual interviews 

Individual interviews were conducted at the 

beginning of the study. 

4 group discussions 

Group discussions about the case study topics were 

held at the end of my time in Ghana. These discussions 

were tape-recorded. References to the group discussions 

are marked "IB" (interview book). 

My time as Regional Health Economist ended in 

October 1991 and I left Ghana. I returned in May 1992 

with write-ups of the case studies. These were read by, 

and/or orally presented to, a number of key informants 

including donors, district medical officers and past and 

present RHMT members. The aim of this stage - called 

respondent validation - was to see if the write-ups were 

factually correct and analytically acceptable. Radical 

changes were not needed after the respondent validation. 

Minor changes reflected factual errors; omitted points 

of view; and some indiscretions on my part where 

individuals were identifiable against their will. 
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F Quality controls for gualitative research -

validity and reliability 

"Qualitative analyses can be evocative, illuminating, 

masterful, and downright wrong." (Miles and Huberman, 1984, p 

230; original emphasis) 

Qualitative research should not be judged by 

scientific criteria such as replicability, external 

validity and objectivity. (Marshall and Rossman, 1989, 

ch 5) However, qualitative methods have their own 

quality controls. The two main ones are validity and 

reliability. Validity (or "truthfulness") has been 

defined as: 

"the extent to which the answer is correct" (Kirk and Miller, 

1986, p 20) 

and reliability as, 

"the extent to which a different researcher would arrive at 

the same findings". (Yin, 1989, p 45) 

The aim is, 
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"the simultaneous realization of as much reliability and 

validity as possible." (Kirk and Miller. 1986. p 20)48 

Enhancing validity entails looking at the same 

issue in several ways and from several standpoints; 

evidence should be constantly questioned. Two devices 

were used to improve validity. As its name suggests, 

respondent validation (described in section E, above) is 

a form of validation. Actors in the case studies were 

asked to confirm that the write-up was an accurate 

portrayal of events. 

The second device was triangulation. The idea of 

triangulation is that a finding is supported when 

different methods - or sources - yield the same result. 

Documents might confirm what was said in an interview; a 

structured conversation might corroborate a casual 

observation. The journal covered the same issues from 

several angles - this was another form of validation. 

Reliability is different from the scientific notion 

of replicability, which is defined as ensuring that the 

study could be repeated with the same results. The work 

was based on the observation of unique events: 

participant observation in such circumstances cannot be 

48 Perfect validity is impossible. Perfect reliability is 
compatible with no validity - for example by using budget 
information to represent expenditure. The wrong thing has 
been measured reliably. 
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replicable. The economic analyses, however, are 

replicable because they conform to the scientific model. 

(Bresnen, 1988, P 47) 

Reliability is about the reduction of bias. In 

qualitative research, reliability can only be judged if 

procedures are documented comprehensively. My journal 

fulfils this criterion to some extent. The journal was 

written as a record of events and conversations; it did 

not document my own thoughts about methodologies and 

theoretical developments. The journal was not written 

for public consumption; for example it unfairly 

identifies individuals. This is a dilemma. Results 

should be available to other researchers, yet entries 

are almost inevitably confidential. As a compromise, my 

journals have been made available only to the academic 

judges of this work. 

G Can qualitative case studies be generalised? 

Yin has distinguished two forms of generalisability 

_ statistical and analytical. Statistical generalis

ability refers to a situation where a correctly selected 

sample readily generalises to a larger population. In 

analytical generalisation, the researcher tries to 

generalise a particular set of results to some broader 

theory. (Yin, 1989, pp 43-44) 
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This work makes no claims at statistical general

isability, which is a criterion applied to quantitative 

research. Volta RHA was not randomly selected. It was 

not a typical regional health administration, if only 

because it agreed to host me. Nor were the case study 

topics randomly generated. The empirical results are 

thus not intended to be representative of a wider 

population of issues or organisations - this would be to 

misunderstand the nature of case studies. 

Case studies should, however, generate analytical 

generalisations. The concepts developed should be 

applicable to other settings; results should be related 

back to the theory which led to the case studies. 

Chapter 8 is an attempt at analytical generalisation 

from the empirical findings of the three case studies. 

(Bryman, 1989, p 173; Conrad, 1990, p 1259) 
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This thesis explores the relationship between the rational 

analysis of a problem and the constraints to rational 

decision-making. In order to investigate this, three issues 

were selected as case studies - resource flows, alternative 

immunisation strategies and the Cash and Carry drug supply 

system. Each issue was analysed from an economic viewpoint. 

The issues were also looked at through the eyes of several 

different actors, thus providing an anthropological 

perspective on the same issues and illuminating constraints 

to rational decision-making. 

Access to information was possible because of my job as 

Regional Health Economist with the Ministry of Health in 

Volta - this allowed me to be a participant observer. A 

variety of data collection instruments were used, the main 

one being a regular journal. 

Issues of validity, reliability and generalisability are 

discussed. 
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Chapter 5 

Resource flows 
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Chapter 5 

Cutting the Gordian knot: 

resource flows in the Ministry of Health 

"The lack of information about health sector financing and 

expenditure in many countries has undermined appropriate 

decision-making ........ Studies of health sector finance and 

expenditure generally have two main purposes, related to the 

health sector's problems: to investigate the efficiency of the 

health sector and to provide information for financial 

planning." (Mills and Gilson, 1988, p 99) 

A Introduction 

The previous chapter described how the case study 

topics emerged. One of the three topics - "a description 

of resource flows" - was in response to the problem 

"Volta Regional Health Administration knows neither how 

much it spends, nor what it buys. It also does not know 

what resources it uses and distributes." (Chapter 4, 

Section C) Originally, I imagined that the work 

described in this chapter would be a finance49 and 

expenditure survey. According to Mills and Gilson in the 

quotation above, the aims of such a survey are to 

investigate efficiency and to provide information for 

49 The word "finance" is used in this chapter to mean both 
money and goods in kind. 
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financial planning. 

During the course of the data collection, it became 

obvious that efficiency (in its economic sense50
) and 

financial planning were not the issues of most immediate 

concern. The system of resource distribution was an 

imbroglio; it imposed constraints on decision-making and 

signalled perverse incentives. These constraints and 

incentives limited the extent to which it was relevant 

to aim for "textbook" efficiency or "textbook" planning. 

This chapter describes the constraints and incentives; 

in other words, it describes the boundaries to 

rationality. 

Mills and Gilson state that the lack of information 

is a constraint to "appropriate [i.e. rational] 

decision-making". The chapter does not dispute this. 

However, it argues that there are many other constraints 

which also have to be considered. The question Is, "How 

can these constraints be handled in order to foster an 

environment which is (more) conducive to rational 

decision-making?". 

After this introduction, Section B - where does all 

the money come from? - describes the sources of finance 

received by the Ministry of Health in Volta in 1990. 

50 I.e. maximising health for a given budget or minimising 
the cost of achieving a given level of health. 
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Section C - where does all the money go? - looks at 

how resources were allocated. As well as quantifying the 

resources, the section also describes the processes by 

which resources were distributed. Many of these 

processes were very complicated. Originally designed to 

ensure accountability and control, the mechanisms for 

distributing resources had developed into vehicles for 

frustration and waste. Resources flowed through many 

channels; some channels worked more efficiently and had 

more resources than others. The opportunity cost of the 

same value of resources was thus different, depending on 

the channel. 

section D considers the issues from different 

points of view. It shows that accountants, donors, 

budget-holders and non-budget-holders perceived the 

system in different ways. 

Sections B-D contain a great deal of detail. 

Section E summarises the constraints emerging from 

previous sections. It then considers how these 

constraints might be managed in order to foster a 

decision-making environment conducive to economic 

efficiency. Finally, the implications for the work 

regional health economist are considered. 

the 

of 

As for all the case studies, this chapter 

concentrates on the regional level. Unless otherwise 
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stated, all data are from 1990. 

Examples are marked with "E" and are written in a 

smaller font. Direct quotations are printed in the same 

font. References to my journals are marked with "J", 

followed by the volume and page numbers. (e.g. J5.4; see 

Chapter 4, Section E for a description of the journals) 

B Where does the money come from? - resource flows in 

Volta, 1990 

This section is in two parts. Part I describes and 

quantifies the sources of finance for the Ministry of 

Health in Volta region and nationally. Part II looks at 

the informal financing system, which co-exists with the 

formal system. 

Part I gives more numerical information than Part 

II. Whilst it is reasonably easy to document formal 

sources of finance, data on informal financing are much 

more elusive. 

I Sources of finance - where does the money come 

from? 

Table 5.1 and Figure 5.1 show the sources of 

Ministry of Health finances in Volta region and 

nationally in 1990. The figures are actual expenditure, 
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not budgeted amounts. The exception to this is fees, 

where the data are for actual income. The national data 

come from two unpublished reports by Gillian Holmes. 

(1991 and 1992) 

From Figure 5.1, it can be seen that the Ghanaian 

government was the most important source of finance, 

contributing 87% of the resources in Volta. Fees for 

curative care, child welfare clinics and immunisations 

accounted for 7% of total income. Although this 7% is 

considerably lower than the 12% recorded for Ghana in 

1987 (Vogel, 1988, p 135), it is nevertheless a 

relatively high figure by international standards. 

Creese (1990, p 6) gave data on fee revenue as a 

percentage of Ministry of Health budgets for 12 sub

Saharan African countries. Of these 12 countries, 8 had 

less than 6% of income from fees. 
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Table 5.1 Sources of finance, 1990 (¢ thousands) 

SOURCE Volta (Waddington) National (Holmes, 
1991 and 1992) 

Government 257,000 (16%) 3,653,666 (14%) 
capital [¢198 per capita] [¢254 per capita] 
funds 

Fees 106,370 (7%) 1,242,000 (5%) 
[¢82 per capita] [¢86 per capita] 

Donor ( 1 ) 93,092 (6%) 3,663,000 (14%) 
[¢72 per capita] [¢254 per capita] 

Government 1,121,743 (71%) 18,276,926 (68%) 
recurrent [¢863 per capita] [¢1269 per capita] 
funds 

TOTAL 1,578,205 (100%) 26,835,592 (100%) 
[¢1214 per capita] [¢1864 per capita] 

Population 1,300,00051 14,400,000 

(1) This includes the major bilateral and multilateral donors, but 
excludes non-governmental organisations (NGOs). Most Mission 
expenditures are excluded; the Ministry of Health paid some 
salaries at Missions. Holmes' data exclude WHO expenditure. 
(Holmes, 1991, P 9) 

51 This is the population estimate used by the Regional 
Health Administration. Other estimates have put the 
population as high as 2 million. (see Chapter 3, Section 
D for a discussion of this issue) 
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Certain items are excluded from the figures in 

Table 5.1 because recent, reasonably accurate 

information is not available. Omitted sources of finance 

include: 

I all unofficial charges. These are described (but 

not quantified) in Section B (II). 

2 small sums of income from contraceptive sales. This 

income was held by the maternal and child health 

(MCH) division and was quite separate from other 

finances; not even the most financially astute 

District Medical Officers knew details of this 

income for their districts. (J3.131; J4.22; 

J6.2752
) 

3 non-salary expenditures by Missions. Most salaries 

were paid by the Ministry of Health; these are 

included in Table 5.1. 

Because Table 5.1 deals with government 

expenditure, it also excludes out-of-pocket spending at 

private facilities such as small pharmacies. In 1987, 

the World Bank estimated that out-of-pocket expenditure 

accounted for 51% of total health expenditure in Ghana. 

(World Bank, 1987) 

52 J = journal. For an explanation of these references, see 
the Introduction to this chapter and Chapter 4, Section E. 
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Table 5.1 compares data for Volta region with data 

for the Ministry of Health as a whole. The following 4 

pOints summarise and comment on the 4 sources -

government recurrent finance, government capital, fees 

and donors. 

1 The per capita government expenditure on capital 

was higher nationally (¢254) than in Volta (¢198). 

This seems fair, as Volta already had more than its 

share of health stations. 

2 The per capita expenditure on fees was more or less 

similar for Volta and for the country as a whole -

¢82 and ¢86 respectively. 

3 The figures for donor contributions show much 

higher per capita expenditure nationally than in 

Volta. 

The explanation for this is probably 

methodological, rather than there being a real 

difference. Donors' contributions arrived in Volta 

through so many channels that it was impossible to 

be aware of them all. It was only possible to 

include money given to the Regional Health 

Administration and some substantial donations in 

kind, notably vehicles and immunisation equipment. 

UNICEF, a regular donor, was able to provide 

costs - its donations were included. Ad hoc, 
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uncosted gifts from other donors were omitted. My 

figures for donor involvement in Volta are thus 

probably under-estimates. 53 (J3.92) 

4 Per capita expenditure from government recurrent 

funds in Volta was substantially lower than the 

national figure (about ¢860 and ¢I,270 

respectively) . 

A breakdown of government recurrent funds is given 

in Table 5.2 and illustrated in Figure 5.2. The 

difference between regional and national 

expenditure per capita was largely due to the 

difference in stores - ¢147 and ¢404 respectively. 

Expenditures on salaries and on travel/general/ 

maintenance were almost the same in Volta and 

nationally - ¢S61 and ¢S93 respectively for 

salaries; ¢ISI and ¢148 for travel/general/ 

maintenance. 

Volta did not appear to receive anything like its 

fair share of the stores (ostensibly) bought at 

national level. There are three possible 

explanations for this: 

53 The Regional Health Administration only heard about some 
donations through the newspapers. For example, the 
Assembl ies of God donated drugs and surgical suppl ies 
worth ¢1.4 million to a district hospital in November 
1990. As regional health economist, I learnt about this by 
reading the Daily Graphic of 20/11/1990. 
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(i) The methodologies for collecting data at 

regional and national level may have been 

different. My figures may be under-estimates 

because they only include stores which passed 

through Regional Medical Stores (RMS). Items 

collected from Central Medical Stores (CMS) 

and taken directly to a hospital, for example, 

have not been valued. Stores were certainly 

collected directly from CMS by some 

programmes, especially mental health, 

dentistry and the laboratories. However it is 

most unlikely that the under-estimate is 

anywhere near as high as the almost threefold 

difference between the Volta and national 

figures for per capita expenditure on stores. 

(J2.80) 

(ii) Other regions may have received "Volta's 

share" of stores. 54 This seems unlikely; Volta 

was relatively close to Accra and visited the 

CMS regularly. Tales of shortages were heard 

from all regions. 

The teaching hospitals also received a large 

percentage of stores. Again, however, it is 

most unlikely that this could account for the 

almost threefold difference. 

54 Comparable data from other regions were not available. 

180 



(iii) The resources remained in Accra. This seems 

the most plausible explanation. It was 

admitted at a meeting of Regional Directors in 

October 1991 that there had been considerable 

misappropriation of funds for stores at 

national level. This explains the discrepancy 

in the figures and the empty shelves often 

encountered at the eMS. The misappropriation 

denied Volta an estimated ¢334 million worth 

of stores. 55 This is more than the entire 

capital expenditure in the region. 

55 Per capita expenditure on stores was ¢257 lower in Volta 
than nationally. ' .. (¢404-¢147) ¢257 multiplied by 1.3 
million (the population of Volta) is approximately ¢334 
million. 
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Table 5.2 Breakdown of expenditure from government 

recurrent funds, 1990 (¢ thousands) 

Item Volta National (Holmes, 
(Waddington) 1991 and 1992) 

Salaries 729,383 (65%) 8,545,611 (47%) 
[¢561 per capita] [¢593 per capita] 

Cash (1) 
196,066 (17%) 2,133,748 (12%) 
[¢151 per capita] [¢148 per capita] 

Stores (Vol ta) ; 191,000 (17%) 5,819,700 (32%) 
"Other current" [¢147 per capita] [¢404 per capita] 
(national) 

Miscellaneous (2) 5,294 «1%) 1,777,867 (10%) 
[¢4 per capita] [¢123 per capita] 

TOTAL 1,121,743 (100%) 18,276,926 (100%) 
(¢863 per capita] [¢1269 per capita] 

population 1, 300,000 (3 ) 14,400,000 

(1) More specifically, "cash" means Financial Encumbrances in 
Volta. Nationally, it includes three budget categories -
travel and transport; general expenditure; and maintenance, 
repairs and renewals. 

Financial Encumbrances (FEs) are the cash part of government 
recurrent finances. FEs are explained in detail in C (III) of 
this chapter. 

For national level, the closest possible approximation to FEs 
is travel/general/maintenance. This is different from FEs in 
that it excludes some money for stores. 

(2) At national level, "miscellaneous" is salaries for Mission 
hospitals. 

At regional level, "miscellaneous" refers to a last minute 
allocation which was earmarked for in-service training. This 
sum was provided from government recurrent funds but was not 
included in the annual budget. (J3.102) 
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Table 5.1 showed that total Ministry of Health and 

donor expenditure in Ghana was about ¢26,840 million, or 

¢1,900 per capita. At an exchange rate of $1 = ¢350, 

this was about $5.4. The equivalent figure for Nepal 

(1990 expenditure per capita from government, fees and 

donors) was $1.8. If only government expenditure is 

considered, per capita expenditure was $1.3 in Nepal and 

$4.4 in Ghana. (Smithson, 1992) 

Government per capita expenditure on health in 1990 

is shown in Table 5.3 for several countries with broadly 

similar gross national product (GNP) per capita. These 

figures should be regarded as indicative; they are not 

totally accurate. 

Table 5.3 Government expenditure on health, various 

countries, 1990 

country GNP per Government Health Government 
capita expenditure expenditure per capita 

as % of GNP as % total expend-
government iture on 
expenditure health 

Ghana $390 14% 9% $4.9 

Kenya $370 31% 5% $5.7 

Lesotho $530 25% 7% $9.3 

Mali $270 30% 2% $1.6 

Pakistan $380 24% 0.7% $0.6 

Zambia $420 22% 7% $6.5 

Source: World Bank, 1992, pp 218, 238 
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Table 5.3 shows that Ghana's per capita government 

health expenditure is about average for comparable 

countries. The percentage of total government 

expenditure devoted to health is unusually high in 

Ghana; however, the government sector is small compared 

with the other countries. 

The Ministry of Health in Volta had four main sources of 

finance - government recurrent (71%), government capital 

(16%), fees (7%) and donors (6%). 

Volta did not receive its fair share of the national stores 

budget. This was an area of corruption at national level. 

II Informal financing 

"Illegal pecuniary considerations aside ........ " (Policy 

discussion, Conference of Regional Directors and Divisional 

Heads, July 1991) 

In 1990, a Ministry of Health carpenter earned 

about C8,600 ($25) per month. Comparable salaries were 

C12,600 ($36) for an enrolled nurse (starting salary); 

C18,100 ($52) for a public health nurse; and C35,300 

($101) for a medical officer. It was thus not surprising 

that a variety of devices were used to supplement 

government salaries. Some postings were more popular 
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than others. For example, the Ghana/Togo border was 

lucrative; health inspectors, on the other hand, 

regarded hospital postings as rather "dry". 

"Dashes" (informal, under-the-counter payments) are 

an integral part of Ghanaian society. The press was 

dashed to cover news events; local dignitaries were 

dashed to attend functions. The Ministry of Health was 

no different; in addition to the formal, recorded 

channels of resource distribution, the Ministry of 

Health had a sizeable "informal economy". Examples 

include: 

* doctors charging for death and unfit-to-work 

certificates. 

* health inspectors taking money from alleged 

"sanitary offenders", who would otherwise have been 

reported to the authorities. 

* 

* 

* 

nurses being forced to pay into a "welfare fund" 

when they collected their new uniforms. 

dashes to staff at the Ghana/Togo border to provide 

vaccination certificates. 

charges for water filters which protected against 

guinea worm. (These filters had been donated by a 
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U.S. company, on condition that they were 

distributed free of charge.) 

* judging overseas trips according to their monetary 

returns, rather than their educational (or other) 

value. Each time a public health doctor went to 

Nigeria to sit the membership examination, s/he 

received $1,000. It was thus "cost-effective" to 

fail this exam a few times! (J6.10, 54, 60, 76, 80; 

J7.12, 49, 63; Daily Graphic, 23/4/1990, 13/8/1990 

and 14/12/1990) 

Although no figures are given here for the informal 

sector, the importance of informal financing should not 

be under-estimated. The ability to supplement salaries 

was a powerful incentive for poorly paid staff. This is 

demonstrated in Chapter 6 (about immunisations) and 

Chapter 7 (about drug supplies). The subject is dealt 

with only briefly here simply because it is almost 

impossible to obtain systematic information about 

informal payments. 

Informal finances were important in the Ministry of Health. 

Salaries were very low; staff needed to supplement their 

incomes. 
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C Resource flows - where does all the money go? 

"Your financial management training is OK, Catriona, but what 

is the point? Accountants are secretive and dishonest; 

District Medical Officers are uncommunicative; the MCH 

Division has pots of money it doesn't tell anyone about. And 

not even you seem to know what the rules for health stations 

are." (Health inspector, June 1991) 

This section describes the various channels through 

which resources arrived in Volta. The procedures for 

each item (salaries, stores, donor finances etc.) 

determined the degree to which their use could be 

controlled within the region. This section deliberately 

concentrates on describing processes. At the end of the 

chapter, Section E considers what might be done to 

streamline these processes and to improve the 

availability of information about expenditures. 

section B discussed the formal and informal sources 

of finance for Volta Regional Health Administration. It 

might be expected that the next logical step would be to 

describe how the finance was used - i.e. the expenditure 

part of a finance and expenditure survey. Although this 

section does give some expenditure information, it is 

incomplete and the categories are rather ad hoc. 

Information on expenditure could only be obtained 

through special, one-off studies. Because I was 
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interested in constraints, I concentrated on questioning 

why the information was so difficult to get, rather than 

on conducting unique surveys. 

Table 5.2 and Figure 5.2 showed the four main 

channels by which government resources reached Volta -

salaries, capital expenditure, financial encumbrances 

(FEs) and stores in kind. Resources also came to the 

Ministry of Health from donors and from clients. This 

section describes these channels and shows how they 

offered different levels of control to the region. The 

descriptions highlight various constraints to rational 

decision-making. 

At the end of each part of this section is a boxed 

summary. 

I Salaries 

Salaries accounted for 46% of total expenditure in 

Volta in 1990. The region had little or no control over 

the size and composition of its workforce. Additional 

members of some cadres of staff arrived in the region 

unsolicited. Other cadres had to be energetically 

lobbied for. 
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e56 Persistent lobbying paid off. At a time when accountants were 

said to be in short supply, one District Medical Officer persuaded 

the Office of the Controller and Accountant-General to allocate 

accountants to two health stations (the lowest level of institution) 

in his district. (J3. 51) 

Although so much was spent on salaries, the region 

had little control over the management of human 

resources. There were four main limitations to the 

region's ability to make decisions about staff. 

1 Hiring and firing were constrained. 

In practice, it was very difficult for the region 

to sack even an ineffective watchman or to hire a 

much-needed driver. National controls on engaging 

new staff - brought in as part of structural 

adjustment - did not differentiate between priority 

and non-priority appointments. The across-the-board 

measures were aimed purely at controlling 

government expenditure. Attempts to sack 

individuals were frustrated by appeals to Accra or 

to local political figures. (J5.54) 

2 It was difficult to expand the duties of existing 

staff. For example, many orderlies refused to work 

outside (e.g. to scythe grass), as they had not 

been required to do so in the past. Enforcing the 

56 The symbol "E" denotes a specific example. 
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new duties was difficult, as most of the orderlies 

were locals, with strong community ties. (J4.46) 

3 Although in theory the region controlled the 

deployment of staff within the region, in practice 

the control was partial. 

Divisional heads in Accra, who decided promotions, 

exerted a strong influence over "their" staff. 

Attempts to transfer staff within the region were 

often frustrated by appeals to Accra. A reluctance 

to move, together with accommodation shortages, 

made it particularly difficult to transfer staff to 

rural areas and to anywhere in the two northern 

districts of Kete-Krachi and Nkwanta. There were no 

extra allowances for remote postings and staff 

(justifiably) felt that they would be isolated from 

benefits such as scholarships. (J6.49, 66-7) 

4 Discipline procedures were weak. 

For example, one nurse in an outlying health 

station had been found guilty of stealing money. 

Although she refused to repay the sum, she remained 

in the same job. (J6.47) 

considerable sums of money were locked up in 

salaries. The region was very constrained in what it 

could do about money wasted on the wrong kinds of 

staff - personnel decisions were highly centralised. 
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However, the Regional Health Management Team was also 

rather reluctant to tackle problems with staff, as such 

matters tended to be unpleasant, personalised and 

difficult to handle. 

Salaries accounted for 46% of total expenditure in Volta in 

1990. The Regional Health Administration had very little 

control over the composition, distribution or job 

descriptions of its workforce. 

II Capital 

"The work of contractors at Hohoe hospital in particular could 

be questioned in all aspects," (Hohoe Government Hospital, 

1991) 

C2S7,OOO,OOO was spent on capital in 1990. There 

were many problems with the system of allocating 

resources for capital projects. The Regional Health 

Administration (RHA) had little influence over 

priorities and little control over the costs and quality 

of project implementation. 

Each year, the RHA submitted a prioritised list of 

capital projects to the Ministry of Health (MoH) 

Planning Unit in Accra. The RHA's main criteria were 

increasing access and rehabilitation for facilities in 
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very poor states of repair. The list included estimated 

costs, based on past experience and inflation. The 

Planning Unit then collated the requests of all 10 

regions and defended them in a submission to the 

Ministry of Finance and Economic Planning (MoFEP). A 

final list of projects was approved by MoFEP. Copies of 

this list were then sent to both the MoH and MoFEP at 

regional level. Contracts were awarded by the Regional 

Tender Board, which was chaired by the PNDC Regional 

Secretary and had no MoH representation. The Regional 

Director of Health Services (ROHS) was, however, asked 

to advise meetings which considered health projects. 

(RDHS and RHE Volta Region, 1990, p 3) 

There were four main problems with this system of 

allocating money for capital projects. 

1 Non-priority projects were often selected. 

The Tender Board was not bound to heed the advice 

of the RDHS. New projects seemed to be selected on 

political grounds, rather than on the MoH's avowed 

aim of increasing coverage. (ROHS, 1989) 

E Four of the 23 projects on the 1990 approved capital 

projects list for Volta MoH were for new buildings. Most of 

the other projects involved the rehabilitation or (not always 

necessary) extension of existing facilities. The choice of the 

4 new sites was clearly the result of political, rather than 
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technical, factors. Three of the four projects would have 

hardly any impact at all on coverage. 

One of the new projects was for a feasibility study for a new 

regional hospital; this money was not spent in 1990. 

A second was for a health post in the district which already 

had the best coverage in the region. Moreover this new health 

post was in easy reach of the district capital. which was a 

short distance along a tarmac road. 

The third project for a new building was for a district 

capital (Nkwanta) which did not have any government curative 

facilities. There was, however. a good church clinic in the 

same town; the rest of the district was extremely under

served. The decision to build a large government facility in 

the district capital was perhaps understandable. but also 

represented a breakdown of government-church co-operation. 

The fourth new project (Denu) was easier to justify on the 

grounds of coverage - it was in the capital of one of the 

newly-created districts, which was a fairly large, under

served town. (J2.88) 

Whilst Volta was not alone in the politicised 

nature of capital decisions, a senior member of the 

MoH in Accra said that Volta's capital submission 

was more vulnerable to change through "lobbying" 
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than was the case for other regions. (J3.147) 

2 Costs were excessively high. 51 

The final cost of a project was determined by the 

government advisor on construction, the AESC 

(Architectural and Engineering Services 

corporation). These costs often bore little 

relation to the RHA's original estimates, but were 

invariably much higher. Contractors paid large 

bribes to be awarded government projects because 

they could provide a source of income for several 

years. (J3.77; JS.126) 

3 Implementation was slow. 

As late as August 1990, the MoH did not know for 

which approved 1990 capital projects contracts had 

been awarded. Not surprisingly, the job completion 

rate was disastrous. Of the 23 projects included in 

the 1990 capital budget in Volta, (all of which 

were intended for completion in 1990), only 5 were 

completed. One contractor had been on a hospital 

site for 20 years continuously! Another hospital 

had its relatively simple water supply project 

suspended after 4 years. (J2.106; J6.100) 

Delays in building were not inevitable. The donor-

51 For example, ¢27 million ($77,150) was spent on 
renovating two staff bungalows in Ho. 
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financed Operations Research Unit in Ho was built 

in a matter of months. Builders were hired locally 

and were responsible to a named individual in the 

RHA. The RHA itself responded rapidly (using the 

recurrent budget) when the serious deterioration of 

some of its staff accommodation was brought to the 

notice of an Regional Health Management Team 

meeting. (J5.175, 183, 258) 

Slow implementation had two main consequences. 

Firstly, the capital budget was generally 

underspent. For example, only ¢3 million of an 

allocated ¢20 million was spent at Ho hospital in 

1990. 58 Secondly, many partially-completed projects 

were suspended. Efforts were made from 1989 onwards 

to improve the completion rate by concentrating on 

a few ongoing schemes; by suspending many 

unfinished projects; and by not starting new ones. 

Many projects were suspended for so long that the 

unfinished work itself began to deteriorate. 

(J3.146; J5.127, 195, 222) 

4 Contractors were not accountable to the Ministry of 

Health. 

Although it was the client, the MoH had little say 

in the design of buildings or the way in which they 

58 The teaching hospitals seemed to be an exception to the 
under-spending in 1990, Korle-Eu used 230% of its 
capital allocation. (Holmes, 1992) 
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were constructed. For example, specific requests at 

Ho hospital for stainless steel wash-basins and for 

toilets with wheelchair access were ignored. 

(J5.222; Hohoe Government Hospital, 1991) 

The low completion rate perverted the entire 

capital planning process. Although the RHA had realistic 

capital priorities, these were not used as the basis for 

requests to MoH headquarters. Because their priorities 

were repeatedly ignored, the RHA preferred to find 

donors to fund priority building projects. Once a 

government contract had been awarded to a particular 

facility, it was not eligible for capital funds from 

donors, even if the government programme was 

"temporarily" suspended. It was thus regarded as rather 

a disadvantage to have government "help". For this 

reason, RHA capital budget submissions did not reflect 

actual priorities. If regions were keen to have district 

stores, for example, they would approach donors for 

funding and not bother to put the stores on the capital 

budget submission. Headquarters did not always fully 

grasp the point that submissions did not reflect 

priorities. (J3.6l; J4.2, 3; J5.201, 211) 

Although the efforts to improve completion rates 

were a good idea, it meant that the region had very 

little opportunity to identify new capital projects for 
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at least the years 1989-92; all the money was tied up in 

existing (often non-priority) projects. Even relatively 

small requests such as a security fence around the 

vehicle maintenance workshop in Ho were turned down. 

(J3.91; J4.1; J5.88; J7.6, 37) 

Capital expenditure was a source of enormous 

frustration and bitterness in the region. However, 

complaints had to be circumspect; powerful interests 

were involved. A District Medical Officer who complained 

to the press about the slow implementation of a project 

was reprimanded. Contracting was a delicate local issue. 

In 1990, several contractors in Volta were ordered to 

repay millions of cedis because of excess payments to 

them and because of their shoddy work. (J6.97; Daily 

Graphic, 25/4/1990) 

The term "capital" also included items of equipment 

such as air-conditioners, filing cabinets and operating 

beds. The region was not allowed to use its own 

recurrent funds to buy items designated as capital. 

E The RHA was not permitted to buy its own filing 

cabinets, even though its own Operations Research Unit 

. had identified this need. Filing cabinets could only be 

obtained through the capital budget, which entailed a 

minimum six months' delay. (Waddington et al., 1992) 
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E Many small capital items were disguised so that they 

could be bought with FEs. For example, a District Health 

Management Team (DHMT) bought a desk and chair by 

persuading the seller to list its component parts 

(recurrent items such as wood and nails) on the invoice. 

E the MCH centre in Kpando was re-roofed from the recurrent FE 

without any difficulty. This was because the District Secretary~9 

took a personal interest in the project. (J1.43, 71; J2.77, Ill; 

J3.84; J6.58, 87; J7.45) 

Money for buildings tended to be allocated according to 

political, rather than technical, priorities. The 

implementation of construction projects was very poor. The 

region was not allowed to use its own recurrent funds to buy 

items designated as capital. 

III FEs - financial encumbrances 

"If one has adequate knowledge of the rules of financial 

administration, most activities can be funded from the FEs." 

(District Medical Officer's handing-over notes, 1990) 

Almost C200 million in the form of financial 

59 Each district had a PNDC Secretary as the pol i tical 
head. (see Appendix 4) 
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encumbrances (FEs) was spent in Volta in 1990. FEs are 

the documents for transferring money from one level of 

government to another. In effect, they are the cash 

component of government recurrent finances. The FEs were 

distributed quarterly from Accra to the regional capital 

and thence to the spending officers. There were several 

problems associated with the spending of these FEs _ 

these are described below. Despite these problems, 

however, the FEs represented money over which the 

spending officers had control, and which could be spent 

with a reasonable degree of flexibility. 

The national MoH budget did not accurately predict 

what resources would arrive in the region. According to 

the national budget, Volta should have received C300.2 

million in the form of FEs in 1990. In fact, it received 

C232.8 million - 78% of the expected amount. Table 5.4 

shows that only 84% of this amount could be realised. 

Overall, therefore, 65% of the budgeted amount for items 

other than salaries was actually spent. 60 

The Ministry of Health's FEs were handled by three 

ministries - the MoH; the Office of the Controller and 

Accountant-General (CAG); and the Ministry of Finance 

and Economic Planning (MoFEP). MoFEP had staff at 

national and regional level, but not in the districts. 

CAG had their own treasury offices in regions and 

60 65% = 78% x 84%. 
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districts; in addition, CAG staff were seconded to the 

MoH. All accountants in the MoH were employed by CAG. 

This section about FEs is in 4 parts. Part Ca) 

looks at how the RHA allocated the regional FE amongst 

23 spending officers. Part (b) describes how the amount 

available in the FE was limited through the device of 

drawing limits. Part ec) looks at the rules for spending 

FEs. Part Cd) considers the records kept about FE 

expenditure - they did not provide accurate information 

about how the money was really spent. 

(a) FEs - the allocation to 23 spending officers 

The RHA distributed FEs to its 23 spending 

officers61 
- 2 in the RHA, 9 District Medical Officers, 

8 hospital in-charges62 and 4 training schools' 

principals. The schools trained community health nurses; 

general nurses (state registered and enrolled); health 

inspection assistants and midwives. 

61 Volta was unusual in having so many spending officers 
(SOs). Establishing independent DHMT budget holders was a 
priori ty of the RDHS who took off ice in 1987. In many 
other regions, the SO for the OHMT and for the district 
hospital were the same person. Some districts had no FEs 
at all and had to collect everything from the regional 
capital, including fuel. (Jl.lO, 15; J3.l06) 

62 The 8 "hospi tals" include Aflao and Sogakope health 
centres, which (usually) had a doctor working there and 
which had their own FEs. Both health centres were located 
in district capitals and were unusually large. The 6 other 
hospitals were Hohoe, Keta, Kete-Krachi, Peki, Worawora 
and Ho, the regional hospital. 
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The FEs were allocated by the Regional Director and 

the Regional Hospital Secretary. Table 5.4 shows the 

distribution in 1990. The columns demonstrate that 

expenditure was not the same as allocation. For example, 

the DHMTs6
] were allocated almost ¢37.6 million, but 

spent only ¢31.6 million - i.e. 84% of the allocation. 

The reasons for this under-spending are explained in 
lb) 

point .¥, below. 

Table 5.4 Distribution of FEs, 1990 

Institution Amount Expenditure % allocation 
allocated (¢) (¢) ( 1 ) spent 

RHA 108,739,750 94,863,316 87% 
(47%) (49%) 

Epidemiology 6,955,000 6,004,665 86% 
division (3%) (3%) 

Hospitals 64,919,500 53,994,229 83% 
(28%) (27%) 

DHMTs 37,571,500 31,649,649 84% 
(16%) (16%) 

Training 14,632,750 8,924,907 61% 
institutions (6%) (5%) 

TOTAL 232.818.500 195.436.766 84% 
(100%) (100%) 

(1) A series of questionnaires were distributed to spending 
officers and discussed at quarterly meetings of regional and 
district managers. These questionnaires provided the 
information about expenditure. 

6] DHMTs, hospitals and training schools were the spending 
institutions. District Medical Officers, hospital in
charges and school principals were the spending officers. 
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Three points from the Table 5.4 are discussed in 

detail. 

I The RHA kept almost half of the money. 

Table 5.4 shows that the RHA itself kept almost 50% 

of the FE money. One justification for this was 

that the RHA was better at converting allocations 

into actual expenditure. In previous years, there 

had been a problem with under-spending. The RHA 

felt that it was best placed to overcome the poor 

disbursement. 64 This was not a strong 

justification. Table 5.4 shows that the percentage 

of funds realised was highest for the RHA; however, 

with the exception of the training institutions, 

the differences were not large. Moreover, the 

performance of all the categories except hospitals 

improved as the year progressed. By the end of the 

year, districts were realising a slightly higher 

percentage of their funds than the RHA. There were 

several reasons for improved recoupment. These 

included some informal training; the inclusion of 

improved financial management in the plans drawn up 

by districts under the Strengthening District 
\ 

Health Systems (SDHS) Initiative; and the RHA's 

threat to reduce the FEs of institutions which did 

not appear to be spending much. (Jl.64) 

64 Other ministries - and even PAMSCAD, which was located 
in the MoFEP - also had disbursement problems. (Daily 
Graphic, 19/11/1990) 
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2 The allocation of some FEs reflected historical, 

rather than present, importance. 

The malaria programme had a separate FE within the 

epidemiology allocation, largely because Ho (the 

regional capital) had at one time housed the 

national headquarters of the malaria control 

programme. As there was little malaria control in 

progress, this FE was spent on "luxuries" such as 

the repair of air-conditioning. At the same time, 

the epidemiology division did not have funds for 

more important control measures, such as an 

investigation of the yaws situation. (J3.l03) 

In a situation such as this, merely providing 

information about expenditures can have an effect. 

The Regional Director and the Senior Medical 

Officer (Public Health) acknowledged the anomaly 

and planned to reduce the allocation to the malaria 

programme. There was no significant opposition to 

this. 65 

3 The 8 hospitals received more than half as much 

again in the form of FEs as the 9 DHMTs. 

Table 5.5 shows the financing and workload of 

hospitals and DHMTs/health stations in more detail. 

DHMTs were responsible for supervising health 

65 In 1991, the malaria FE was brought under the control of 
the Senior Medical Officer (Public Health). This was in 
effect a reduction in the allocation for malaria, as the 
SMO(PH) was able to spend the FE on other, more preSSing, 
priorities. 
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stations and ensuring that they had sufficient 

equipment and supplies. The number of health 

stations supervised by a DHMT ranged from 2 

(Nkwanta) to 24 (Ho), with an average of 10. The 

health stations supervised by the DHMTs actually 

saw more out-patients than the hospitals. (About 

151,000 out-patients were seen at health stations 

in 1990; 103,700 at hospitals.) The DHMTs received 

about ¢250 per out-patient and the hospitals ¢630. 

Although it is recognised that the hospitals saw 

more serious cases and had in-patients, the DHMTs 

also had many other public health and supervisory 

duties. Moreover, the hospitals were able to 

generate more revenue from fees per out-patient -

about ¢640, compared with ¢220 per health station 

out-patient. Counting fees and FEs together, DHMTs 

received about ¢470 per out-patient and the 

hospitals about ¢1,300. This suggests that the 

hospitals were relatively better-off than the 

DHMTs. The reasons for this allocation were partly 

historical (DHMTs were new) and partly reflected 

the power of the hospitals. 

District Medical Officers felt that they were being 

asked to do more and more with an amount of money 

which increased only slowly, if at all. For 

example, the payroll system was re-organised to 

separate DHMT staff (including health stations' 
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staff) from district hospital staff. A larger 

number of people on the DHMT payroll meant more 

responsibilities for travel claims etc. This was 

not reflected in larger FEs. 

Table 5.5 Financing of hospitals and DHMTs/health 

stations, 1990 

Hospitals DHMTs/ Total/ 
health average 
stations 

Out-patients 103,682 151,024 254,706 

FE allocation (e) 64,919,500 37,571,500 102,491,000 

Fees revenue (e) 65,944,673 33,553,488 99,498,161 

FEs per out-patient 626 249 402 
(e) 

Revenue per out- 636 222 391 
patient (¢) 

Total income per 1,262 471 794 
out-patient (¢) 

The RHA allocated the regional FE to 23 spending officers -

this was a key resource allocation role. The allocation was 

strongly influenced by political and historical factors -

the RHA did not have clear criteria for dividing out the FE. 
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(b) Limiting expenditure - drawing limits and 

expenditure authorisations 

Financial encumbrances (FEs) were sent to the RHA 

each quarter. The RHA's allocations to the spending 

officers were checked by both the Regional 

Administration (the political arm) and the Regional 

Treasury. 66 (J3.50) This often took some time, so that 

the flow of money was not regular throughout the year. 

In the third quarter (July-September) of 1990, for 

example, the first FEs were not received until 8th 

August. The most isolated district, Kete-Krachi, did not 

receive its FE until 27th August, more than half way 

through the quarter. 67 Figure 5.3 shows the uneven 

distribution of RHA payment vouchers throughout the 

year. The graph shows that the beginning of the first 

quarter was the most difficult time; in effect, no 

government money was available in January or February. 

There were thus problems with cash flow, as well as with 

the absolute amount of money available. (J2.15) 

E In Jasikan district, the motorbike which was used to collect 

monthly statistics from health stations could not be repaired until 

March 1990, when it had broken down in December 1989. 

66 These checks were related to accountability; neither 
office generally took an interest in how the money was 
shared amongst the spending officers. 

61 One consequence of these delays was that even the best 
organised hospital had to stop feeding its in-patients. 
(J3.68) 
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When the FE arrived at the spending officer's local 

treasury, a drawing limit was imposed. The drawing limit 

was essentially a tool for use by central government to 

control expenditure quickly. It meant that in the first 

instance only a specified percentage of the FE would 

actually be released to the spending officer (SO). The 

limit varied over time and between treasury offices. In 

1989, the drawing limit averaged 20%. In 1990 the limits 

averaged respectively 50%, 75%, 50% and 50% for the four 

quarters. (Jl.26; J2.37; J5.l94; J6.40; J7.43) 
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Drawing limits existed de facto rather than de 

jure; they were communicated to accountants in the 

various ministries by writing them on a blackboard 

outside the treasury office. The lack of documented 

recognition of drawing limits was because they were 

regarded as temporary measures. (Jl.37; J2.l02) 

If spending officers used the drawing limit amount 

fast enough, and were sufficiently well motivated, they 

could then apply for an expenditure authorisation. This 

was usually for the difference between what had already 

been received and 75% of the sum stated in the FE. In 

other words, after the drawing limit and the expenditure 

authorisations, SOs generally received a fairly 

predictable 75% of the amount stated in the FE. 6B 

Although an expenditure authorisation application 

entailed a journey to Accra, it was usually successful. 

Because the complexities of the system induced apathy, 

institutions did not always bother to apply for the 

expenditure authorisation. 

E The RHA collected the expenditure authorisation on behalf of the 

defaulting regional hospital in the first quarter of 1990; in the 

second quarter it had to "remind" the hospital to go to Accra to 

collect an outstanding C775,OOO. (J2.72; J3.18) 

68 This illustrates the fact that the function of the 
drawing limit had become distorted over time. Initially 
intended as a short-run measure to reduce expenditure, it 
developed into a regular and fairly predictable admin
istrative routine with no obvious public finance function. 
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The role of expenditure authorisations meant that 

some of the rationing of resources was done informally 

by the Office of the Controller and Accountant-General, 

which was more centralised than the MoH. (J3.59) CAG 

tended to favour granting additional expenditure to 

hospitals, and in particular for such scandal-prone 

items as food for in-patients. Hospitals often managed 

to collect more than 75% of their FE. The two teaching 

hospitals of Korle-Bu and Komfo Anokye seemed to do 

particularly well when they appealed for additional 

money. (J2.83; J3.69, 84) 

In practice, many treasury officers recognised the 

role of expenditure authorisations and immediately gave 

a drawing limit of 75%. Table 5.4 showed that, with the 

exception of the training institutions, SOs generally 

managed to spend more than 80% of their allocation. This 

was partly due to formal expenditure authorisations from 

Accra and partly because of informal arrangements at 

local treasuries. This flexibility came to an end in 

late 1991 - drawing limits and expenditure 

authorisations of 33% were strictly enforced in the last 

two quarters. This was partly because of increased oil 

prices as a result of the Gulf War and partly because 

the government had spent a lot of money for the Non

Aligned Movement Conference. 

There was one more way in which 80s could spend 
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more than the standard 75%. If money was about to be 

returned to Accra69
, a degree of controlled over-

spending was judicious. If other sectors had under-spent 

in a quarter, the MoH could benefit from this. In any 

case, treasury officers retained a 10% contingency to 

cover some over-spending. This strategy was not without 

risk, as a treasury officer could decide at the last 

minute not to allow an expenditure. (J3.49, 69-71) 

FEs often reached spending officers rather late in the 

quarter. The value of the FE was reduced through the 

imposition of drawing limits by district treasuries. Part of 

this money could usually be retrieved by going to the CAG in 

Accra. Drawing limits and expenditure authorisations made 

FEs difficult to understand; they also caused uncertainty. 

Spending officers needed to be persistent and energetic if 

they were to be given access to 75% or more of the FE. 

(c) The rules - what can be bought with FEs? 

There were many rules about the use of FEs. (see, 

for example, Republic of Ghana, 1979, laws 287-298) To a 

large extent, the flexibility with which the rules were 

69 In theory, unspent money had to be returned to the 
treasury in Accra at the end of every quarter; in 
practice, the regional and (some) district treasury 
offices only applied this rule at the end of the fourth 
quarter. The rule was also applied more stringently in the 
second half of 1991. (J6.70) 
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applied depended on the local treasurer and on the 

knowledge of the spending officer and the MoH 

accountant. There was considerable demand to learn more 

about financial procedures - in the 1989/90 

Strengthening District Health Systems (SDHS) Initiative, 

it was one of the three most popular subjects for 

district action plans. Training in financial management 

was also requested by both of the two new districts 

which underwent SDHS in June 1991. (J2.l3; J6.6l; 

Cassels et al., 1992, p 7) 

The many rules surrounding the use of FEs were a 

result of the quest for accountability. A byproduct, 

however, was a significant decline in flexibility. The 

purchase of fuel illustrates the tension between 

flexibility and accountability. 

E In districts with government fuel depots, spending officers were 

supposed to buy their fuel from these depots. Purchases from 

commercial garages were discouraged, as this was an easy way to 

steal government funds. The depot periodically ran out of fuel, 

however, and did not open until 9 a.m. This was inconvenient, as 

most journeys began at dawn. A useful way of spending money quickly 

at the end of a quarter was to give it to a garage to record as 

credit - yet this was not allowed. (J1.5, 11) 

Although there were problems with collecting fuel, it was much 

easier to do this than to reclaim money spent on public transport. 
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The claims were inconvenient and time-consuming; the money was often 

not repaid for several months. Staff were understandably annoyed 

when they were owed money. Most SOs tried to pay travel claims 

first, but it was not always possible to meet all the claims. 

The system as a whole discouraged staff from travelling. It 

particularly discouraged the use of public transport, which in many 

cases would have been more efficient than using a government vehicle 

for a journey. (J7.1) 

Purchasing goods locally was another complicated 

procedure. Firstly, a local purchase order (LPO) had to 

be completed. This needed to include price quotations 

from three local suppliers. The system was totally 

unsuited to small businesses such as roadside mechanics 

which did not offer written quotations and which could 

not afford to do work on credit. (J5.31) After the LPO 

had been checked by both the audit and treasury offices, 

a payment voucher could be prepared. This also had to be 

checked by the treasury and by audit. Finally, a cheque 

could be raised to pay the seller. This procedure 

deterred buyers and sellers, as illustrated by the 

following three examples. 

E One public health nurse in a district with an unco-operative 

accountant spent months raising a cheque to pay for minor repairs to 

the MCH clinic. By the time she had worked out the system (which had 

never been explained to her), the financial year had ended! 
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Moreover, she was told that money for the repairs would not be re

allocated the following year, as she was "obviously not interested 

in spending the money". (Jl.5) 

E One of the training schools had C800,OOO returned to the national 

treasury because audit disallowed eIpenditure on repairs to the 

students' bus. Because of this, the money had not been spent in 

time. [The auditor in question was later removed from post, as it 

was recognised that too many LPOs were being delayed or rejected.] 

(J2.92, 111) 

E A nurse on the Regional Health Management Team was unable to find 

three local firms to supply price quotations, as they were tired of 

wasting stationery on tenders which were never accepted. (J1.71) 

Imprests allow petty cash to be held. In theory, 

imprests should have had many advantages in terms of 

flexibility and speed. Expenditures through imprests did 

not require LPOs. They enabled purchases in the open 

market, which bypassed contractors and were hence often 

cheaper. Imprests should also have been useful during 

the periods before FEs arrived each quarter. In 

practice, however, the procedures for imprests were as 

cumbersome as for the regular use of FEs. Some districts 

no longer bothered with the system and used funds from 

mass immunisation campaigns to serve the same petty cash 

function. This created a vicious circle; unused imprests 

were not renewed by the local treasury, yet the more 
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complicated the FE system, the greater the need for 

imprests. (Jl.5l; J2.l08; J3.85, 88; J6.l0, 50) 

There were many rules surrounding the use of FEs. These were 

a result of the quest for accountability - a byproduct, 

however, was a significant decline in flexibility. 

(d) Expenditure records - a poor reflection of reality 

"[U.K.] National Health Service managers cannot know whether 

they are spending taxpayers' money wisely because the 

information they draw on to make decisions is generally 

Inadequate, the Government spending watchdog says in a report 

today." (Jones, 1991) 

The watchdog in the above quotation might just as 

well have been writing about Ghana. The classification 

of items of expenditure often had little or nothing to 

do with how the money was actually spent. The rules to 

ensure accountability had been relaxed to allow spending 

officers some flexibility; accountancy records had not 

kept up with these developments. Records showed 

expenditure according to the categories in which money 

was allocated. This was very different to how the money 

was actually spent. 

The Ministry of Health accounts recorded 
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expenditure under 14 divisions 70
, 5 items 71 and 40 sub-

categories. In practice, most institutions vired money 

amongst divisions and items all the time. 72 ["To vire" 

means to transfer money from one budget category to 

another.] However in 1990 at least two MoH accountants 

and one district treasury officer in Volta still refused 

to vireo This was not openly criticised by senior CAG or 

MoFEP staff. They were reluctant to acknowledge and 

condone the extent of viring, even though they 

recognised that it improved the flexibility and speed of 

government services. 73 (J2.45, 70, 84, 103; J6.28) 

Spending officers changed often and were given no 

special training in managing FEs. Not all SOs knew about 

viring; this made them vulnerable to the whims of 

accountants and treasury staff. (J2.l3) 

70 In descending order of budget (including salaries) these 
were: medical care, MCH, epidemiology, training, environ
mental, statistics, RHA, laboratories, common services, 
nutrition, mental, stores, dental, and health education. 

11 The items were numbered 1-5 in the budget: (1) personal 
emoluments (salaries); (2) travelling and transport; (3) 
general [including station~ry]; (4) maintenance, repairs 
and renewals; and (5) supplles and stores. The boundaries 
between these items were not clear-cut. For example, 
detergent (a major item of expenditure) could be 
classified as either item (3) or (5). 

72 The only viring which was (sometimes) not allowed at the 
regional treasury was between the 160 (support services) 
account and the 163 (medical care) account. 160 included 
6 divisions common services, RHA, stores, health 
education, statistics and training. The other 8 divisions 
were in the 163 account. (Jl.76; J3.70) 

73 Relaxing the rules about viring was essentially 
decentralisation through the back door. 
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Accountants were supposed to submit monthly 

expenditure returns to their superior officers. These 

recorded all expenditure from the FEs. There were many 

problems with these expenditure returns: 

- They were very complicated. District Health 

Management Team (DHMT) accountants had to fill out 

a two-page form for each of the five divisions in 

the DHMT. 

- They were expected monthly. This made no sense when 

FEs were allocated quarterly and often did not 

arrive until the second month of the quarter. 

- They mentioned neither drawing limits nor 

expenditure authorisations. Accountants worked out 

their "balances" according to the total FE, even 

though about 20% of this amount would never be 

available. Expenditure records did not even show 

how much money was available to spend at any given 

time. 

- Accountants spent a great deal of time (and 

nugatory skill) categorising expenditures. They had 

to mould actual expenditures to fit into the 

allocation categories. (J3.8, 41, 89) 

It is not surprising that the expenditure returns tended 
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to be incomplete and delayed. 

Because actual expenditure was massaged into the 

categories where money was available, expenditure 

returns were a self-fulfilling prophecy. It appeared 

that money was spent on the very items for which money 

had been allocated. 

e A (correct) expenditure return from Kete-Krachi district showed 

that it had spent ClOO,OOO on stationery; in fact, much of the money 

had been used to pay travel claims, because the budget allocation 

for this item was insufficient. The only way to find out how the 

money had really been used was to look at the books in Kete-Krachi. 

(J6.28) 

Non-accountants rarely took any notice of the 

expenditure returns; they were not used as a management 

tool. If they had used more easily intelligible and 

relevant categories, the expenditure returns would have 

provided useful information for monitoring. 

e Over 20% of the medical care budget (excluding salaries) was 

intended for buying food for in-patients. Many hospitals received 

this money but did not cater for patients, arguing that there were 

more important priorities. Whilst it is reasonable that decisions 

about hospital policy were made locally, there should have been some 

monitoring of what services different hospitals provided. Good 

expenditure returns would have allowed the RHA to monitor hospitals 
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and to give sensible replies when hospitals claimed that they "could 

not afford" to feed patients. (J3.19, 30, 55, 88, 144) 

When staff did look at the budget or expenditure 

returns, the numerous sub-categories meant that there 

was considerable potential for misunderstanding. If 

people saw that money was allocated under a certain 

category, it was difficult to explain why no money was 

made available for that purpose. The extent to which 

viring took place was not generally realised. 

E One category - "refund of medical expenses" - aroused considerable 

passion amongst MoH staff. In 1989 the sub-item had a budget of 

~1,87l,000 for Volta region. RHA staff had to explain why this money 

was not available to help in particular cases where a member of 

staff (or relative) had required medical treatment in a private or 

mission hospital. (J2.84, 90; J3.32; also see Chapter 7) 

Because of the lack of information about 

expenditures, a simple questionnaire was devised in 

Volta region and used for several quarters. The 

questionnaire asked for basic information about drawing 

limits, expenditure authorisations and actual 

expenditure. SOs were encouraged to fill these in, 

rather than accountants. Most of the questionnaires were 

filled in correctly and reasonably easily. With a little 

effort, regions could encourage SOs to understand and 

question the use of their FEs. The problem with this was 
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that it set up a parallel information system, creating 

more paperwork for the spending officers. 

Ministry of Health headquarters did not seem to 

appreciate how little the budget reflected actual 

expenditures. When confronted with the evidence, the 

Director of Medical Services sat up straight and said, 

"Is it really that bad?". (J2.78) A letter from the 

Secretary of Health in June 1991 ordered that all 

purchases should be made according to budgetary 

allocations; in practice, this would have crippled the 

functioning of the RHA. (J6.74) 

The lack of information about expenditure had far

reaching consequences. The MoH issued many policy 

statements endorsing primary health care. Some donors 

(for example USAID) said that certain funds were 

specifically earmarked for PHC. The World Bank claimed 

to monitor the percentage of MoH resources allocated to 

primary care. In fact, such earmarking and monitoring 

were not possible. With the exception of data on 

salaries for specific cadres, information about what was 

spent on PHC was simply not available. (J5.42) 

Table 5.6 shows the kind of information which was 

not routinely available - how the RHA FE was allocated 

to variouS divisions, compared with how it was actually 
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spent. The "allocated" column is based on the category 

codes used by accountants; the "actual expenditure" 

column is based on the verbal description on the payment 

vouchers, which usually made it obvious which division 

was actually benefiting from an expenditure. "Allocated" 

shows how much was given to the RHA under a particular 

category and hence how much the RHA accountants recorded 

had been spent under this category. For example, about 

¢49.2 million was allocated to medical care. In 

practice, the RHA spent only about ¢29.9 million on 

items which directly benefited the medical care 

division. 

The rows in Table 5.6 are similar to, but not the 

same as, the 14 divisions. (The divisions are listed in 

footnote 70.) Training has been separated out into 

training institutions and in-service training - these 

involve different spending officers and different 

beneficiaries. Transport has been added as a separate 

category. It was impossible to attribute transport 

expenditure to a particular division, as the RHA vehicle 

fleet was pooled, rather than organised along divisional 

lines. 
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Table 5.6 RHA expenditure - recorded and actual, 1990 

Division/ Allocated/recorded 
programme (¢l 

Medical care ( l) 49,239,223 (49%) 

Building maint- 483,189 «1%) 
enance (common 
services division) 

Transport 7,120,201 (7%) (2 ) 

RHA/admin./accounts 10,049,827 (10%) 

In-service training 7,792,862 (8%) 

Epidemiology (3) 3,956,993 (4%) 

MCH 7,269,554 (7%) 

Training schools 4,693,290 (5%) 

Environmental 2,503,228 (3%) 

Nutrition 704,995 (1%) 

Stores (4 ) 104,920 «1%) 

Mental 7,350 «<1%) 

Statistics 1,346,740 (1%) 

Dental 62,490 «1%) 

Health education 2,025,100 (2%) 

Laboratories 2,796,980 (3%) 

Miscellaneous 0 (0%) 

TOTAL 100,156,942 
(100%) 

Source: RHA payment vouchers 

( 1 ) 

( 2 ) 

Medical care includes the pharmacy division. 

Fuel only. 

Actual 
expenditure 

29,941,280 

21,974,915 

20,229,404 

10,381,773 
, 

4,282,788 

4,342,481 

2,914,442 

1,744,340 

1,257,978 

521,975 

68,910 

29,950 

34,620 

39,950 

0 

0 

2,392,136 

100,156,942 
(100%) 

( 3) Epidemiology = Senior Medical Officer (Public Health) + 

leprosy + malaria + parasitic diseases. Expenditure on 
immunisations was classified under this division. 

(¢l 

(30%) 

(22%) 

(20%) 

(10%) 

(4%) 

(4%) 

(3%) 

(2%) 

(1%) 

(1%) 

«<1%) 

«<1%) 

«<1%) 

«<1%) 

(0%) 

(0%) 

(2%) 

(4) A purchase was classified under "stores" when it was not 
obvious which particular technical division benefited from the 
purchase. (J5.92) 
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Three points can be made about Table 5.6 - one 

general and two specific. 

1 The only way to find out about actual expenditure 

by division was to look at the individual payment 

vouchers for each spending officer. This was an 

extremely time-consuming process. With the 

exception of salaries, the Ministry of Health 

simply did not know what its money was spent on. 

This remains the case at the time of writing (late 

1992). 

2 Expenditure on transport was recorded along 

irrelevant divisional lines. The RHA transport 

fleet, on the other hand, was pooled. Vehicles were 

allocated according to need (as judged by the 

Transport Officer). A division's nominal budget was 

irrelevant to the decision. The accounting system 

meant that no overall record was kept of the cost 

of running the transport fleet. 

3 The allocation for building maintenance was 

paltry - yet this was a major item of RHA 

expenditure. The Regional Health Management Team 

decided in 1990 to concentrate on renovating staff 

accommodation in Ho. No records of this large 

expenditure were sent to Accra because the system 

demanded that the expenditure be re-classified into 
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categories where there was some money. The 

allocation for item 4 (maintenance, repairs and 

renewals) for the entire region was ¢28.5 million 

in 1990; the actual expenditure of the RHA alone 

was ¢32.1 million. (J4.36) 

Expenditure records were classified according to allocation, 

not actual expenditure. The records were thus not 

informative for local management or national budgetary 

purposes. 

Spending officers often did not know how to vire or to 

complete expenditure records. 

The only way to investigate actual expenditure was to 

examine each payment voucher. 

IV Stores 

"There was only one catch and that was Catch-22, which 

specified that a concern for one's own safety in the face of 

dangers that were real, and immediate was the process of a 

rational mind." (Heller, 1963) 

If managers at regional level and below are to make 

rational decisions, they need to know what resources 

they have access to. The more uncertainty there is about 
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this, the less likely is rational decision-making. 

¢191 million worth of stores arrived in kind in 

Volta in 1990. Just over 70% of these stores were drugs 

collected from the Central Medical Stores. The 

allocation of stores was ad hoc: it was neither demand

led, nor based on an explicit rationing system. The 

maldistribution and misuse of stores entailed a 

significant waste of resources. 

It has already been stated that misappropriation at 

national level cost Volta an estimated ¢334 million 

worth of stores. 74 This diversion of funds was merely a 

particular instance of a long-standing problem. Changing 

the supply system was difficult because the status quo 

offered opportunities for making money at the highest 

levels of the MoH and other ministries. 

E In 1989, the Government of Ghana/World Bank Structural Adjustment 

Secretariat recommended that responsibility for medical stores be 

removed from the MoH. At the time of writing, this had not happened, 

though in mid-1991 there was a PNDC directive that all procurement 

should be made through the Ghana Supplies Commission. 

E When attempts were made to rationalise central drug purchasing, 

considerable sums shifted from the "drugs" to the "dressings" vote, 

as these expenditures were monitored less closely. (Jl.41; J6.53) 

74 See section B (I) of this chapter. 
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Until the national system was improved, the region 

had to operate in an unsatisfactory environment. There 
~ 

were six main problems with the system of stores 

distribution. 

1 The system was not responsive to needs; it operated 

on a first come/first served, collect-what-you-find 

basis. 

Because there was no effective monitoring of the 

demand for, or use of, stores, the items available 

at Central Medical Stores did not always correspond 

to need. Moreover, regions' requisitions from CMS 

did not necessarily reflect actual demands. They 

tended to be opportunistic (in that requests were 

made for items which the grapevine suggested were 

available) and grossly inflated, in anticipation of 

across-the-board cuts. If an item was available in 

large quantities, then large quantities would often 

be collected and taken to Ho, even if they were not 

immediately needed. For the region, such hoarding 

was a sensible strategy, as there was no certainty 

about when that particular item would next be 

available. If Volta did not collect unnecessarily 

large amounts, then some other region surely would. 

This "collect-what-you-find" system worked to the 

advantage of regions within easy access of Accra, 

including Volta. Communications about the 

availability of stores were poor - the region might 
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be in need of an item and not realise that the item 

had just arrived at eMS. (Jl.43; J4.53; J5.217; 

J6.l8) 

This system of stores allocation was mirrored at 

regional level, although communication about 

availability was somewhat better. The Senior 

Supplies Officer in Ho used the quarterly 

conference of regional and district managers as a 

forum for "advertising" items which were in 

plentiful supply. (J6.9, 51) 

2 The system was not price-conscious. 

Although prices were recorded on issue sheets, the 

recipient institution did not have to worry about 

the cost. Everyone simply collected the best that 

was available. There was no tradition of 

questioning the costs of stores which arrived in 

kind at regional level. 

E At a Conference of Regional Directors and Divisional Heads, 

it was stated that the multi-coloured Road-to-Health cards 

(which had been chosen by a previous Conference) were proving 

very expensive. The meeting was asked to consider a return to 

the monochrome cards. One Regional Director expressed his 

frustration that cost had not been mentioned in the first 

place; 
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"We were just asked if we liked the coloured cards or 

the black-and-white ones. Now we are told that the 

coloured ones are much more expensive. We didn't choose 

them last time on the grounds of cost-effectiveness." 

(J2.102) 

3 It was difficult to redistribute stores once they 

had been given to institutions which did not need 

them. 

Some stores bypassed the Regional Medical Stores -

divisions and donors did not always involve 

regions; sometimes political patronage was at work. 

This caused problems for the RHA, as it was 

difficult to ask for stores to be returned once 

they had been given to institutions. 

E eMS allocated some beds directly to Blekusu, a tiny health 

facility which did not even detain patients for observation 

(but which had useful "connections"). Before this happened, 

the Senior Supplies Officer in Ho had compiled a list of 

institutions which urgently needed beds. Whilst listed 

institutions went without, Blekusu (which was not officially 

eligible for beds) had more than it could possibly use. 

There was little that regional or district staff 

could do about cases where a large hospital or a 

local community regarded the items as "theirs". 

(J2.24; J4.54-6, 62; J5.217; J6.17) 
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E The regional hospital in Ho deliberately hoarded excess 

equipment and stores because it was thought that they would 

provide a good argument in favour of a new regional hospital. 

The Senior Supplies Officer estimated that the hospital had 

C30 million worth of unnecessary stores. There was little that 

the RHA could do to influence this; Ho hospital was powerful 

because of its position as the regional hospital. Moreover, 

there was a certain provincial logic to the hospital's 

unwillingness to hand over items - it was not clear if or when 

they would be replaced. Unfortunately, this attitude was also 

applied to perishables - for example, the hospital kept unused 

catgut for years, in the hope that a surgeon would one day be 

posted to the hospital. (J2.91; J4.S4-S; J5.81, 129, 132) 

4 The system for the disposal of unusable stores did 

not work well. 

The sale of unserviceable goods was a potentially 

valuable source of funds, as demonstrated by the 

RHA sale of old vehicles in 1990, which raised Cl.1 

million. However, the stores inspectorate and audit 

service rules for the sale of unserviceable goods 

were very complicated; many managers preferred to 

let items rot, rather than become enmeshed in the 

bureauCracy.n (J3.120; J4.54, 74; J7.31) 

5 Responsibility for the provision of certain items 

75 The New Year budget statement in 1991 attempted to make 
the sale of unwanted government goods easier. (J5.235) 
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oscillated between regional and national level. 

Although the purchase of stores was generally 

centralised, money was sometimes given directly to 

regions. This happened for linen/uniforms 76 and for 

printing in 1990 - however, part of the way through 

the year the responsibility was suddenly re

centralised. 77 Centralisation was not successful -

for example, a lot of uniforms lay in CMS for a 

long time because the supplier had not been paid. 

The fluctuating responsibility caused confusion at 

regional and district levels. 78 

e Kpando District Health Management Team requested stationery 

from the RHA and was told to buy it out of its own FE. The 

district treasury officer rejected a request to use the FE, on 

the grounds that stationery was a central responsibility. 

(J2.92; J3.118, 150; J4.36; J5.57, 86, 189, 253; J7.65) 

Centralised purchasing was rationalised on the 

groundS of economies of scale from bulk buying; in 

practice, it was the linchpin of corruption in the 

Ministry. (J5.203; J6.7) 

76 ¢12 million was involved for linen and uniforms alone. 

71 The same thing happened again in 1991. 

78 The most ridiculous manifestation of this issue was in 
1991, when Volta RHA received a bill for C414,OOO from 
1983. MoH headquarters had decided it would not pay the 
amount, even though the articles bought were items for 
centralised purchasing at that time. 
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6 Many of the stores received from Central Medical 

Stores were of a poor quality or did not have 

intelligible instructions. 

Many items were of a poor quality - bed screens 

which would not stand uP. for example. Other items 

arrived without instructions and lay unused; some 

electronic scales were not used because the nurses 

did not realise that they worked without weights! 

(J6.9) 

In general. other MoH rules were based on the 

assumption that the system of stores distribution worked 

well. This tended to create Catch-22s - these could 

sometimes be resolved when there were reasonable. 

flexible treasury and audit staff. 

E The region was supposed to obtain stationery by buying from the 

government printers or by collecting supplies from Accra. Neither of 

these systems provided an acceptable quality or quantity of 

stationery. [Even the CAG had started to use a private printer.] Yet 

the rules did not allow the RHA to order stationery from a local, 

private printer. (J6.9) 

E Localised drug purchases were discouraged on the mistaken 

assumption of the availability of drugs from CMS. (see Chapter 7) 

Because the RHA was uncertain about what supplies 
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would be available from CMS and donors, it bought some 

stores itself. 

E C12.6 million (13% of the RHA FE expenditure in 1990) was spent on 

drugs and on equipment for MCH staff (mostly sphygmomanometers for 

measuring blood pressure during ante-natal visits). The MCH 

equipment was a particularly frustrating buy. In the first place, it 

was complicated to justify such a purchase to the Regional 

Treasurer, who thought that it should be classified as capital 

expenditure. In the second place, not long after the purchases were 

made, similar equipment was provided by the World Bank and UNICEF. 

Precious FE money had been "wasted" on items that donors were 

willing to supply. 

The following year, there was a shortage of vaccine carriers. The 

RHA delayed buying these, as it expected that donors would be 

willing to supply some. In the event, no vaccine carriers were 

donated. 

Uncertainty about the availability of stores adversely 

affected the scope and quality of services. (J4.43; 

J5.85; J6.21) 

Because the stores supply system did not work very 

well, many donors set up alternative supply systems. For 

example, UNFPA (United Nations Fund for Population 

Activities) delivered items through the MCH network. 

(J5.209) 
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E The introduction of separate supply systems sometimes backfired. 

For example, the distribution of oral rehydration solution (ORS) 

deliberately bypassed the government's unsuccessful system of drug 

distribution. Most of the relevant MoH staff did not understand the 

ORS system; the sachets were therefore stockpiled in Accra and the 

regional capitals. Most health stations had no ORS in stock. In 

order to improve the situation, the RHA decided unilaterally to 

abandon the separate record-keeping and incorporate ORS into the 

system of Cash and Carry. (J3.l20; J5.170; J6.30) 

It was difficult for the RHA to know in advance what stores 

would be available. Stores were allocated on a first comel 

first served basis, rather than according to need. 

Uncertainty and corruption were constraints to rational 

decision-making at regional level and below. 

V Fees 

Fees accounted for about 7% of total finance. More 

information about the use of much of this income is 

given in: 

_ Chapter 6, which discusses the use of immunisation 

and child welfare clinic fees 

_ Chapter 7, which describes the confusion 

surrounding the use of the income from drug sales. 
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All the fees from curative care were kept at the 

facilities themselves. They were not, however, a 

satisfactory source of quick, flexible funds, as their 

use was surrounded by considerable regulation and 

confusion. Drug income was supposed to be reserved for 

further purchases of drugs. This left the other sources 

of revenue - such as consultation charges and X-ray fees 

- for sundry purchases. Rules for the use of non-drug 

fees constantly changed; many facilities Simply avoided 

the uncertainty by not spending their income. 

A large percentage of the income from consultation 

charges reverted to the CAG through its monopoly sale of 

receipt tickets. These cost ¢2,000 for a roll of 100 

tickets. For a ¢30 consultation, two tickets were 

needed, as there was no ¢30 denomination. The 

transaction was thus a net loss to the health facility! 

In addition, CAG headquarters in Accra insisted that the 

rolls be paid for by cheque; the same office did not 

allow the District Health Management Teams to have 

cheque book accounts. For these reasons, and because 

their availability was erratic, many institutions 

stopped buying CAG tickets. Auditors then criticised 

health station staff for not using officially sanctioned 

receipts. (J3.lll) 

National level did not know how hospitals and 

health stations spent their sizeable fee incomes. This 
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had implications for budgeting, as the Planning Unit did 

not know if the fees were being used for items which 

were already included in the budget. (Jl.49) 

There was considerable uncertainty and confusion about how 

the income from fees could be used. 

VI Donors 

"This health post definitely needs a map of the catchment 

area. After all. it is on a main road and the World Bank or 

another donor may come and look at the map." (Regional Health 

Management Team member. June 1991) 

6% of resources came from donors. 79 Even though 

most of these resources were linked to particular 

programmes, donor money offered some degree of 

flexibility. Because it was not subject to the vagaries 

of the FE system, money from some donors could be used 

to meet immediate needs for which other sources of cash 

could not be found. 

79 Most MoH staff believea that the figure was higher. For 
example, the RDHS in Volta estimated that donors 
contributed almost 20% of recurrent costs in 1990. This 
mistaken perception was probably because donor money was 
highly visible. The importance of large items such as 
salaries was easily forgotten. (Jl.66) 
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E In the first half of 1990, the RHA funded most of its training 

workshops by borrowing from a UNICEF account. 

On the other hand, the conditions attached to donor 

funds distorted the implementation of priorities 

identified within the region. 

E It was much easier to attract funds for family planning training 

than it was for the many other issues (including managerial ones) 

identified as training priorities by MoH staff themselves. (J3.95, 

107; J5.195) 

Initiative and persistence could attract donor 

funds. For example, persistent lobbying won some British 

Council books for the School of Hygiene and a vehicle 

from a church organisation for a DHMT. UNICEF was 

responsive to piecemeal submissions from the RHA and 

others for funds. (J3.59, 135) 

Money from some donors was useful because it could be used 

flexibly. Other donors distorted resource allocation away 

from regional priorities. Managers with initiative often 

succeeded in securing money and goods from donors. 
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VII Conclusion - complex resource flows 

This section has described 6 different 

administrative channels through which resources flowed -

each with its own rules, incentives and problems. The 

opportunity cost of the same value of resources (say 

¢IO,OOO) differed according to the channel through which 

the money arrived in the region. For example, at 

regional level, ¢IO,OOO worth of FEs was valued more 

highly than the same amount allocated to the capital 

programme. This issue of differing opportunity costs 

arises in the cost-effectiveness analYSis in the next 

chapter. 

D The viewpoints 

The previous section described the complicated 

system of resource flows. Complex processes are 

generally perceived differently by different actors; 

this section describes some of these viewpoints. 80 Eight 

viewpoints are considered: 

- the RHA spending team 

- spending officers for FEs 

- divisional heads who were not spending 

officers 

80 The rationale for looking at a variety of viewpoints was 
described in Chapter 4, Section D. 
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- health station in-charges 

- budget-holders for donor funds 

- donors 

- accountants 

- auditors. 

Individuals may belong to more than one category -

for example spending officers were often also budget

holders for donor funds. 

I RHA spending team for FEs (Regional Director + 

Regional Hospital Secretary) 

"We are not talking about large amounts of money and major 

philosophical decisions about the type of health care we want 

to provide. We are talking about whether we want to mend the 

leak in the roof of the vaccine cold store or to mend the roof 

of the Nurses' Training School or to get water connected to 

the bungalow of the head of the environmental division. We 

can't afford to do them all this quarter." (Regional Hospital 

Secretary, talking about the regional FE; J2.84) 

The Regional Health Administration sometimes had 

difficult relations with the regional treasury. Many of 

the complaints raised at the conferences of regional and 

district managers were to do with this. Explaining the 

aims and problems of the Ministry of Health to the 

treasury helped; but ultimately the treasurer had 
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different aims and could legitimately refuse to release 

funds. (J6.14) 

The RHA recognised the tension between a genuine 

desire for decentralisation and the knowledge that 

spending officers could not always be relied upon. The 

RHA felt that many of the SOs and accountants did not 

understand the FE system very well and that some were of 

questionable honesty.8) The RHA did not trust itself to 

spot financial mismanagement quickly; it did not 

routinely monitor expenditure patterns of SOs in any 

effective way. 

The rhetoric of ideas such as developing primary 

health care and equity did not match with the fact that 

-the money the RHA received was not really sufficient to 

supply a basic minimum service. The RHA's de facto aim 

was simply to get a system of District Health Management 

Teams and hospitals functioning. 

Every year, the RHA had to submit a budget to the 

MoH Planning Unit. Although a reasonable document had to 

be produced, the budget submission was not the focus of 

a lot of discussion and creative thought. It was seen as 

81 There was some justification for these doubts. For 
example, whilst their job descriptions emphasised 
accountability, accountants were not immune from accepting 
kickbacks from suppliers. It was also not uncommon for 
accountants to demand a percentage of the money paid in 
travel claims. (J3.86, 124; J4.65) 
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a more or less mechanical procedure, with little obvious 

connection to the resources which were actually received 

the following year. The mechanical nature of budgeting 

was enhanced by the use of spending norms. 82 The 

Regional Hospital Secretary had failed in a previous 

attempt to persuade MoFEP to revise some of the norms, 

even though the official budget guidelines stressed that 

the norms were not to be applied unthinkingly. (J3.12; 

J4.9, 14; MoFEP, 1991) 

II Spending officers for FEs 

Many spending officers felt that their colleagues 

believed that they controlled a lot of money, without 

understanding the multiple demands on the money and the 

restrictions on its use. 

The FE system was complicated and laborious, yet 

no specific training was given when someone became an 

so. The lack of continuity in the system added to the 

difficulties and frustration - at times there was no FE 

money and at other times there was a panic to spend the 

FE before the end of a quarter. Buying stores was 

82 Spending norms calculated requirements for items such as 
stationery and maintenance on the basis of salary costs. 
For example, the allocation under item 3 (maintenance, 
repairs and renewals) was 10% of the salary costs of 
established posts. Often these norms bore no relation to 
actual costs. The norms were introduced in an attempt to 
bring some logic to the budgetary process and to control 
costs. (MoFEP, 1990) 
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particularly frustrating, because of the uncertainty 

about what would be available from Central and/or 

Regional Medical Stores. 

The relationship between SO and accountant varied, 

but was often poor. SOs often felt that accountants were 

secretive and deliberately caused the SOs extra work by 

not explaining procedures to them. Many accountants had 

become used to deciding on expenditure themselves. They 

would prepare payment vouchers without consultation and 

present them for signature towards the end of the 

financial quarter. In at least two districts, these 

problems persisted even after the accountant had joined 

the DHMT. In one district, the situation was so bad that 

the FE was retained at regional level. (J2.5, 10, 12, 

43) 

Similarly, SOs had different relationships with 

their local treasury officers - a friendly relationship 

with the localftreasury was generally felt to be useful. 

Several DHMTs had made contact with their treasury 

officers as a result of the Strengthening District 

Health Systems Initiative. Such contacts could (and 

sometimes did), however, form a basis for corrupt 

practices. (Jl.5l; J2.l10; J3.84) 

spending officers had an easier job when there was 

a supportive District Secretary and local community. 
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Areas with chieftaincy disputes were particularly 

difficult to work in. (J3.108; "Daily Graphic", 

21/7/1990) 

Localised short-term financial planning was seen by 

many SOs as a useful exercise. Contributing an input to 

the national budget, on the other hand, was regarded as 

a waste of time. Actual allocations rarely matched 

submissions and there was never any feedback about why 

this was the case. 

III Divisional heads who were not spending officers 

"It is easier for me to use C200 worth of fuel to go home and 

collect my ruler than it is for me to get CSO to buy a new 

ruler. I seem to be trusted with a big job, but not even with 

small amounts of money." (Regional Health Management Team 

member, 1991) 

Some divisional heads knew that they received an 

allocation in the central government budget and resented 

the fact that they were not the spending officer for 

this amount. Most believed that their division did not 

receive its fair share of resources. The anomaly that 

the epidemiology division was the only division to have 

an FE meant that it could buy its own stationery and 

vehicle spare parts, as well as collecting these items 

from the RMS. ThiS was thought to be unfair. 
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The relationship between divisional heads and their 

SO varied. Unless the heads were involved in team 

decisions about the use of FEs, they tended to be 

resentful of the power of the SO. The reliance on the 

availability of spending officers was annoying. At 

regional level, the (acting) Regional Director of Health 

Services (ROHS) travelled frequently. Sometimes this 

meant that spending was not as high as might have been. 

(J6.58, 95) 

Although the use of FEs was supposed to be decided 

by a team, in practice the spending officer (usually a 

doctor) often dominated. For example, the RHA finance 

committee was reluctant to meet in the RDHS's absence 

because it felt that there was a good chance that he 

would subsequently overturn decisions unilaterally. 

(J5.33) 

There was a general demand for more imprestsS3 (or 

preferably some simpler form of petty cash), as cash was 

very useful for buying minor items necessary for the 

continuity of activities. (J3.103) 

83 RHA imprests were held by the RDHS; the MCH, nutrition 
and epidemiology divisions; and the limb-fitting centre. 
[For the FEs, the :i~b~fitting centre counted as part of 
the epidemiology dlvlslon.] 
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IV Health station in-charges 

It sometimes seemed as if health stations were 

forgotten. They received no FE and no imprest; the rules 

surrounding the use of their fees were confused. The in-

charges received no training in financial management and 

correct government procedures. (J2.44) 

The most common reason cited for the absence of FEs 

and imprests at health stations was that medical 

assistants (MAS) were not authorised to spend money from 

these sources. This reason was largely spurious; Ejisu-

Juaben district in Ashanti region had persuaded the 

local treasury officer to allow MAs to manage 

imprests. 84 (JI.20) 

Health stations relied on fees and on items bought 

by the DHMT or collected from Regional Medical Stores. 

Responsibility for providing resources at this level was 

very confused - for example it was not clear who was 

responsible for paying travel expenses for health 

station staff. Many of the DHMTs did not accept it was 

their responsibility. even though this was the directive 

from regional level. The non-payment of travel claims 

was a common complaint of health station in-charges. 

84 In fact. these imprests were never distributed because 
of a change in the rules about the use of fees. But the 
principle remains; some treasury officers allowed MAs to 
hold imprests. 
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Insult was sometimes added to injury. Even though they 

did not receive travel claims, the in-charges were often 

criticised for not travelling to the district capital 

frequently enough - for example to bank fees. (J2.43, 

44: J3.14) 

The resource distribution system for health 

stations included several vacuums, where no-one accepted 

responsibi I i ty. 85 

E At one time, laboratory reagents had been supplied via Korle-Bu 

teaching hospital in Accra. When the hospital "decentralised" (i.e. 

reneged on) this, no alternative system was created to supply 

reagents. Many health stations were able and willing to buy reagents 

from the region, but were not sure if this was permissible. They 

also needed someone to organise region-wide buying, as there were 

considerable economies of scale in bulk purchases. (J6.8, 26; J7.40) 

E Vital stores (such as detergent) were often not available at RMS, 

yet there was no money for buying these items. There was not even 

any incentive to go frequently to RMS to see what stores were 

available, because no-one paid the travel claims of health station 

staff. 

staff at health stations were often frustrated when 

85 Other problems caused by the financing vacuum at health 
stations are illustrated in Chapters 6 (1mmunisations) and 
7 (drug supplies). 
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they used their initiative to try to fill the resource 

distribution vacuums. Because the rules were uncertain, 

staff who bought necessary items out of the fees (such 

as soap and kerosene) were open to criticism from 

auditors, the community, or more senior officers in the 

MoH. 

e In late 1989, the Regional Hospital Secretary tried to convince a 

medical assistant, whom he trusted, to start a revolving drug fund 

at his health station. The MA agreed that this was needed, as very 

few drugs were available at the RMS. However, a few years 

previously, the MA had run a drug fund with the approval of the then 

RDHS. This scheme had been closed down by audit staff, on the 

grounds that it "made profits". The MA was thus understandably 

reluctant to start another drug scheme. (Jl.20) 

The uncertainty about money caused tensions between 

health station staff, particularly between the curative 

and MeH divisions. MeH staff traditionally felt that 

income from immunisations and child welfare clinics was 

"their" money and should be used to meet "their" needs. 

On the other hand, the team leader (from the medical 

care division) was dependent on this money. 

V Budget-holders for donor funds 

"We received some donor money that was basically for training, 

but there was some flexibility over how we could spend it. I 
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have thought of these funds as a source of money that the DHMT 

could use to build up the district's capacity to run its own 

local training programmes. Then we can do some of our priority 

training, such as for pre-school teachers." (District Medical 

Officer, 1990) 

Expenditures were attributed to donor funds 

whenever possible. This freed FE money for activities 

which donors were unwilling to support, such as the 

maintenance of staff accommodation. Another advantage of 

having donor money in the bank was that the money could 

be "borrowed" for short periods of time to cover cash 

flow problems. This happened quite often because of the 

vagaries of the FE system. The only drawback to 

borrowing was that it resulted in complicated paperwork. 

(J2.55; J3.l15) 

One problem with being the budget-holder for a 

donor was that the individual won the reputation for 

having ready cash, especially to reimburse travel 

claims. When the donor project ended, however, or when 

the individual had other projects which were not 

supported by donor funds, the budget-holder found that 

people were unwilling to do work for him/her. This 

happened even if the task was unconnected with the donor 

money. The budget-holder had the reputation for being 

someone who could pay extra allowances to staff. 
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E One hard-working Regional Health Management Team member refused to 

be a budget-holder for one of the largest donor accounts. He did not 

want his staff to be troubling him all the time for extra 

allowances. This man also disliked the fact that if he had been the 

budget-holder for these earmarked funds, he would have had access to 

a lot of money, without being able to spend it on what he regarded 

as the most urgent tasks. (J7.83) 

Being a budget-holder for a donor was time

consuming, particularly as key individuals tended to 

hold several budgets at once. (The RHA had 13 separate 

donor accounts.) Accountants were officially responsible 

for the book-keeping, but were often unacceptably slow 

and rule-bound. Different donors had different 

accounting conventions and different financial years. 

Donors' requests for "immediate" information were 

particularly annoying when they coincided with the 

short, busy periods of time when FEs were available. 

(J2.l4; J6.5l) 

Donors' rules were not always clear and a lot of 

time could be spent on justifying expenditures. One 

common argument was that donors did not want to pay for 

infrastructural items such as repairing vehicles. But 

there was really no choice for the budget-holder if 

there was no other money available to repair a vehicle 

which was needed for a donor project - or if the repair 

was not a priority for government funds. Donors often 
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expected certain items (such as vehicles or staff time) 

to be provided by the RHA or DHMTs, yet they did not 

always specify in advance what these items would be. 

Donors did not co-ordinate the amounts paid as 

daily allowances. For example, the USAID-sponsored 

training of traditional birth attendants (TBAs) paid 

e800 per day to the trainers and the TBAs. This was felt 

to be very high; the region would have preferred to 

share this money out amongst all its staff who had 

outstanding travel claims. There was also no co

ordination about workshop costs. It reached the stage 

where participants complained if they were not given new 

pens and plentiful food at each workshop, even if it was 

funded locally out of the FEs. (Jl.3l; J6.57) 

Because donors tended to want unspent money 

returned to them, and because they were generally 

unwilling to allow unspent money to be used for other 

projects, money was spent on things which were not 

priorities. In other words, the opportunity costs of 

funds in different accounts (donor or government) were 

very different. 

E At the same time as the Operations Research Unit could afford a 

fence and several air-conditioners, the vehicle maintenance workshop 

(where security was an important issue) could not afford a fence. 

The ORU had donors to support it, the workshop did not. (J5.215) 
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VI Donors 

Donors circumvented the government systems of 

resource allocation because the systems were not 

efficient. Each donor agency had its own rules about the 

use of money. If a programme was to continue, it was 

necessary for budget-holders to keep good records. Many 

budget-holders let donors down in this respect. Several 

budget-holders in Volta were certainly guilty of this. 

VII Accountants 

Accountants were employed by, and were responsible 

to, the Office of the Controller and Accountant-General. 

Their main duty was to ensure accountability for 

government money - it was to be spent on acceptable 

items and all transactions were to be recorded 

accurately. 

Accountants felt misunderstood and ignored by their 

nhost n ministry. Many accountants thought that the 

detailed procedures required of them by the CAG made 

them unpopular with their MoH colleagues. 

Accountants were often excluded from various teams 

and committees; they were thus reluctant to offer useful 

advice. The situation improved gradually - for example, 

many of the DHMTs which partiCipated in the SDHS 
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Initiative invited accountants to join their DHMT. 

However as late as January 1991, the accountant was not 

mentioned at national policy meetings as a core member 

of the DHMT. (J5.211) 

Many spending officers were ignorant of, and 

disinterested in, accountancy matters. It was 

particularly difficult to work with some of the doctors, 

as they were used to assuming a "know-it-all" role. 

Good, interested doctors tended to be sent on long 

courses, or were promoted quickly. (J3.51; J4.27) 

VIII Auditors 

Auditors provided a useful service by revealing 

embezzlement. 

e The Kete-Krachi district auditor discovered that the OHMT 

accountant embezzled at least C90,OOO, mostly by inflating travel 

claims. 86 (J3.2S; J6.74) 

The Ministry of Health did not have a good 

reputation for managing money well. The audit service 

was particularly critical of the fact that MoH staff 

often used money earned at government facilities to buy 

items informally - i.e. without authorised payment 

86 The Regional Hospital Secretary later cited this 
incident as a reason for not increasing the FEs for DHMTs. 
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practices. Another criticism was that the MoH used FEs 

to buy drugs which were later sold to the general 

public. This was against government regulations. 

(J5.252; see Chapter 7) 

Resource flows were complex; most people found at least some 

aspects of the resource allocation process difficult to 

understand. 

There were many perspectives on the resource flows - some 

actors felt that accountability was of paramount importance; 

others resented the fact that this limited local autonomy. 

Some felt marginalised from the process; others wished that 

they understood the system better. 

No-one in the Ministry of Health in Volta regarded the 

region's contribution to the national budgeting process as 

very important. 

E Constraints and how to manage them 

Sections B, C and D described the decision-making 

environment created by the resource flows. Managers at 

regional, district and facility level worked in a highly 

constrained environment of uncertainty, mistrust, 

limited power and frustration. 
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This section begins by categorising the 

constraints. Part II then considers how these 

constraints might be managed. In other words, how can 

the environment be made more conducive to rational 

decision-making? What strategies can be deployed? Part 

III briefly considers the fact that the kinds of 

strategies identified seem a long way from the 

traditional concerns of economists. 

I The constraints 

12 constraints are identified from the descriptions 

in sections B, C and D. These constraints are features 

of the system of resource flows which inhibited 

rational, analytic decision-making. The constraints are 

presented under 4 main headings. Where relevant, brief 

notes refer to pOints raised in Chapter 2, the 

literature review. Table 5.7 relates the generalised 

constraints to specific examples from earlier in this 

chapter. 

(a) there were many rules 

* there were many rules; they were often 

contradictory or self-defeating. 

The bureaucratic organisation uses rules as 

substitutes for purposeful, analytic decision

making. The functions of many Ministry of Health 
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rules had become distorted over time; many of the 

rules simply obstructed the smooth running of the 

system. 

* rules were inhibiting; some actors were unable, or 

afraid, to use their initiative. 

The culture of rules was sufficiently dominant that 

many people were afraid to break rules, even when 

they were patently nonsensical. 

* rules were poorly publicised. 

(b) there was no unique set of objectives 

* several organisations were involved - 3 Ministries 

(Health, Finance and the CAG) and many donors. They 

all had different objectives. 

* 

Rational decision-making requires consistency 

amongst actors. The likelihood of this was reduced 

by the number of organisations involved with 

resource allocation in the Ministry of Health. 

The literature review cited the role of donors as a 

common complication to decision-making in 

developing countries. 

the different levels - from headquarters to 

individual facilities - did not always act co

operatively. 
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Table 5.1 Examples of general constraints 

Generalisation Example Section 
in 
Chapter 5 

many rules; many of drawing limits; C (IIIb) 
them contradictory or cumbersome imprests C (IIIc) 
self-defeating 

rules poorly publicised use of health station C (V) 

revenue; 
ORS stockpiled because C (IV) 
procedures not known 

rules inhibiting; some health facility staff D ( IV) 
actors unable/afraid to reluctant to take initiative 
use initiative 

several organisations moratorium on new staff C (I) 
with different 
objectives 

different levels of the resources allocated directly C (IV) 
MoH did not always act from Accra to individual 
co-operati vely facili ties; 

HQ unsupportive over person- C (1) 
nel issues (e.g. sackings) 

corruption stores purchased centrally C ( IV) 

tension between viring widespread but not C (lIId) 
accountability and acknowledged; 
flexibili ty RHA not allowed to buy small C (II ) 

capital items 

some matters very location of construction C (II ) 
poli ticised projects; 

personnel issues C (I) 

hospitals powerful hospitals treated C (IIIb) 
preferentially by CAG 

resource allocation not stores allocated on first C ( IV) 
purposeful come/first served basis; 

budget submission not D ( I ) 
regarded as important 

information not used nature of expenditures not C (llId) 
systematically known 

considerable availability of stores; C ( IV) 
uncertainty - some level of drawing limits/ C (IIIb) 
avoidable expenditure authorisations; 

timing of FEs; C (IIIb) 
delays in decisions about C (II ) 
capital projects 
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* corruption existed. 

The rational, satisficing and bureaucratic models 

assume that individuals subjugate their own private 

interests to those of the organisation. Corruption 

is an example of the domination of private over 

organisational interests. 

The literature review identified the pursuit of 

personal goals by civil servants as a common 

phenomenon in developing countries. 

* there was a tension between accountability and 

flexibility. 

For example, in the hands of a trustworthy staff 

member, imprests have many advantages - the 

availability of petty cash means that some problems 

can be solved quickly and easily. However, because 

imprests allow staff to handle cash, they can be 

abused. 

There was a tension between accountability and 

delegating decision-making. Added to legitimate 

fears about competence and accountability, those in 

power were sometimes unwilling to delegate because 

it reduced their power and control over resources. 
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(c) power was exercised 

* some matters were very politicised. 

The exercise of power determined the outcome of 

some decisions. 

* hospitals were powerful because of the high 

visibility of their curative care. 

(d) resource allocation was not goal-directed 

* resource allocation was not purposeful. 

A rational organisation has well-articulated goals 

and procedures for achieving them. Resource 

allocation procedures in the Ministry of Health 

were rarely linked to discernible goals. 

Budgeting and planning were not regarded as useful 

exercises. Well-functioning budgeting and planning 

systems would be signs of a rational or satisficing 

organisation. Such goal-oriented activities rarely 

took place in the MoH in Volta. 

* information was not used systematically. 

Rational and satisficing organisations require 

relevant information. The bureaucratic organisation 

substitutes rules for some of its information 

requirements; the anarchic organisation collects 

and uses information haphazardly. The use of 
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information in the Ministry of Health revealed 

aspects of both the bureaucratic and anarchic 

models. 

A lot of information existed - the problem was that 

it was not used. 

* there was considerable uncertainty - some of it 

avoidable. 

The literature review identified uncertainty as a 

common problem in developing countries, largely 

because of the political and economic vulnerability 

of governments. Some of the uncertainty described 

in this chapter was because of vulnerability. Some 

of the uncertainty, however, was self-inflicted and 

avoidable. For example, there could have been 

better communication about the availability of 

stores (and plans for future purchases) at national 

and regional level. 

In this chapter we have seen examples of rule-bound 

behaviour; conflicting objectives; the exercise of power; 

and an absence of goal-directed behaviour. The complex 

system of resource flows resulted in many constraints which 

inhibited rational, analytic decision-making. In this 

environment, what can be done to make rational (or at least 

satisficing) behaviour more likely? How can the constraints 

be managed? 
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II Managing the constraints 

The quotation from Mills and Gilson at the very 

beginning of this chapter stated that, in many 

countries, a lack of information about health sector 

financing and expenditure undermined appropriate 

decision-making. This chapter has unearthed many other 

constraints to "appropriate decision-making". How can 

these constraints be dealt with? 

Chapter 2 discussed the management of constraints _ 

in other words, managers gauging their room for 

manoeuvre. Having unearthed complex and "irrational" 

resource allocation processes, the economist does not 

need to abandon the question "How can resources be used 

efficiently?". In the light of the constraints, however, 

this question should be seen in the context of a 

satisficing, not a rational, organisation. In a 

satisficing organisation, areas for potential 

improvement are identified. Overall rationality is 

abandoned. The question can be modified to, "How can the 

environment be made more conducive to the promotion of 

efficiency?" 

Several strategies could be employed at regional 

level to mitigate the constraints - i.e. to make the 

environment more conducive to rational decision-making. 

These strategies are discussed under the same 4 
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categories used above for the classification of 

constraints. This is not a definitive list of 

strategies. The strategies listed here simply illustrate 

the wider point that enhancing efficiency can be an 

incremental, tactical process. 

(a) there were many rules 

Rules may serve a useful purpose as generalised 

decision-making tools. The RHA could do a number of 

things to try to restore the original purpose of rules. 

* the RHA could decide which of the many rules it 

took most seriously. Adherence to these rules 

within the region could be monitored. 

* important rules could be publicised and explained. 

E Explanations of the purpose and mechanics of drawing limits 

and expenditure authorisations led to an improvement in 

spending levels. The explanations included a discussion of 

conditions under which treasury officers might be flexible 

about the rules. 

* the RHA could clear up ambiguities - for example 

about who was responsible for paying the travel 

expenses of health station staff. 
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* the RHA could defend managers against 

unconstructive criticism (from auditors, MoH 

headquarters or donors) when the manager had 

behaved sensibly, but had violated some rule. In a 

system with so many rules, much depended on the 

calibre of individual staff members and on the 

support offered to them by the RHA. Budget-holders 

had to be prepared to defend their expenditure 

decisions and to risk breaking some of the plethora 

of administrative rules. The RHA had to be prepared 

to support them. 87 (J2.110; J3.2) 

* the region could differentiate between reliable and 

* 

unreliable users of resources and treat them 

differently. The tension between accountability and 

local autonomy was real; there was no point in 

decentralising responsibilities if the trust was 

abused. It was necessary to treat cases 

differently; otherwise there would be a constant 

seesawing between regional and more decentralised 

control. 

the RHA could publicise the problems caused by some 

rules and lobby for their change. There were some 

problems which could not be solved at the regional 

level and below. 

87 This is an example of the RHA acting as a buffer, as 
described in the Ministry of Health's 1991 publication 
"Health in Brief". (see quotation in Chapter 3, Section D) 
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E The excessive bureaucratisation of the FEs was a mUlti

sectoral issue - there was a need for discussions between the 

Ministry of Health and the staff of MoFEP, the CAG and the 

Audit Service. The MoH could negotiate on the basis that more 

flexibility could be allowed as the MoH proved its ability to 

handle money responsibly. These negotiations were a job for 

MoH headquarters; the RHA had to continually remind 

headquarters of the problems with FEs. 

(b) there was no unique set of objectives 

The existence of multiple, conflicting objectives 

is not a "problem" which is "solvable". Indeed multiple 

objectives can offer positive opportunities. For 

example, the fact that there were many donors with many 

objectives meant extra work, but also offered 

opportunities for flexibility. 

The RHA could adopt strategies to reduce some of 

the negative results of conflicting objectives. 

* 
accountants (employees of.the CAG) could be better 

integrated into the MoR team. For example, they 

could be invited to join District Health Management 

Teams. Efforts could also be made to keep treasury 

officers and auditors informed about MoH concerns. 
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* the RHA could negotiate. Some donors were flexible 

about the use of money and accounting procedures. 

Flexibility often increased with mutual 

understanding and trust. 

* the RHA could lobby - for example, influential 

donors could be told (discreetly) about areas of 

corruption in the government system. 

* training sessions could include discussions about 

multiple objectives, the opportunities they 

generated and ways to reduce conflict. 

(c) power was exercised 

Some constraints are best left unchallenged. 

However the RHA could learn how to "sell" its own 

concerns to powerful groups. For example, whilst it did 

not want to challenge individual decisions about 

construction projects, the RHA could ensure that its aim 

of increasing coverage in the two northern districts was 

understood. 

(d) resource allocation was not goal-directed 

So far, the discussion has concentrated on 

accommodating or challenging constraints. Managers 

should also exploit areas where they are rel~tively 
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unconstrained. A satisficing organisation concentrates 

its energies on some areas of decision-making where 

reasoned consideration is possible and likely to be 

heeded. Managers should be encouraged to identify their 

room for manoeuvre and then to think systematically 

about their priorities for resource use. 

The RHA could employ a number of strategies to 

encourage systematic thought about resource use. 

* the RHA could provide training for managers about 

realistic ways to improve their decision-making. 

Local training has two potential advantages. 

Firstly, it can be made situation-specific and thus 

immediately relevant. Secondly, it can be followed 

up with monitoring and supervision. 

* 

e Spending officers had a good deal of leeway about how to 

spend the FEs. They needed to understand the system if they 

were to fully exploit this flexibility; then they could be 

encouraged to think about goals and prioritising expenditure. 

the RHA could use information to ask pertinent 

questions; others could be encouraged to do 

likewise. 

e The RHA could regularly monitor items of information such as 

expenditure per vehicle. A DHMT might be asked why it was 

spending so much (or so little) on its vehicle. The RHA could 

create a demand for information so that managers were forced 
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to consult the existing accounting records. 

E Some DHMTs already used information submitted by health 

stations. Hohoe looked at revenue returns and made sure that 

money was banked regularly. Kpando compared revenue returns, 

drug usage and out-patient numbers; some odd relationships 

were identified and followed up. Other districts could be 

encouraged to use the financial and other information 

routinely submitted by health stations. (Jl.42; J3.80) 

E Little was known about the use of money. Accountants and MoH 

staff required information in different formats. It could be a 

long-term goal to have a unified system. 

The topic of information clearly illustrates the 

tension between accepting and challenging 

constraints. In the short term, a parallel 

information system might be needed because of the 

inadequacies of the information demanded by 

national level; in the longer term, these 

inadequacies should be challenged. 

* uncertainty could be reduced. For example, the RHA 

could inform managers in advance about the minimum 

value of FEs they could reasonably expect each 

quarter. 
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The complex system of resource flows created many 

constraints to rational decision-making. Many strategies 

could be used to mitigate these constraints. Some 

constraints could be challenged effectively; the RHA had to 

learn to live with others. 

III The role of the regional health economist 

The activities described in the previous section 

seem a long way from the traditional concerns of 

economists. Because economics is grounded in the 

rational model, it tends to regard the availability of 

information and skills as necessary and sufficient for 

rational decision-making. This chapter has described a 

number of constraints to rationality. An economist 

working at regional leve1 88 has a choice - ei ther to 

regard the provision of "economic" information and 

skills as his/her job; or to accept a wider remit about 

making the environment more conducive to the use of the 

information and skills. To choose the former is to 

behave as if the Ministry of Health is potentially a 

rational organisation. To choose the latter is to become 

directly involved in the process of incremental change. 

M8 Although this chapter has concentrated on the region, 
the basic argument is also applicable at district and 
national levels. 
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In Ghana - and perhaps more widely - the kind of 

activities described above are the responsibility of no 

particular cadre. They fall between the roles of 

managers and those who handle resources such as 

accountants and storekeepers. An economist can highlight 

the potential value of the strategies. This is the 

prescription resulting from the comprehensive 

description of resource flows. 

This chapter describes resource flows in Volta region. The 

processes are complicated; they do not create an environment 

conducive to rational decision-making. The RHA could do a 

lot to improve decision-making about the use of resources. 

Someone has to initiate and implement these strategies; they 

are not generally thought of as part of a health economist's 

job description. 
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Chapter 6 

Immunisations 
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Chapter 6 

A cost-effectiveness analysis 

of strategies for immunising children 

A Introducing the cost-effectiveness analysis 

Cost-effectiveness analysis (CEA) investigates, 

"which of a number of possible interventions will achieve a 

given health objective at least cost". (Mills and Gilson, 

1988, p 78) 

This chapter presents a CEA of strategies for immunising 

children. Two possibilities are considered - mass 

campaigns and routine static and outreach clinics (S/O). 

The quotation by Mills and Gilson mentions "a given 

health objective". The literature review argued that a 

single objective may not be discernible in an 

organisation. Different actors have different 

objectives, depending on their place in the organisation 

and on their individual private interests. This chapter 

explores the implications of the fact that a CEA 

reflects only one single rationality - it aims to 

identify the rational choice. 

The information in this chapter was initially 
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collected following a request from the (national) 

Director of Medical Services in January 1991. 89 He 

wanted to have data to inform his discussions with the 

PNDC, donors and Ministry of Health (MoH) colleagues 

about future immunisation strategies. In particular, he 

wanted a regional perspective on the relative merits of 

mass campaigns and S/O. 

The CEA was carried out in collaboration with a 

public health physician who worked for the Ministry of 

Health in Volta. The Regional Director of Health 

Services had good reason to allow his staff to spend 

time on this national assignment. In 1989 and 1990, 

volta's immunisation coverage was low compared with 

other regions. 90 The RHA defended this, arguing that 

Volta was building up a sustainable infrastructure, 

whereas other regions were depending on donor-financed 

mass campaigns. It was hoped that the CEA would generate 

data to defend Volta's arguments. 

The findings of the CEA discussed in this chapter 

were presented at the Conference of Regional Directors 

89 Chapter 4 (Section C) explained how the case study 
topics were selected for this thesis. 

90 For example, the Epidemiology Division's "Report on the 
accelerated EPI [Expanded Programme on Immunizations] 
activities - Ghana, June 1988 - May 1989" put Volta bottom 
of the regional league table for DPT 1, polio 1 and 
measles immunisations for chi ldren under one year old. 
volta was also in 9th position (out of 10 regions) for BCG 
and polio 3. Strangely, it was 3rd for DPT 3. (1989, p 21) 
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and Divisional Heads in April 1991. As a complement to 

the CEA, total national costs of mass campaigns and S/O 

were estimated and presented at the following Conference 

in July 1991. (Waddington and Nyonator, 1991a and 1991b) 

The next section (D) describes the two strategies 

and the high political profile afforded to immunisations 

in late 1990. 

Section C begins by stating the CEA's "study 

question" - "from the point of view of Volta Regional 

Health Administration, was it better (i.e. more cost

effective) to immunise children by mass campaigns or at 

S/O clinics?". The perspective was that of the Regional 

Health Administration (RHA) - this influenced the costs 

which were included. The section then discusses how 

effectiveness and costs were measured. The reasons for 

not considering total costs are explained. The issues 

discussed in this section are essentially 

methodological. 

section D looks at the costs of fully and partially 

immunising children. The conclusion is that, in 1990, 

from the point of view of Volta Regional Health 

Administration, routine static/outreach clinics were a 

much more cost-effective way of immunising children than 

were mass campaigns. 
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The CEA complete, Section E comments on the 

findings. Although 8/0 was more cost-effective in most 

situations, there were no incentives for the RHA to 

expand the network of static and outreach clinics. It 

was easier to attract money for mass campaigns. 

To put the conclusions of the CEA in a wider 

context, Section F looks at the choice of immunisation 

strategy from a variety of viewpoints. These raise 

issues which cannot be dealt with satisfactorily within 

the methodology of the CEA. The viewpoints also 

demonstrate why so many actors were content with the 

continuation of (cost-ineffective) mass campaigns. 

The chapter concludes with a consideration of the 

implications of juxtaposing a CEA with a description of 

a complex organisation which has multiple, conflicting 

objectives. Given that health workers have objectives 

other than efficiency, and given that some of the ways 

in which resources were channelled encouraged cost-

ineffective behaviour, the economist needs to think 

about strategies which can foster an environment more 

conducive to efficiency. CEA is regarded as a process, 

rather than as just "an answer". As the CEA was 

conducted, questions were raised and ideas generated. 

What incentives were there/could there be for the 
w 

Ministry of Health in Volta to behave more cost-
~ 

effectively? 
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B Immunisation in Volta - strategies and politics 

I The two strategies - mass campaigns and 

static/outreach clinics 

This section describes the two strategies compared 

in the cost-effectiveness analysis - mass campaigns and 

routine static and outreach clinics (S/O). They were 

both ways of organising immunisations for young 

children. Features of the strategies are summarised in 

Table 6.1. 

Both strategies involved six immunisations for 

children - BCG (against tuberculosis), polio, measles, 

diphtheria, pertussis [whooping cough] and tetanus. The 

last three were given together and were known 

collectively as DPT. Polio and DPT were three-dose; the 

others were single dose. An immunisation schedule is 

given in Appendix 5. 

Mass campaigns were usually held three or four 

times per year and had the single aim of immunisation. 

They generally lasted between one and two weeks per 

campaign. 

Most of the immunisations during mass campaigns 

were given by community health nurses (CHNs), who were 

part of the maternal and child health (MCH) division. 
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District Health Management Team (DHMT) members acted as 

supervisors. Staff from the Environmental Division often 

helped by informing communities, keeping records and 

performing other support activities. 

During a campaign, the immunising team travelled 

from village to village. The DHMT's vehicle was used for 

little else during that time. Other vehicles were 

sometimes borrowed.
91 

Most districts had adequate cold chain facilities 

for the storage of vaccines for mass campaigns. 

Disposable needles and syringes were normally used. 

Because they valued the fact that large numbers of 

children could be immunised relatively quickly, some 

donors gave money to districts to run mass campaigns. 

Some District Health Management Teams also managed to 

get resources from elsewhere by affording the campaigns 

a high profile. At least two District Secretaries (the 

political heads of districts) provided fuel; the Ghana 

private Road Transport Union helped with transportation 

in at least one district. 

91 These were RHA vehicles, vehicles from other DHMTs, or 
(occasionallY) the UNICEF-assisted project vehicle which 
was kept at the Regional (political) Administration. 
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Table 6.1 Comparing mass campaigns and SID clinics 

Feature Mass campaigns S/O clinics 

Frequency 3-4 times yearly 1, 2 or 4 times per 
month; often cancelled 

Aims Immunisation only Preventive health act-
ivities for children 

Supervisors DHMT In-charge of health 
station; DHMT 

Staff involved MCH and DHMTs MCH 

Transport DHMT 4-wheel drive Walking or public 
vehicle transport 

Cold chain Large district Refrigerators and 
refrigerator and vaccine carriers at 
cold boxes - health stations -
generally adequate inadequate 

Sources of Donors; RHA; DHMTs CWC and immunisation 
money fees 

Use of fees Kept by DHMT - Most kept at health 
miscellaneous uses stations; used to run 

CWCs. Half of CWC 
attendance fee given 
to DHMT. 

Records of Collected by DHMT; Sent to DHMT; collated 
immunisations forwarded to RHA and forwarded to RHA 

Perks/payments Daily allowances; None 
to staff given torches, 

raincoats etc. 

ewe = child welfare clinic 

A charge of ¢20 (about $0.06) was made per person 

per immunisation session. This money was kept and used 

by the DHMT. 

Staff on the immunisation teams generally received 

a daily allowance of about ¢500 each, in recognition of 
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the fact that mass campaign days were long and arduous. 

Records of immunisations given during mass 

~ampaigns were kept separate from S/O records. It was 

thus possible to know for all the districts how many 

children had been immunised by each method. 

Mass campaigns were very time-consuming - when one 

was being planned or run, DHMTs had little time for 

anything else. 

Static/outreach (S/O) refers to immunisations which 

were given by MCH staff92 during child welfare clinics 

(CWCs). The CWCs were held regularly - monthly, 

fortnightly or weekly, depending on the population size. 

CWCs were held at both the health stations 

themselves and in nearby villages. The outreach sites 

were reached either on foot or by (often unreliable) 

public transport. In addition to immunisations, CWCs 

weighed children and offered advice about nutrition and 

other aspects of child health. 

The Regional Health Management Team (RHMT) 

recommended that each health station should offer at 

least one static CWC per week and 4 outreach clinics per 

92 usually community health nurses (CHNs). 

277 



month. Although many CHNs planned to travel to outreach 

sites four or more times monthly, in practice many 

outreach visits were cancelled because of lack of money. 

Money was needed to collect vaccines, to fuel 

refrigerators and to travel to outreach sites. As 

explained in Chapter 5, health station staff rarely 

received any external support for these costs. 

5/0 costs were covered from CWC and immunisation 

fees. This money was handled by MCH staff in the health 

stations. The standard charge was between ¢lO and ¢20 

for the CWC and an additional ¢20 per child per 

immunisation session. The immunisation fee was never 

officially acknowledged by MoH headquarters or UNICEF, 

although it was in operation throughout almost the whole 

country. From time to time a national government 

official, politician or donor denounced fees on the 

grounds that they deterred mothers from having their 

children immunised. However, no serious steps to abolish 

fees were undertaken. 

MCH staff at the health stations kept and used all 

their income from CWCs and immunisations, with one 

exception. Half of the income from the CWCs was given to 

the head of MCH at the DHMT, who used it for meetings, 

duplicating reports etc. 

In contrast to mass campaigns, MCH staff received 
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no extra allowances for travelling to outreach clinics. 

Portable vaccine carriers were in short supply at 

health stations and many of them were cracked. Fewer 

than half of the health facilities had a functioning 

refrigerator. Most were kerosene; some were gas or 

electric. 93 Nurses from facilities without a 

refrigerator had to travel to the nearest MoH 

refrigerator to collect vaccines on the morning of an 

outreach visit. This meant that they often arrived in 

villages after most people had gone to their farms. 

The available refrigerators were not distributed 

logically throughout the region. 

E Goviefe-Todzi, a tiny facility in Hohoe district, had a large 

kerosene refrigerator which had never been used, although it was in 

working order. It had been sent to the facility direct from Central 

Medical Stores, without consulting the RHA or DHMT. The District 

Medical Officer was not willing to move the refrigerator, as the 

community regarded it as "theirs". This is typical of the problems 

with allocating capital equipment, as described in Chapter 5. 

(J6.26; 181.45
94

) 

In contrast to the situation at Goviefe-Todzi, some of 

93 Kerosene is the same as paraffin; none of the five solar 
refrigerators in the region worked. 

94 IB = interview book. 
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the most remote health stations had no functioning 

refrigerators, even though transportation to the nearest 

cold chain facilities was extremely erratic and 

expensive. 

It was not generally agreed how many people were 

required to run a CWC. Very few nurses were willing to 

conduct clinics alone - they found it difficult to 

organise people, attend to individual children and keep 

records at the same time. However many CWCs had three or 

four staff present - this seemed an unnecessary 

expense. 9~ 

MCH nurses submitted monthly totals of 8/0 

immunisations to the DHMT. These were then compiled for 

each district and forwarded to the RHA, which compiled 

region-wide figures. Data for individual facilities were 

not readily available at the RHA. 

Districts differed in the importance they attached 

to mass campaigns. The differences were partly dictated 

by geography96 and partly reflected the different 

management styles of the DHMTs. 

95 Aitken described how the number of staff travelling on 
outreach visits increased as integrated service provision 
was encouraged. Integration was often interpreted as 
"every division being involved with every activity". 
(1991, p 14) 

96 A map of Volta was presented in Chapter 3. (Figure 3.6) 
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There were three types of district, as shown in 

Table 6.2. [In 1990, the Ministry of Health in Volta was 

still organised according to the 9 old districts, rather 

than the 12 new ones.] 

1 Hohoe, Keta and Kpando were geographically fairly 

small districts. Most of the population lived 

within 8 kilometres of a health station. Hohoe and 

Keta had completely abandoned mass campaigns. 

Kpando ran one mass campaign for its isolated 

island population. 

2 Ho, Jasikan, Ketu and Tongu were fairly large 

districts with some of their populations beyond 

walking distance of a health station. These 

populations were served by mass campaigns. 

3 The two northern districts of Kete-Krachi and 

Nkwanta were poorly served by health stations. Both 

were heavily dependent on mass campaigns. 

Table 6.2 shows a clear relationship between 

dependency on mass campaigns and the population per 

static clinic. The low-dependency districts had an 

average of 281 under-ones per clinic; of the under-ones 

who received BeG, only 1% were immunised during a mass 

campaign. The high-dependency districts had an average 

of 534 under-ones per health station; more than two-
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thirds of those immunised with BCG received the service 

through a mass campaign. 

Table 6.2 Clinic coverage and dependency on mass 

campaigns, 1990 

Dependence on mass Popul- Static Popul- X BCG 
campaigns ation of clinics ation by 

under- per mass 
ones (1) static cam-

clinic paign 

Districts with low 
level of dependence on 9,820 35 281 1 
mass campaigns (Hohoe, 
Keta, Kpando) 

Districts with medium 
level of dependence on 24,040 63 382 27 
mass campaigns (Ho, 
Jasikan, Ketu, Tongu) 

Districts with high 
level of dependence on 5,880 11 535 68 
mass campaigns (Kete-
Krachi, Nkwanta) 

Total 39,740 109 365 23 

(1) Assuming that 3% of the population were under-ones. 
As discussed in Chapter 3 (Section D), there were several, 
very different estimates of the population of Volta. This 
chapter uses 1,324,667 as the estimate for 1990. This was the 
figure used by Volta RHA. 

Source: 
The immunisation data used in this and subsequent tables were 
obtained from the monthly returns which were sent by DHMTs to the 
Epidemiology Division in Ho (the regional capital). 

The two immunisation strategies obviously reflected 

different managerial ethoses. S/O depended on routine. 

Health stations needed the capacity (in terms of 

resources and skills) to be able to provide regular 
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clinics. Mass campaigns were more self-contained; they 

depended less on institutional development. 

There was some rivalry about the "ownership" of the 

immunisation "programme". On the one hand, the MCH and 

Epidemiology divisions acted as if they ran a vertical 

immunisation programme. On the other hand, the RHA and 

DHMTs regarded immunisations as a team responsibility. 

This confusion mirrored developments in the Ministry of 

Health as a whole, where the power of vertical divisions 

was waning, but had by no means disappeared. 

Both S/O and mass campaigns were affected by the 

fact that many people in Volta were suspicious of 

immunisations and the people who administered them. 

Understanding about immunisations was generally poor. 

For example, one gong-gong beater97 who had been asked 

to alert mothers to the arrival of an immunisation team 

was heard to say: 

"Those people are here who give a needle to your children who 

are not sick, and make them sick. So if you want your healthy 

child to get hot. come." (reported second-hand by a member of 

the RHMT) 

Drug peddlers and others who made their living from 

91 Gong-gong beaters are traditional "town criers". 
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treating the sick often reinforced misconceptions about 

immunisations. 

Communication and health education were problems 

for both mass campaigns and S/O. Messages telling 

communities when to expect immunisation teams were often 

lost, forgotten or unheeded. When one district made a 

special effort to inform and educate people about 

immunisations during the last quarter of 1990, uptake 

improved. (J5.60, 62) 

II A high political profile - immunisations in 1990 

Beginning in the late 1980s, the immunisation 

"programme" in Ghana had a high profile. It was often 

mentioned in national newspapers and political.speeches. 

Within the Ministry of Health, immunisation targets were 

well-known; the subject dominated many meetings and 

supervisory visits. 

In 1989 and again in 1990, the Government of Ghana 

pledged to achieve a target of fully immunising 80% of 

all children less than one year old. This was set on the 

advice of UNICEF and WHO, which used 80% as a target in 

many countries.'8 Most MoH staff believed that 80% was 

98 The rationale for the 80% target is explained in the 
following quotation from a UNICEF document: 

"In EPI programmes. an 80% average rate is often taken as a 
working minimal level for all the vaccines. Such a coverage rate 
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unrealistically high" - a meeting of Senior Medical 

officers (Public Health) decided that 80% coverage by 

the year 2000 was more feasible. 

1989 ended with a spate of mass campaigns, which 

were conducted in a rush to try to achieve the 80% 

immunisation target. Volta RHA began 1990 determined to 

reduce the importance of mass campaigns and to 

concentrate on developing SlOe This was part of its 

wider plans for institution-building and 

decentralisation. The proposed strategies for expanding 

S/O included: 

1 training non-MCH staff (such as medical assistants, 

and enrolled nurses) to give immunisations. In the 

past, most immunisations had been given by CHNs and 

other MCH nurses. The aim of the training was to 

improve the rate of "opportunistic immunising" -

i.e. immunising all eligible children who visited a 

health facility, not just those attending CWCs. 

2 when allocating DHMT funds, giving priority to 

travel allowances for staff travelling to outreach 

might produce an adequate level of herd immunity for most of the 
diseases. depending on the various parameters described above 
[size. composition and density of the population; birth rate; 
mobility]. with the exception of measles. which probably 
requires well over 90% coverage in most communities" (Ofosu
Amaah and Shah. 1985. p 459) 

99 See, for example, report of the Conference of Regional 
Directors and Divisional Heads, January 1991. 
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sessions. (J7.60) 

The RHA was aware that its immunisation coverage 

would probably be lower than the national average in 

1990. However it regarded this as acceptable, because 

developing SIC was seen as an investment for higher 

coverage levels in future years. 

It was recognised that mass campaigns would be 

necessary in some parts of the region, especially Kete

Krachi and Nkwanta, which had few health stations. 

The strategy of concentrating on SIC changed at an 

RHMT meeting on 4th September 1990. Volta's reported 

coverage was at that time the second lowest of the ten 

regions - the RHMT was under considerable pressure to 

improve. The pressure emanated from both Ministry of 

Health headquarters and from the PNDC Regional 

Secretary. The Regional Director of Health Services 

(RDHS) announced that it was "non-negotiable that this 

coverage is politically unsustainable". In other words, 

something had to be done quickly to raise coverage 

before the end of 1990. This meant mass campaigns. The 

timing of mass campaigns shown in Table 6.3 clearly 

demonstrates the impact of this meeting. Of the 24 

campaigns, 19 were held during or after September. 

The change of course in Volta reflected events at 

286 



national level. In August 1990, the PNDC ordered that 

immunisations were to be an overriding priority until 

the end of the year. Considerable political importance 

was attached to this; Regional and District Secretaries 

were exhorted to monitor immunisation coverage. 

Table 6.3 Timing of mass campaigns. 1990 

Ho Ho- Jas- Keta Ketu Kpa- Kra- Nkw-
hoe ikan ndo chi anta 

Jan. 

Feb. 

Mar. ++++ 

Apr. ++++ 

May ++++ 

June 

July ++++ ++++ 

Aug. 

Sep. ++++ ++++ ++++ 

Oct. ++++ ++++ ++++ ++++ 

Nov. ++++ ++++ ++++ ++++ 

Dec. ++++ ++++ ++++ ++++ 

++++ indicates that a mass campaign of between 1 and 2 weeks long 
was held during that month. 

Source: 
DHMT immunisation returns to Epidemiology Division, Volta RHA. 

Four districts had conducted at least one mass 

campaign in 1990, before September. Nkwanta, which had 

held two, had a more or less routine system of running 
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mass campaigns every 4 months. This partly reflected the 

fact that the DHMT was well-organised and partly 

reflected Nkwanta's geography - the population was very 

scattered and served by only two health stations. The 

other three districts - Ho, Jasikan and Ketu - had run 

one mass campaign each. One aim of these campaigns was 

to provide some continuity. 1989 had ended with a spate 

of mass campaigns - some DHMTs had fully anticipated 

that the same would happen in 1990. Hohoe and Keta did 

not run mass campaigns - they were well served by health 

stations and the DHMTs wanted to concentrate on 

developing static and outreach clinics. Kpando held only 

one mass campaign. This was essentially an experiment. 

Because donor money was available, the DHMT decided to 

visit the isolated island populations in Lake Volta, 

which had very little contact with government services. 

Immunisations were delivered through mass campaigns and 

through static/outreach clinics. Mass campaigns were more 

self-contained than S/O, which relied on a network of 

functioning health stations. 

Volta was unable to adhere to its policy of concentrating on 

S/O in 1990 because of strong political pressure for quick 

results at the end of the year. These could only be achieved 

through mass campaigns. 
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C Defining the question and measuring the variables 

I Defining the question for analysis 

From the point of view of Volta Regional Health 

Administration, was it better (i.e. more cost-effective) to 

immunise children by mass campaigns or at S/O clinics? 

The question which is addressed by this CEA is 

stated in the above box - "From the point of view of 

Volta Regional Health Administration, was it better 

(i.e. more cost-effective) to immunise children by mass 

campaigns or at S/O clinics?" 

Three points can be made about the question: 

I The Government of Ghana had pledged to achieve a 

target of fully immunising 80% of all children 

under one year of age. Ideally, the CEA should have 

addressed the question, "What was the most cost

effective way of achieving 80% coverage of under

ones?". Unfortunately, this question could not be 

answered because it was hypothetical - 80% coverage 

was not achieved. All that could be done was to 

look at the costs which were incurred and to 

speculate about the marginal costs of achieving 

greater coverage by each of the strategies. 
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2 The CEA did not tackle the questions, "How many 

resources should have been allocated to immunising 

children'?" and "Was immunising children 

worthwhile'?" All CEAs implicitly assume that it is 

worth achieving the objective in question. 

(Drummond, 1980, p 14) 

3 The CEA was addressed to a particular decision

maker - the Regional Director of Health Services 

(RDHS) in Volta. He was interested in questions 

such as, "Given the way that resources are 

allocated to Volta, is S/O more cost-effective than 

mass campaigns'?" and "What issues does the RHA need 

to address if i~ is to behave more cost

effectively'?" 

The RDHS did not want to be told that the 

calculation of cost-effectiveness would be 

different if national headquarters and donors 

behaved differently. It was no use telling him that 

if donors supplied more refrigerators, or if health 

stations were supplied with mopeds, the pattern of 

costs would change. His interest was in what to do, 

given the current circumstances (including the way 

that resources were channelled). 

Although one might argue that, as a public body, 

the RHA should have taken a societal viewpoint, in 
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real i ty it was only interested in its own costs. 100 

Because the CEA was addressed to a specific, 

partisan audience, it was not a "true" CEA. A 

"true" CEA would have aimed to identify the 

rational choice for society - it would have 

included all costs to society. (Mills and Gilson, 

1988, p 79) Section C (II) of the literature review 

(Chapter 2) showed the tenuity of the notion of a 

global decision-maker. The CEA in this chapter 

abandons this notion and explicitly addresses the 

analysis to the circumstances of an identified 

decision-maker. 

II Trying to measure "effectiveness" - how many 

immunisations were given in 19907 

This CEA deals exclusively with children under the 

age of one year; it ignores older children and adults. 

There are three main reasons for this choice of age 

group: 

Ca) Young children are the main target group for 

immunisationslOI
, both because they are then 

100 An example of costs to society differing from costs to 
the Ministry of Heal th is travel expenses incurred by 
users of the immunisation service. 

101 The main exception to this is tetanus toxoid for women 
of child-bearing age. This is not considered here. 
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afforded lifetime protection and because they are 

most at risk from the immunisable diseases. 

(b) A cohort of people of a certain age should be 

considered. If all age-groups were included, it 

would be easy to make the unit costs of a new 

programme appear very low. This would be an 

illusion - the following year, there would be many 

fewer people requiring immunisations. 

(c) The 80% target specifically referred to under-ones. 

A disadvantage of concentrating on under-ones is 

that it ignores the many children who were immunised 

between their first and second birthdays - particularly 

for measles. This exaggerates the effectiveness of S/O 

relative to mass campaigns, because S/O tended to 

immunise children against measles at an earlier age than 

• 102 
did mass campaigns. 

Table 6.4 shows the number and percentages of 

children immunised for BCG, measles and OPT (first and 

third doses). The number of fully immunised children 

(FIC) is estimated by looking at OPT 3 and measles 

immunisations. The lower of these figures is counted as 

102 The results of the CEA reveal a ten-fold difference in 
costs. This point about exaggerating the effectiveness of 
S/O is relatively minor in the light of the substantial 
cost differences. 
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the number of FIC. 103 The number of FIC for each 

district is shaded in Table 6.4. For example, in Ho, 

there were 3,781 FIC (the number of OPT 3); in Kpando, 

the number of FIC was the same as the number of 

measles - 1,598. 

In immunisation coverage surveys, it is often only 

fully immunised children who are counted. Here, 

partially immunised children (PIC) are also considered. 

This is because a child who has been immunised for only 

BCG has received at least some benefit - the money spent 

on administering the BCG vaccine was not completely 

wasted. Similarly, a child who has been immunised for 

measles, but not OPT, has benefited to some extent from 

the immunisation programme. Obviously, children who have 

not received all 3 OPT or polio doses are not considered 

to have benefited from these vaccines. The number of PIC 

is the number of BCG, measles or OPT 3, whichever is 

highest; in practice, this is invariably BCG. 104 The 

first column of numbers in Table 6.4 shows the number of 

under-ones given BCG; this is the same as the number of 

PIC. 

103 OPT and pol io were nearly always given simul taneously -
OPT coverage thus acts as a proxy for polio, which is 

assumed to be the same. 

104 Logically, the number of PICs could be a combination of 
children who have received BCG only, OPT 1-3 only and 
measles only. In practice the latter two categories 
scarcely existed, as BCG was given the first time a child 
was vaccinated, whatever the age. 
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Table 6.4 Immunisations, children under 1 year, 1990 

Dist
ricts 

BCG (= Measles 
PIC) 

DPT 1 DPT 3 X 
BCG 
by 
mass 

HO 

HOHOE 

JASI
KAN 

KETA 

KETU 

Immun i sed 

% 

Immunised 

% 

Immunised 

% 

Immunised 

% 

Immunised 

% 

6,241 

97 

3,703 

141 

3,997 

64 

3,426 

94 

6,157 

82 

4,119 5,678 

64 88 

2,634 3,373 

100 129 

3,753 3,891 

60 62 

3,494 

56 96 

3,085 5,703 

41 76 38 

KPANDO Immunised 2,574 2,275 1,772 

KETE
KRACHI 

NKWA
NTA 

TONGU 

% 

Immunised 

% 

Immunised 

Immunised 

% 

73 

3,377 

109 

2,575 

% 93 

3,800 

100 

45 64 50 

1,795 2,883 

58 93 

1,290 2,775 

46 100 

1,882 3,443 

49 90 39 

REGION Immunised 35,850 22,216 33,515 19,317 

90 56 84 

Number of FIe = number of OPT 3 or measles, whicheve r is 
lower. (shaded) Total number FIe = 
18,753. 

Number of PIC number of BeG (highest final dose). 
(See text for a fuller explanation of FIe and PIC.) 

49 

Source: 
DHMT immunisation returns to Epidemiology Division, Volta RHA. 
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There are four main shortcomings with the measures 

of immunisation coverage used in this analysis. 

(a) The measures rely on Ministry of Health records, 

which may well be inaccurate. Inaccuracies might 

have occurred because of casual mistakes or because 

of pressures to misreport. The extreme political 

importance attached to coverage in late 1990 

provided an incentive to exaggerate figures. On the 

other hand, the unofficial nature of the 

immunisation fees led to the belief that 

immunisations were sometimes under-reported, so 

that less money had to be accounted for. (IB2.42) 

Although it cannot be proved, it was generally felt 

by epidemiology and statistics staff in Accra that 

data collection was better in Volta than in other 

regions. Many regions claimed extremely high rates 

of coverage - often over 100%. Some regions 

consistently reported higher coverage for DPT 3 

than for DPT 1; this clearly suggests poor data 

collection. 

(b) The impact on mortality and morbidity is not 

considered - in other words, the measures are not 

true outcome data. The assumption is that the 

impact was the same for a child immunised through 
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mass campaigns or through S/O. This would be false, 

for example, if either of the strategies reached a 

cohort of children who were more at risk, or if the 

effect on herd immunity was different. It would 

also be false if the completeness of the cold chain 

(and hence the viability of vaccines) was 

different, or if one method resulted in more 

vaccines being given at the wrong age. 

(c) The population figures used here are an 

extrapolation from the 1984 census at an estimated 

growth rate of 1.7%. Until 1991, Volta RHA 

consistently used this growth rate for its 

calculations. The population figures provided by 

Accra changed often; even different MoH divisions 

used different estimates. The figures used by Volta 

were very much lower than the national estimates; 

however district health staff felt that they were 

more realistic. The fact is that the population of 

Volta was simply not known with any degree of 

accuracy. Problems were known to exist even with 

the original census data. (The issue of differing 

conflicting population estimates was discussed in 

Chapter 3, Section D.) 

(d) The calculation of FIC involves the assumption that 

it is the same children who have received all the 

various vaccines; logically, it could be different 
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children. 

Table 6.4 includes some percentages over 100%. 

There are three possible explanations for this. Two have 

already been mentioned - that the numerator (number of 

children immunised) or denominator (population of under

ones) is wrong. The third possible explanation is that 

children from outside the district were immunised. This 

is a reasonable explanation for the high coverage in 

Hohoe district, especially for BeG. (Hohoe accounted for 

most of the percentages greater than 100.) Hohoe had a 

large hospital and a relatively small population. Many 

non-Hohoe babies were born in Hohoe or visited the 

district hospital during the first year of life. The 

hospital was efficient both at immunising babies born 

there and the opportunistic immunisation of infants 

attending the hospital. Hohoe's reported coverage thus 

included many under-ones who were not resident in the 

district. 

The last column of Table 6.4 gives the percentages 

of vaccinations given as part of a mass campaign. This 

reinforces the point demonstrated in Table 6.2. Some 

districts did not conduct mass campaigns in 1990 (Hohoe 

and Keta); others (notably Nkwanta) were very dependent 

on mass campaigns. 

Table 6.5 is derived from the data in Table 6.4. 
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All 3 categories - districts with low-, medium- and 

high-levels of dependence on mass campaigns - were 

successful at achieving 80% coverage for BeG. Districts 

with a medium- or high-level of dependence on mass 

campaigns were, however, notably less successful in the 

third dose coverage of DPT than the districts with no 

(or very small) mass campaigns. The more the reliance on 

mass campaigns, the higher the drop-out during the 

course of mul ti-dose immunisations. 105 

The medium- and high-dependency districts were more 

successful with measles than with DPT 3. The opposite is 

true for the districts which did not hold large mass 

campaigns, probably because mothers had stopped bringing 

their children to ewes by the time they were old enough 

for measles immunisation. 

105 It can be argued that the high drop-out in mass 
campaigns was a fun~tion .of the time period used. If the 
mass campaigns continued into 1991, then the drop-out rate 
might have looked different for the period September 1990-
September 1991. Logically, this is true. However the 
irregular, stop-start nature of mass campaigns was a 
result of the way the campaigns were organised and funded. 
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Table 6.5 Percentage coverage by dependency on mass 

campaigns, children under one year old, 1990 

Level of Popul- BCG Measles OPT 1 OPT 3 % OPT 1 
dependence on ation % % % % receiv-

mass campaigns ing OPT 

Low (Hohoe, 9,821 99 64 93 69 
Keta, Kpando) 

Medium (Ho, 24,043 84 53 78 43 
Jasikan, Ketu, 
Tongu) 

High 5,876 101 53 96 36 
(Kete-Krachi, 
Nkwanta) 

Sources: 
DHMT immunisation returns to Epidemiology DiviSion, Volta RHA. 
Percentages derived from absolute numbers in Table 6.4 

III What costs were included? 

Immunising children involved a variety of inputs, 

including staff time, four-wheel drive vehicles, cold 

chain equipment, needles and cotton wool. Some of the 

inputs were supplied from donors or the Ministry of 

Health in Accra; others were bought within Volta, at 

regional, district or health facility level. Which of 

these inputs were included in the CEA? 

3 

This section explains which costs were included in 

the CEA. Total costs were not considered - costs were 

included if they were incurred by the Ministry of Health 

in Volta. These were the costs which were of interest to 
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the decision-maker being addressed - the Regional 

Director of Health Services. 

As stated above, the question being addressed by 

the CEA was, "From the point of view of Volta Regional 

Health Administration, was it better (i.e. more cost

effective) to immunise children by mass campaigns or at 

5/0 clinics?" The choice of how to measure costs was 

determined by the underlying question - the nature of 

the existing resource flows was taken as given. As 

already stated, costs to society in general were not 

considered. 

Four points are made below about how costs were 

measured. The use of the term "costs" is then 

discussed - clearly this CEA does not measure total 

costs. 

1 Costs incurred by Ministry of Health headquarters 

or by donors outside the region were not included. 

In Chapter 5, we saw that the RHA had little 

control over money spent on capital or over some of the 

supplies it received. The region's wishes about the use 

of this money were essentially ignored; decisions were 

made in Accra. This happened whether immunisations were 

given by mass campaigns or by 5/0 - the relative amounts 

of money spent on these items for either method was thus 
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of no interest to the RHA. The cost of a refrigerator 

was not relevant information for the RDHS, given that 

regions were not allowed to buy capital goods. For the 

RHA, the availability of capital equipment was a 

discrete factor of uncertainty, rather than something 

which it made sense to cost. 

The costs of items such as vehicles and 

refrigerators have been excluded. The argument is not 

that the costs were of no interest at all. The point is 

that these costs did not influence decision-making at 

regional level. 

2 Differences in costs were considered. 

CEA is interested in the difference in costs 

between the two methods. There was no need to include 

items which were the same for each method - for example, 

the cost of needles and syringes. This is standard 

practice in CEA. 

3 Opportunity costs were considered. 

Opportunity cost (OC) is, 

"the benefit foregone by not using resources in their most 

highly valued alternative use." (Culyer. 1985. p 147) 
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Staff time (measured in terms of salaries) was the 

major resource used in immunisations. Most members of 

staff in the Ministry of Health were under-employed -

i.e. they could do some additional work at no extra 

cost. The opportunity cost of salaries depended on the 

best alternative use of staff time. (The number of staff 

was fixed, at least in the short run.) If the statutory 

a-hour day was taken seriously, then the OC (to the MoH) 

of a few hours for the majority of staff was zero - very 

few staff worked a full day. The argument is true for 

S/O, which took up parts of days, but is less convincing 

for mass campaigns, which took up full days which would 

not otherwise have been completely empty. 

The decision was made to exclude salaries. 106 This 

means that the (opportunity) costs of mass campaigns 

relative to S/O are under-estimated; as explained in the· 

paragraph above, the OC of staff time was higher for 

mass campaigns. However it was felt that the inclusion 

of salaries so over-valued the OC of staff time that it 

was more helpful to leave them out. 

The opportunity costs to the Ministry of Health in 

Volta of the cold chain equipment and vaccines were 

essentially zero, as they had no sensible, acceptable 

alternative use. There was a positive OC to the 

106 The fact that the stock of human resources and salaries 
were controlled from Accra provided another argument for 
excluding salaries. 
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purchaser (who might have bought something else), but 

not to the MoH in Volta. 

4 Marginal costs were relevant. 

Mass campaigns and 8/0 were not alternatives - they 

were complementary strategies. The RHA was interested in 

the balance between the two - how many children, in 

which districts, should be immunised through mass 

campaigns? To answer this question, marginal costs (MCs) 

must be examined. Marginal cost is, 

"the change in total cost at a given scale of output [e.g. 

number of immunisations] when a little more or a little less 

output is produced." (Mills and Gilson, 1988, Glossary) 

The measurement of MCs depends on the perception of 

how 8/0 fitted in with the wider role of the health 

service. There are three possible viewpoints. 

(a) The S/O clinics served other functions (such as 

growth monitoring) and would have been held in any 

case, whether or not immunisations were given. In 

this case, the Mes of an immunisation session would 

be low, as they would include only the items 

specifically required for immunisations. Travel 

costs to outreach sites, for example, would not be 

included, as these would be incurred whether 
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immunisations were administered or not. 

(b) The main function of S/O clinics was to provide 

immunisations. In this case, the Mes of an 

immunisation session would include the 

(differential, opportunity) costs of all the items 

needed to run the clinic, including travel costs to 

outreach sites. 

(c) S/O clinics have several functions - therefore 

costs should be shared between immunisation and 

other activities. In this case, jOint costs such as 

travel would be distributed proportionately between 

immunisation costs and the cost of other clinic 

activities. 

Here, viewpoint (b) is adopted - that the main 

function of S/O clinics was to provide imrnunisations. 

The S/O costs cited are thus over-estimates, to the 

extent that the clinics produced benefits other than 

immunised children. 

Government vehicles were scarcely used for S/O in 

1990. District vehicles were only used for supervisory 

visits to health stations. These visits were a standard 

part of the work of District Health Management Teams and 

would have taken place with or without immunisations. 

The marginal cost of supervising S/O immunisation 
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activities was thus virtually zero. In mass campaigns, 

vehicles were used solely for immunising - the marginal 

cost was positive and was the value of the best 

alternative use of the vehicle, measured here by market 

prices. 

Table 6.6 summarises the opportunity costs and 

marginal costs of 5/0 immunisations. 107 The question 

being asked determines which costs are relevant. If the 

question is about the cost to the MoH of starting a new 

ewe, then marginal costs are of interest. For example, 

the marginal cost of travel to a new ewe outreach site 

is the same as the cash price of the travel. (Table 6.6, 

last column, row 6) 

107 The reader is reminded that these are costs which were 
of relevance to the RDH5, not total costs. 
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Table 6.6 Opportunity costs and marginal opportunity 

costs of SIO 

Input Opportunity costs Marginal opportunity costs 
(benefit foregone) 

Salaries Zero Zero 

Vaccines Zero Zero 

Cold Zero Zero 
chain 
equipment 

Travel to = cash price Per child - zero 
outreach Per ewe - cash price 
sites Per health station - cash 

price 

Travel to :II cash price Per child - zero 
district Per cwe - zero 
capital Per health station - cash 

price 

Fuel for = cash price Per child - zero 
refrig- Per ewc - zero 
erators Per health station - cash 

price 

The reader is reminded that these are costs which were of relevance 
to the RDHS. not total costs. 

Because this CEA was addressed to a particular 

decision-maker, it adopted a very particular view of 

which costs to include. In short, this CEA looks at the 

differential, opportunity costs which were of relevance 

to the RDHS in Volta. The analysis describes the RHA's 

perspective on cost-effectiveness (and hence on 

"rationality"). 

"Differential, opportunity costs" is clearly a 
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clumsy phrase. In the rest of the chapter, the term 

"costs" is used. The reader is regularly reminded that 

this is an abbreviation for the differential, 

opportunity costs which 'were relevant to decisions made 

in the RHA. Marginal costs are considered when relevant. 

This CEA excludes items such as salaries and cold 

chain equipment. A different interpretation of the 

relevant costs would have yielded very different 

figures. The exclusions mean that the majority of total 

costs have been omi tted from the CEA. 108 A costing 

dominated by items such as salaries and capital costs 

would not have been useful to the RDHS, who had no 

control over these costs. 

108 In 1990, 84% of , the annual national costs (capital and 
recurrent combined) were incurred by donors and MoH 
headquarters. The main i terns provided from Accra were 
salaries (44% of ~otal costs); vaccines, needles and 
syringes (12%); vehlcles (10%); and cold chain eqUipment 
(5%). (Waddington and Nyonator, 1991b) 
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The CEA addresses the question, "from the point of view of 

Volta Regional Health Administration, was it better (i.e. 

more cost-effective) to immunise children by mass campaigns 

or at S/O clinics?". 

Information on effectiveness depended on flawed MoH records. 

The analysis measured differential, opportunity costs of 

relevance to decisions made by the RHA in Volta. These were 

very different from total costs. 

Marginal costs were relevant when considering the 

appropriate balance between S/O and mass campaigns. 

D Costs 

I How much did immunisations at S/O clinics cost? 

This section considers the items which health 

stations needed to buy in order to run routine clinics; 

it also looks at where this money came from. Table 6.7 

shows the costsl0 9 incurred in 1990 for S/O immunis

ations. Many clinics were cancelled because of a 

shortage of money - Table 6.8 estimates what it would 

have cost to run all the clinics. 

109 As explained at the end of the previous section, these 
are differential, opportunity costs. 
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For the reasons given in the previous section, 

salaries, vaccines and the capital costs of cold-chain 

equipment are omitted from the costing of 8/0 

immunisations. 

(1) What was bought to run static/outreach clinics? 

The main running costs of giving immunisations at 

static and outreach clinics were: 

(a) transportation to collect vaccines and other 

supplies. 

At least once per month, a member of staff from 

each health station visited the district capital to 

collect supplies and to submit reports. 

(b) transportation to outreach sites. 

(c) fuel for refrigerators. 

Most of the refrigerators ran on kerosene; they 

used about four gallons of fuel per month. 

(d) stationery, soap and other sundries. 

Health stations had to buy a number of small items 

which were not available at the Regional Medical 

Stores. These included exercise books, matches and 

soap. 
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(2) The costs of S/O immunisations 

Information on expenditure was only available 

at individual health stations; even then, it was 

extremely incomplete. Table 6.7 shows the estimated 

costs of S/O immunisations for the 9 districts in Volta. 

Because of the paucity of expenditure data, income was 

used to estimate costs. It is assumed that all the 

income from immunisations and ¢10 per CWC attendancello 

were used to pay for running the static and outreach 

clinics. 111 

It may seem a rather strange, and even circular, 

argument to approximate expenditure (i.e. costs) by 

measuring income. In fact, as we have seen, the two were 

extremely similar - for the simple reason that the MCH 

staff had no other source of income for running their 

clinics. 

Table 6.7 shows a cost of about ¢260 per FIC 

through static/outreach clinics in the Volta region in 

1990. This is not total cost - as described above, it is 

110 Charges for weighing children varied geographically and 
over time. As shown in Table 6.1, half of the attendance 
fee from CWCs went to the DHMT. USing ¢10 as the amount 
retained by the health stations is a slight over-estimate, 
as some clinics charged less than ¢20 for a CWC 
attendance. 

111 In practice, some charges went directly into health 
workers pockets. These sums were both hidden income and 
hidden costs. It was impossible to estimate their value. 
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the differential. opportunity cost of relevance to 

decisions made by the RHA in Volta. 

Table 6.7 Static and outreach clinics - cost by 

district. 1990 

District Outreach Cost FIC PIC Cost 
clinics 

(per ~ ~ per 
IIOnth) FIC 

Ho 88 828,970 3,268 4,967 254 

Hohoe 79 434,595 2,558 3,703 170 

Jasikan 104 469,150 1,525 2,422 308 

Keta 66 507,450 2,060 3,426 246 

Ketu 47 614,650 2,046 4,406 300 

Kpando 84 371,900 1,545 2,458 241 

Kete- 48 191,410 561 1,286 341 
Krachi 

Nkwanta 34 121,160 223 717 543 

Tongu 60 409,110 1,261 2,464 324 

Total 610 3,948,395 15.047 25.849 262 

Assumption - all income from immunisations and ~10 per ewe 
attendance were spent on running clinics. 

~ per 
PIC 

167 

117 

194 

148 

140 

151 

149 

169 

166 

153 

The table does not show total costs - as described above. these are 
the differential. opportunity costs of relevance to decisions made 
by the RHA in Volta. 

sources: 
DHMT immunisation returns to Epidemiology Division. Volta RHA. 
MeH revenue records. 
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(3) What would it have cost to run a full SIO 

programme? 

So far, an incomplete SIO service has been costed. 

Many clinics were cancelled because there was 

insufficient cash available to pay for refrigerator fuel 

or public transport. What would it have cost to run a 

full S/O programme? 

Table 6.8 estimates how much it would have cost to 

have run a full SIO programme in Volta - in other words, 

to have held all the S/O clinics which had been planned. 

The table shows that travel costs (to outreach sites and 

to collect vaccines) accounted for 65% of the full 

outreach costs. 
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Table 6.8 Static and outreach services - full cost by 

district, 1990 

Dist- Out- Travel Station- Refrig- Cost «(:) 

rict reach (C) ery, soap erator: (1) 
clinics etc. (C) fuel & 

mainten 
-ance 

«(:) 

Ho 88 660,000 238,000 180,000 1,078,000 

Hohoe 79 598,000 221,000 62,000 881,000 

Jasi- 104 780,000 281,000 160,000 1,221,000 

kan 

Keta 66 495,000 178,000 40,000 713,000 

Ketu 47 352,000 127,000 40,000 519,000 

Kpa- 84 630,000 227,000 40,000 897,000 

ndo 

Kete- 48 360,000 130,000 100,000 590,000 

Kra-
chi 

Nkwa- 34 255,000 92 ,000 80,000 427,000 

nta 

Tongu 60 450,000 162,000 140,000 752,000 

Total 610 4,580,000 1,656,000 842,000 7,078,000, 

( 1 ) The reader is reminded that these are not total costs. (see 
Section C (III) above) 

The derivation of this table is explained in the text. Section E, 
point 1 (below) relates the total of (:7 million to an estimate of 
the number of additional FIC. 

Table 6.8 was constructed as follows: 

1 The costs of running a full-scale programme in 10 

institutions in Hohoe district were identified from 
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records and interviews. The main components of 

costs were travel and refrigerator running costs. 

Health stations in Hohoe were sampled for the 

simple reason that this district ran more S/O 

clinics and had better expenditure records than 

others. 

2 The costs for these 10 stations were then 

extrapolated to the region as a whole. Cost 

profiles were built up for each district, bearing 

in mind the local travel conditions and the number 

of gas or kerosene refrigerators in each district. 

The approximate nature of these costs is 

emphasised. For this reason, all costs have been rounded 

to the nearest ¢1000. 

II How much did irnrnunisations by mass campaign 

cost,?112 

Table 6.9 looks at the cost of mass campaigns. 

There were many more sources of funds for mass campaigns 

than were available for static/outreach. Moreover, DHMTs 

contributed their own resources, presumably because of 

the high profile given to mass campaigns and the more 

active involvement of DHMT staff. 

112 As explained above, these are differential, opportunity 
costs. 
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When actual figures on fees were not available, 

Table 6.9 assumes that ¢20 was charged per vaCCination. 

Some districts did not charge in November and December _ 

this was taken into account. 

It is difficult to apply the notion of opportunity 

costs to Table 6.9. The money from USAID and UNICEF, 

which accounted for 25% of expenditure, certainly had a 

much lower opportunity cost than money from the other 

sources. The USAID and UNICEF donations, which were 

earmarked for immunisations, arrived in Volta in the 

second half of 1990; most of the money had to be used 

before the end of the year. This money from donors might 

have been excluded from the analysis, using the argument 

that it was "controlled" outside the region. It is 

included, however, because this money arrived in cash _ 

the RHA and DHMTs potentially had a good deal of control 

over how it was spent. 

Over 70% of the cost of mass campaigns came from 

the RHA's and DHMTs' "own" money (including fees), which 

they might have preferred to have used for other 

purposes. These considerations are ignored in Table 6.9, 

as it would be very difficult to put numbers to the 

different opportunity costs. 

315 



Table 6.9 Cost of mass campaigns. by district. 1990. e¢l 

Dist- Fees UNICEF USAID RHA FEs DHJIIT Other 
rict (2) FEs (3) 
(1) 

Ho 353130 141000 266700 248000 336140 40000 

Jasi- 179700 116000 96500 276000 98650 74000 
kan 

Ketu 161840 81000 100000 258000 725860 40000 

Kpa- 11140 106600 0 0 586000 40000 
ndo 

Kra- 201180 231000 200000 527200 1550590 103500 

chi 

Nkw- 218580 306000 291700 288950 219000 80000 

anta 

Tongu 116360 191000 378600 206400 586000 40000 

Total 1241930 1172600 1333500 1804550 4102240 417500 

(~) (12~) (12~) (13~) (l8~) (4IX) (4~) 

No mass campaigns in Hohoe or Keta districts. (I) 
(2) FEs _ financial encumbrances. i.e. government money. (see 

(3) 
Chapter 5) 
The amount of DHMT FEs for Kpando and Tongu were not 
available; the numbers are simply averages of the other 
districts. 

TOTAL 

1384970 

840850 

1366700 

743740 

2813470 

1404230 

1518360 

10072320 
(100~) 

The reader is reminded that these are costs which were of relevance 
to the RDHS. not total costs. 

Sources: 
RHA payment vouchers for FEs 
RHA ledger books. donor accounts 
DHMTs' records of fees 

Table 6.10 takes the district totals from Table 6.9 

and divides them by the numbers of FIC and PIC. The 

final 2 columns of Table 6.10 show that: 

* 
the (differential, opportunity) cost of fully 
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immunising a child through mass campaigns was 

¢2,755. 

* the (differential, opportunity) cost of partially 

immunising a child through mass campaigns was 

¢I,007. 

Table 6.11 shows the cost categories for mass 

campaigns. Almost half the money was spent on staff 

allowances, which were not paid at all for 8/0 

activities. Most of the rest was spent on transport, in 

the form of fuel and maintenance for government 

vehicles. 

Finally, Table 6.12 summarises the results. 

317 



Table 6.10 Cost per FIe and PIC by mass campaigns, 

1990 

District Cost (~) FIC PIC Cost per Cost per 
(1) FIC (~) PIC (e) 

Ho 1,384,970 513 1,274 2,700 1,087 

Jasikan 840,850 784 1,575 1,073 534 

Ketu 1,366,700 792 1,751 1,726 781 

Kpando 743,740 53 (2 ) 116 14,033 6,412 

Kete- 2,813,470 841 2,091 3,345 1,346 
Krachi 

Nkwanta 1,404,230 467 1,858 3,007 756 

Tongu 1,518,360 206 1,336 7,371 1,136 

Regional 10,072,320 3,656 10,001 2,755 1,007 

total 

(1) No mass campaigns in Hohoe or Keta districts. 
(2) Kpando only ran one mass campaign. If this figure is correct, 

the children must have received previous vaccinations 
elsewhere. 

The reader is reminded that these are costs which were of relevance 
to the RDHS, not total costs. 

Sources: 
DHMT immunisation returns to Epidemiology Division, Volta RHA. 
Costs from Table 6.9. 
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Table 6.11 

District 
(1) 

Ho 

Jasikan 

Ketu 

Kete-
Krachi 

Nkwanta 

Tongu 

TOTAL 

Mass campaign costs (¢ and percentages), 
1990 

Staff Transport Other TOTAL 
allowances (2) 

880,220 356,140 148,610 1,384,970 
(64%) (26%) (11 %) 

305,470 473,670 61,710 840,850 
(36%) (56%) (7% ) 

591.370 69,7920 77 ,410 1,366,700 
(43%) (51%) (6%) 

1,199.780 1.396.640 217,050 2,813,470 
(43%) (50%) (8%) 

709,070 473,250 221,910 1,404,230 
(50% ) (34%) (16%) 

774,190 684,250 59,920 1,518,360 
(51%) (45%) (4%) 

4,460,100 4,081,870 786.610 9,328,580 
(48X) (44X) (8X) 

( 1 ) No mass campaigns were held in Keta and Hohoe districts. 
No expenditure breakdown available for Kpando district. 
The grand total is different from that in Tables 6.9 and 6.10 
because of the omission of Kpando. 

( 2 ) 

The reader is reminded that these are costs which were of relevance 
to the RDHS, not total costs. 

Sources: 
DHMT payment vouchers for FEs 
DHMT ledgers 
Accounts submitted by DHMTs to RHA 

Table 6.12 Mass and SIO unit costs (¢l, Volta, 1990 

MASS CAMPAIGNS STATIC/OUTREACH 
Cost per: Actual cost per: 

FIC PIC FIe PIC 

¢2,755 C1 , OO7 ¢262 ¢153 

Derived from Tables 6.7 and 6.10. 

The reader is reminded that these are costs which were of relevance 
to the RDHS, not total costs. 
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In Volta, in 1990: 

* about ¢10,072,000 was spent on mass campaigns to 

achieve 3,656 FIC, compared with about ¢3,948,000 on 

S/O for 15,047 FIC. 

* mass campaigns were less cost-effective - about ¢2,755 

per FIC. This is more than ten times the cost per FIC 

for the S/O method. 

* about ¢260 per FIC was spent on static/ outreach 

irnrnunisations. To run a full S/O programme would have 

cost almost double what was actually spent. 

The costs cited here are not total costs. They are the 

differential, opportunity costs of relevance to decisions 

made by the RHA in Volta. 

E What conclusions can be drawn from the CEA? 

* 

* 

Four main conclusions can be drawn from the CEA: 

S/O was more cost-effective than mass campaigns, 

given the way that resources were allocated to 

Volta region in 1990. 

There was still a role for mass campaigns in some 
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areas. 

* The systems for channelling resources for S/O were 

extremely weak. 

* Signals about the availability of resources did not 

encourage the RHA to act cost-effectively. 

1 Given the way that resources were allocated to 

Volta region in 1990, 5/0 was more cost-effective 

than mass campaigns. 

The overall conclusion to be drawn from this CEA is 

that, given the way that resources were allocated to 

Volta region in 1990, S/O was a more cost-effective 

immunisation strategy than mass campaigns. lIl It would 

be worthwhile expanding the S/O service in favour of 

mass campaigns - as long as the marginal costs of S/O 

were less than the MCs of mass campaigns. 

It is impossible to say at exactly what point the 

MCs of S/O would exceed those of mass campaigns. 

However, some general points can be made. 5/0 coverage 

could be expanded in three increasingly expensive ways -

immunising more children at existing health stations and 

ewes; holding more clinics at existing outreach sites; 

113 The CEA cannot j~dge whfch immunisation strategy would 
be more cost-~ffe~t1ve nat10nally, because it excludes the 
costs of cruc1al 1tems such as cold chain equipment. 
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and opening new static centres. 

The marginal cost to the region of immunising more 

children per ewc would be very low, so long as this did 

not necessitate extra visits (to villages and even 

individual homes) to encourage people to attend. 

Some increase could be affected through better 

publicity/health education and through better 

identification of non-compliers. (Non-compliers are 

members of the target population who receive no, or 

incomplete, vaccinations.) These two strategies would 

require training and improved supervision. These 

systemic changes are difficult to cost; there would be 

little impact on the direct, marginal costs of running 

5/0 clinics. 

Table 6.7 showed the numbers of FIC and PIC 

achieved through S/O. The ratio of FIC to PIC was 

particularly unfavourable in Kete-Krachi, Ketu, Nkwanta 

and Tongu. 114 These districts had lower numbers of FIC 

relative to PIC than the other districts, notably Ho and 

Hohoe. For every 100 PIC in Ho, 66 children were fully 

immunised; for every 100 PIC in Kete-Krachi, there were 

only 43 FIC. Improving the FIC/PIC ratio should be 

114 It is possible that children who began their course of 
immunisations at S/O clinics later finished the COurse in 
a mass campaign. However examination of Table 5.4 shows 
that the same four districts had unfavourable FIC/PIC 
ratios for all their vaCCinations. 
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possible, particularly by improving record-keeping so 

that defaulters could be followed up. If 75% of all the 

children who received BeG through S/O in Volta in 1990 

had ended up as FIe, there would have been about 

4,300 11S more FIC. This is more than the total number of 

FIe from the mass campaigns, which cost over ClO 

million. These figures are speculative - however they 

demonstrate the potential for increasing the number of 

FIe by maintaining contact with children who had already 

been irnrnunised at least once. 

More opportunistic irnrnunising could be done - i.e. 

immunising children who were attending a health facility 

for another reason. Again, the effect on running costs 

would be small. 

Table 6.8 shows that it would have cost the region 

an estimated C7 million to have had regular clinics at 

the 610 existing outreach sites - C3 million more than 

was actually spent on S/O in 1990. The amount of cash 

which was needed for each outreach clinic site per year 

(from an existing health facility) was Cll,600. If the 

catchment population of the outreach site was 750, there 

would be 22 under-ones per year. 116 If 50% of these were 

11~ Table 5.7 shows that S/O clinics partially irnrnunised 
25,849 children - in other words, 25,849 BCGs were given. 
75% of this is 19,387. The difference between this and the 
number of FIC is 19,387-15,047 = 4,340, or about 4,300 
children. 

116 Assuming 3% of the population were under-ones. 
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fully immunised, this would work out at about ¢1,050 per 

FIe per year. 1i1 The figure of ¢1,050 is considerably 

lower than the mass campaign cost per FIC. However it 

should be stressed that this is speculative - there is 

room for debate about the estimates of both the costs 

and the number of FIC which would be achieved. 

Opening new health stations took a long time; 

moreover the RHA had little influence over their 

location. In 1991, several new MCH satellite centres 

were opened in Kete-Krachi district. The satellite 

centres were a compromise between outreach sites and a 

fully equipped health station. The satellites were 

permanent clinics with only one CHN and an assistant. 

They were located in existing buildings and no rent was 

paid to the host community. The main running costs were 

transport for the satellite staff (who had previously 

been under-employed at the district hospital) and for 

supervisory visits. None of the new clinics had 

refrigerators - they were not in particularly remote 

areas. The opportunities for such satellites were 

obviously limited. The costs of running clinics would be 

rather higher than the ¢11,600 figure used in the 

previous paragraph because of the costs of collecting 

vaccines. Even if this increased costs by one-third, the 

average cost per FIC would be ¢1,400. This is still more 

117 Note that, as always in this chapter, these are 
differential, opportunity costs incurred within the region 
_ donor and central government costs are excluded. 
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cost-effective than mass campaigns. (J6.15; IB2.14) 

In the long run, the high cost of mass campaigns 

provided another reason for lobbying for new health 

stations in areas which could not be served from 

existing facilities. 

Wherever an expansion of 5/0 was possible - by 

immunising more children per clinic, improving 

opportunistic immunisation, visiting more outreach sites 

or opening new satellites - this was more cost-effective 

from the regional perspective than mass campaigns. 

2 There was still a role for mass campaigns in some 

areas. 

The fact that routine clinics were more cost

effective in the region as a whole does not mean that 

mass campaigns were completely redundant. Mass campaigns 

were still needed in areas which could not be reached by 

outreach visits or new satellite clinics. 

Mass campaigns cost about ¢400,OOO each. The 

marginal costs of running more campaigns would be equal 

to the average costs - the service would be replicated. 

If the effectiveness did not change, this would mean an 

average of ¢2,800 per FIC. At some point, as coverage 

increased, marginal costs would rise because the least 
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accessible chi ldren remained to be irnrnunised. 118 

Mass campaigns could become more efficient by 

reducing the drop-out rate. Ideally, there should be at 

least four mass campaigns per year - this was achieved 

by five of the seven districts involved in mass 

campaigns in 1990. Of these five, however, only the 

campaigns in Ketu and Nkwanta were spread out over a 

reasonable time period. Better timing might in itself 

have reduced the drop-out rate, especially as the end-

of-year rush coincided with poor road conditions. 

Improved record-keeping about drop-outs would also have 

helped. 

3 The systems for channelling resources for S/O were 

extremely weak. 

No well-developed systems for channelling resources 

for S/O existed. S/O relied rather precariously on fees, 

which did not yield enough money to maintain a 

refrigerator and to travel regularly to outreach sites. 

The situation was particularly unsatisfactory for remote 

health stations with high travel costs and a kerosene or 

118 This is what happened in Kpando. (see Table 5.10) The 
mass campaign there immunised relatively few children -
unit costs were thus very high. Kpando is a small 
district. Access to health facilities is good, except for 
the islands in Lak~ Volta, which are isolated and have had 
litt~e contact In the. past with government health 
serVIces. The mass c~p~lgn was a first attempt to reach 
these isolated communItIes. 
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gas refrigerator. 

The availability of resources for S/O compared 

unfavourably with mass campaigns. Donors preferred to 

spend on mass campaigns - the results were quicker and 

more easily identifiable. Examples abounded of shortages 

for S/O at the same time as expensive mass campaigns 

were in progress. S/O was hampered by problems with 

managerial and bureaucratic processes. By concentrating 

on mass campaigns, these problems were circumvented. But 

the very circumvention aggravated the problem, as it 

distracted from the need to improve the flow of 

resources for S/O. 

The RHA could do a lot to reduce the uncertainty 

and confusion about resources for S/O. Many of these 

suggestions are reminiscent of Chapter 5, because they 

refer to the basic problem of the vacuum in health 

station financing. 

* 
The RHA could enforce a clear policy about who was 

to pay for travel expenses and refrigerator running 

costs at health stations. The most sensible option 

was DHMTs, which would have required a concomitant 

increase in their FEs. In the short term, the RHA 

could consider earmarking some money for DHMTs to 

spend on establishing routine CWCs at health 

stations and their outreach sites. 
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* Health stations with a proven record of 

accountability could be given imprests. 

* Health stations gave half of their income from ewe 

attendances to DHMTs, yet cancelled clinics because 

of lack of money. This policy could be reviewed. 

* Pressure from national level to abolish the ewe and 

immunisation fees could be resisted. The RHA could 

publicise the importance of the fees for financing 

s/O. 

* The RHA could be sensitive to the importance of 

* 

* 

fuel costs; it could try to develop a contingency 

plan for price increases. [The cost of fuel was a 

key determinant of the cost of immunisations. Fuel 

prices increased dramatically in 1990 (the year of 

the Iraqi invasion of Kuwait) 

impact on spending patterns. 119] 

this had a major 

The RHA could have a clear policy on the number of 

staff expected to travel to outreach sites. 

Reducing the number of people would reduce costs. 

The location of existing refrigerators could be 

improved. 

119 Prices per gallon of diesel increased from (:330 in 
January to (:850 in December. In October 1990, the price of 
kerosene more than doubled - from (:400 to (:850 per gallon. 
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4 Signals about the availability of resources did not 

encourage the RHA to act cost-effectively; the 

incentives were perverse. 

The CEA highlights the economic signals sent to the 

region by Accra. These were perverse; they did not 

encourage cost-effective behaviour. 

One signal was that regions should not concern 

themselves with the cost of some items, such as capital 

equipment and salaries. 

A second economic signal was that the earmarked 

donor money received in late 1990 had a zero opportunity 

cost - it was there for the taking, so long as it was 

spent quickly, which in practice meant primarily on mass 

campaigns. In fact, the signal was misleading. Purely in 

terms of efficiency, the region would have done better 

to refuse this money, because its own resources
llO 

were 

subsequently tied up in the mass campaigns. The money 

from donors was not sufficient to cover the cost of the 

campaigns. The region became locked into non-cost

effective behaviour, seduced by the existence of 

seemingly "free" money. Even without the considerable 

political pressure, this money would have been hard to 

120 The amounts involved were ¢1, 804,550 for the RHA and 
¢4,102,240 for the DHMTs. (from Table 6.9) This 
represented 1.9% and 13. 0% respectively of thei r 
expenditure from FEs. (from Table 5.4) 
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resist. As well as increasing the absolute amount of 

available resources, donor money was easy to manage and 

was useful when there were problems with bureaucratic 

government procedures. 

By being willing to pay for certain items, donors 

seemed to signal that they regarded these items as 

important. Daily allowances for people on mass campaigns 

were signalled as being a more immediate priority than 

reimbursements for the use of public transport; 

raincoats were more important than kerosene for 

refrigerators; many things seemed to be more important 

than money for lunches for S/O staff. 

Except in places inaccessible to existing health stations or 

new satellite clinics, S/O was more cost-effective than mass 

campaigns. It was difficult to develop S/O when donors 

preferred mass campaigns and when resources were not 

channelled efficiently to health stations. 

F Perspectives on the CEA - from health stations to 

headquarters 

"Though managers and organization theorists often attempt to 

override ..... complexity by assuming that organizations are 

ultimately rational phenomena that must be understood with 

reference to their goals or objectives, this assumption often 

gets in the way of realistic analysis." (Morgan, 1986, p 322) 
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Viewed from Volta RHA, S/O was more cost-effective 

than mass campaigns. For the regional health economist, 

S/O would thus seem to be more rational. However, the 

CEA was only one of many possible interpretations of the 

mass campaign versus S/O debate. What other storylines 

were there? How did various groups perceive this CEA? 

Did static/outreach appear the "rational" choice for 

everyone? 

The CEA posed the question, "was it better (i.e. 

more cost-effective) to immunise children by mass 

campaigns or at S/O clinics?". This gave rise to another 

question - was "cost-effective" an acceptable 

interpretation of "better"? The section looks at these 

questions from five perspectives - those of the RHMT, 

DHMTs, health stations, MoH headquarters and UNICEF. 

As in Chapters 5 and 7, the viewpoints in this 

chapter are based on my journals and interview 

transcriptions. As explained in Chapter 4, copies of the 

chapter were shown to individuals from all the 

organisations used as "viewing points". Amendments were 

made to correct factual errors or misinterpretations. 

Other perspectives could have been described. For 

example, the PNDC, clients and donors other than UNICEF 

all had points of view about the mass campaign versus 

S/O debate. The views discussed here make no claim to be 
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comprehensive; but they do make the point that by 

focusing on one interpretation of rationality, CEA omits 

many important considerations. 

I The Regional Health Management Team 

"This emphasis on immunisations is very frustrating. What is 

needed to deal with the situation is a mindless bureaucrat - a 

director who does as he is told by headquarters. But I have my 

own ideas about developing health systems in Volta; my dilemma 

is to what extent I can question national directives, without 

making my job unpleasant or even untenable. There are many 

pressures for me to give up my independence and view myself as 

part of a centrally-controlled machine. Conducting mass 

campaigns is simple political expediency." (RDHS, November 

1990) 

Although the CEA vindicated the RHMT's view about 

the advantages of static/outreach clinics, it did not 

capture the main point of the debate - that S/O was 

about institutional development, whereas mass campaigns 

were closer to crisis management. The immunisation rush 

of late 1990 disrupted existing plans; it scarcely 

encouraged careful planning in the future. The findings 

of the CEA may help the RHMT to argue its case for 

developing static infrastructure with Ministry of Health 

headquarters and with donors. But the RHMT would have 

continued to promote S/O if the findings of this CEA had 
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been different. 

The problem with the CEA was that it only measured 

benefit along one dimension - immunisations. This 

reinforced the whole problem with mass campaigns - that 

they tended to view the Ministry of Health as an 

immunising machine. The multiple benefits of developing 

an infrastructure of DHMTs which supported static 

facilities were ignored. 

The CEA did not capture the negative bi-products of 

mass campaigns - they distracted key members of staff; 

contradicted regional policies; negated much of the 

RHMT's work promoting decentralisation; and encouraged 

data falsification and one-dimensional decision-making. 

These five bi-products of mass campaigns are discussed 

below. 

1 Mass campaigns distracted key personnel from long

term objectives. The CEA did not measure the 

opportunity costs of factors such as the time of a 

skilled RHMT member. 

E The development of a regional health information system was 

delayed because the responsible officer went to the field for 

two weeks in November 1990 to supervise a mass campaign. This 

coincided with an information consultant's visit, which had 

been planned several months previously. The staff member in 
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question was a district parent. 121 His attendance had been 

urgently requested by the DHMT, which was feeling pressurised 

to fulfil the expected coverage. (JS.ll4) 

2 MoH headquarters' concentration on immunisations 

led it to ignore other issues and to contradict 

regional policies. For example, encouraging the 

sensible use of immunisation fees was a long-term 

RHMT strategy which mass campaigns disrupted. 

E Pressure from Accra led to the decision to provide immunisations 

free in some (poorer) districts in late 1990. The justification for 

this was that short-term coverage (i.e. before 31st December l22
) 

would increase. This was true. But the long-term effects were less 

favourable. Immunisation fees were necessary to keep the system 

functioning, particularly at times when there was little government 

or donor money. It was difficult to explain to communities why 

immunisations were sometimes free and sometimes not. The decision 

not to charge was based on short-term considerations. (letter from 

DMOH Nkwanta, September 1990; JS.14) 

3 Mass campaigns tended to spoil the RHMT's 

relationships with local management teams 

(especially DHMTs), which justifiably felt 

121 District parents were members of the RHMT who were 
responsible for liaison. wi th. individual districts. The 
parents had general dutles, ln contrast to thei r usual 
divisional-based work. (see Chapter 3, Section D) 

122 As well as being the last day of the year, 31st December 
was the anniversary of the 1981 coup. 
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frustrated when the region concentrated on only one 

aspect of their work. 

The development of teams in health stations, 

hospitals, districts and regions aimed to create loci of 

decision-making which were reasonably independent and 

flexible. In 1990 the MoH was at the stage of developing 

these teams. Insisting on immunisations as a priority 

reduced the autonomy of these new teams. (J5.6l) 

4 The pressure for 80% coverage was so intense that 

the accuracy of data was not sufficiently 

questioned. 

In public, ridiculous coverage data were accepted 

and even reported by newspapers. Staff from areas which 

claimed high coverage were congratulated. 

MoH headquarters adopted different public and 

private faces. In private, they acknowledged that the 

population data were only estimates and that coverage 

data were sometimes forged. 

E Staff from low-coverage areas (or areas with reliable information) 

often felt under-valued. In 1989, the alleged immunisation coverage 

data were announced on the radio - Volta region had the lowest 

coverage. Later that week, the relevant divisional head in Accra 

telephoned the responsible officer in Ho and told him not to be 
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upset by the radio announcement because it was recognised that Volta 

produced the most accurate, truthful data! Yet the damage to morale 

had already been done. (J5.l11) 

5 The obsession with targets led to one-dimensional 

decisions, without considering wider health 

objectives. 

E In September 1990, the officer who had specific responsibility for 

UNICEF projects in Volta region visited Ho. She was quite explicit 

that the immunisation of children in the target age-group should be 

an overriding priority from that time until December 1990. The 

target age-group was then identified as children who would be 

approximately 14 months old at the time of a planned evaluation of 

immunisation coverage in February 1991. Children who were too young 

for measles immunisation were therefore not in the "number 1 target 

group". Such behaviour was determined by targets. not considerations 

of health. (J4.66) 

MasS campaigns did have one positive bi-product -

large amounts of cash passed through the RHA and could 

be used to keep the system operating when there were 

problems with the flow of government cash. Not all the 

money needed to be passed on to districts, or used 

purely for immunisations. 

E In early 1990 some UNICEF immunisation money was used to pay for 

part of a workshop for statistics staff. Immunisation records 
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constituted only a small part of the subject-matter. In mid-l990, 

UNIC~F money was borrowed to finance the training of leprosy, 

storekeeping and environmental staff. Although government money had 

been promised (and subsequently arrived), it was delayed by the late 

publication of the national annual budget.(J2.55) 

In such cases, the existence of donor money - of which 

mass campaigns were a major source - allowed the system 

to continue running. 

It was possible to use some of the extra donor 

money which was earmarked for immunisations in 1990 for 

the development of static/outreach. ¢2.4 million was 

carried over into 1991 for this purpose. The RHMT would 

have preferred more money to be used in this slower way; 

unfortunately the pressure was for quick results. lll 

Some of the money for mass campaigns was also used for 

the repair of broken-down vehicles and refrigerators. 

This helped both mass campaigns and 5/0. (J5.112) 

This section has reflected the views of certain key 

senior members of the RHMT [especially the Regional 

Director of Health Services and the Senior Medical 

Officer (Public Health)], rather than of the team as a 

whole. The RHMT was not a unified body - not everyone 

123 In the language of economics, the opportunity cost of 
earmarked funds was lower than the Des of funds which 
could be put to more general uses. 
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agreed that mass campaigns were a distraction to 

institution-building. Some felt that the mass campaigns 

were excellent for both Ministry of Health morale and 

for raising public awareness about immunisations. 

Several members of the RHMT said that although they 

recognised that mass campaigns were too expensive to be 

continued, they thought that it was wrong to dismiss the 

value of previous campaigns. The campaigns had done a 

lot to raise awareness of immunisations, both within the 

MoH and beyond. The emphasis on immunisations was 

compared with the emphasis in 1991-2 on guinea worm. 

Whilst no-one believed that the high level of resources 

devoted to one issue was sustainable, it was felt 

necessary to have a period of consciousness-raising 

about certain topics. 

Quick and substantial results were also good for 

MoH staff morale. One regional divisional head feared 

that morale would drop when staff realised the low 

levels of coverage which would be attained in the short 

run through S/O immunisations. (lB1.15) 

These feelings were summed up by a pharmacist: 

"The emphasis on mass campaigns was a good thing ..••.... ln 

Ghana we have a lot of problems and we can't tackle them all 

at once. So it's good to start with one, get it under way and 
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then move on to something else - it could be guinea worm or 

nutrition or teenage pregnancy. By concentrating on certain 

things, we can see some success, which is good." (182.31)124 

The argument here was that institutional development was 

too general. The Ministry of Health needed to 

concentrate on discrete projects where progress could be 

clearly seen. 

Another major advantage for RHMT staff was that 

they benefited from extra daily allowances during mass 

campaigns. This point is considered in more detail in 

the next section, which considers the views of DHMTs. 

II District Health Management Teams 

From the DHMTs' point of view, mass campaigns had 

two main advantages over S/O - they involved more money 

and a sizeable portion of the money was paid directly to 

MoH staff or used for running the DHMT vehicle. 

At district and health station level, the absolute 

availability of resources was a key issue. Many plans 

were frustrated because of the lack of resources. Mass 

campaigns attracted resources to districts: moreover, 

the money was not subject to the stifling government 

124 These arguments are very similar to the ones used to 
promote selective primary health care. (Walsh and Warren, 
1979) 
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procedures for FEs. 

Table 6.13 - which is not part of a conventional 

CEA - shows the "destinations" of the ¢l4,020,715 which 

was spent on immunisations in 1990. The table 

illustrates the appeal of mass campaigns - resources 

were given directly to staff or used for running 

existing equipment, particularly the DHMT vehicle. 

Table 6.13 "Destinations" of expenditure on 

immunisations, 1990 

"Destination" of Mass Static/ Total 
money campaigns outreach 

C¢) C¢) 

Direct payments to 4,834,710 493,550 5,328,260 
MoH staff 

Running existing 4,431,820 276,390 4,708,210 
MoH equipment 

Purchase of 805,790 3,178,455 3,984,245 

external goods and 
services (mostly 
public transport) 

Total 10,072,320 3,948,395 14,020,715 

Source: Derived from Tables 5.7 and 5.10. 

Because their salaries were so small, perks were a 

key issue for most MoH staff. Without perks, it was 

impossible to sustain a motivated workforce. The CEA did 

not capture this key point. During the mass campaigns in 

late 1990, daily allowances of ¢500 per person per day 
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were paid and items such as torches, wellington boots 

and raincoats were distributed by the MoH and UNICEF. 

Viewed from this angle, mass campaigns were very 

desirable - they were an extremely "efficient" way of 

providing extra income and perks. (J5.244; J6.27; 

IB1.35) 

In contrast, S/O brought few benefits to individual 

staff. The district in Volta with the highest 

immunisation coverage (Hohoe) had no mass campaigns in 

1990. Many of the staff were disaffected: they felt that 

they were working hard and yet did not receive the extra 

allowances distributed to their colleagues in other 

districts which conducted mass campaigns. There were no 

incentives to run S/O. (IB1.98) 

Just as at regional level, district staff were 

divided in their view of the effect of mass campaigns on 

teamwork. For some, campaigns provided a real focus and 

reason for teamwork, even though routine work was 

disrupted. Many district parents first became closely 

involved with their DHMTs during mass campaigns, when 

they monitored coverage and offered support. (J6.35) 

For others, mass campaigns distracted DHMTs from 

developing a system of health care delivery: 

"As a general impression it may be noted that EPI [the 

Expanded Programme on Immunisation, i.e. mass campaigns] tends 
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to usurp quite a lot of the working capacity in the districts 

at the expense of other activities and programmes." (DMOH, 

quoted in Mary Theresa Hospital, 1991) 

Centralised decisions about mass campaigns stalled 

learning processes at district level, as illustrated by 

the following example. 

E In April 1990, Ho district debated how best to immunise children 

in the south of the district, where there was relatively poor access 

to health stations. The main issue was whether or not teams 

travelling from Ho should sleep at outreach sites or whether they 

should return to Ho each night. The arguments for sleeping out were 

that it saved fuel; allowed staff to claim night allowance payments; 

and increased the number of people immunised, as early mornings were 

a convenient time for villagers. The arguments for returning to Ho 

every night were that it saved expenditure on night allowances and 

was more convenient for staff with domestic responsibilities, 

especially nursing mothers. In short, sleeping in Ho was cheaper but 

less effective. The decision was essentially a matter of 

prioritising expenditure on immunisations relative to other demands 

on the DHMT budget. The larger the share of the FEs that was devoted 

to immunisations, the more children could be immunised. One mass 

campaign was held in April; teams slept in the villages. The DHMT 

decided that it would evaluate this and re-consider the issue later 

in the year. 

Later in 1990, money was given to Ho specifically for mass 
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campaigns. This obviated the need to prioritise immunisations 

relative to other DHMT activities and to consider whether or not the 

April campaign (when staff slept in the villages) was an experience 

worth repeating. April 1991 saw a repeat of the previous April's 

discussions. The debate had progressed no further during the course 

of a whole year. The OHMT had not developed its ability to 

prioritise; moreover, it was stuck with the problematic precedent 

that staff had received extra incentives for mass campaigns. (J3.7) 

DHMTs had mixed feelings about mass campaigns. They 

provided perks which were useful for morale. On the 

other hand, they distracted from routine work and made 

staff unwilling to work without special allowances. 

These points were the nub of the mass campaign versus 

S/O debate, yet are not reflected in the CEA. 

III Health stations 

"T&T [travel and transport allowance] is never paid for our 

outreach visits; our claims are ignored at the district and 

the accounting staff just insult us. I never send my T&T 

claims now. Yet we have to walk long distances to villages 

with empty stomachs. It's not fair. Mass campaigns are 

better." (Medical assistant, August 1991) 

The cost-effectiveness of 8/0 came as no surprise 

to MCH nurses. Their view was that S/O was cheaper 
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because it involved nurses doing more work for less 

money - outreach was exploitative. Mass campaigns 

entailed travel in the DHMT vehicle (more comfortable 

and more kudos for nurses); a daily allowance; and 

lunch. Outreach involved walking or unreliable public 

transport; no allowances; (usually) no lunch; and little 

job satisfaction, as the numbers being immunised were 

generally small. Promised reimbursements for travel 

expenses rarely materialised. Sometimes travel costs 

were met from fees, sometimes out of the nurses' own 

pockets. 

The CEA only seemed to consider supply - what about 

the demand for immunisations? During mass campaigns 

(and, to a lesser extent, during S/O), many 

immunisations were done without clients understanding 

why. When the immunisations failed to live up to the 

clients' expectations (for example that it would prevent 

cholera, malaria or pregnancy), the reputation of 

immunisations was destroyed. The problem with the "80% 

now" argument was that at best it did not offer a choice 

and at worst it could lead to coercion. 

E In one village. where there were complaints about previous 

immunisation abscesses. villagers were told (untruthfully) that they 

would be fined if their children were not immunised. 

The "mass" nature of the campaigns encouraged such 
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excesses. There was a need for long-term education. The 

CEA only had a one-year time horizon and thus failed to 

capture this issue. (J5.36, 59, 242; J6.64) 

Health station staff were frustrated by 

pronouncements from national level that immunisation 

fees were illegal and akin to extortion. Health stations 

were expected to run an outreach service, but were not 

paid for kerosene or travel. They thus relied on fees. 

Moreover, until the fee was officially recognised, 

little could be done to discipline genuine cases of 

extortion. (J5.58) 

IV Ministry of Health headquarters 

Staff at Ministry of Health headquarters generally 

accepted the CEA's finding that static/outreach was more 

cost-effective than mass campaigns. But where was the 

money for S/O to come from? The main components of S/O 

were the very ones which donors were least willing to 

provide - recurrent costs such as reimbursements for 

public transport and lunches. This money would have had 

to come out of government FEs. Not only did the FEs have 

a much higher opportunity cost than donor money, but 

they were also subject to many time-consuming 

bureaucratic processes. 

Donors gave the MoH mixed messages - they wanted 
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sustainable programmes, yet they wanted 80% immunisation 

coverage in the short term. The two were incompatible. 

The conventional wisdom amongst donors was that if 

\ 
Ministries of Health were to provide sustainable 

services, they should pay their own "core" recurrent 

costs. ("Core" is used here to mean regular activities 

which are regarded as a key part of the health system.) 

This doomed S/O to receive less support than mass 

campaigns. 

The final decision to spend a lot of money on mass 

campaigns in late 1990 circumvented the MoH; it was made 

by the PNDC, after donor pressure. 

V UNICEF 

The CEA did not include a time-scale. What it 

showed was that the immunisations which could be done 

through S/O in 1990 were cheaper than mass campaign 

immunisations. The point is that UNICEF wanted to 

achieve 80% immunisation coverage in 1990. This could 

only be achieved through mass campaigns. The choice 

proposed by the CEA was not a real one - mass campaigns 

were a necessary strategy to achieve 80% coverage. This 

level of coverage is desirable because immunisations are 

a cost-effective intervention and 80% coverage affords a 

reasonable level of herd immunity. 
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UNICEF tended to be blamed for a lot of the 

problems surrounding immunisations. This was unfair -

the Government of Ghana agreed to the 80% target. 

VI CEA and other storylines 

The various viewpoints have demonstrated that there 

are many ways of looking at immunisation strategies. For 

example, mass campaigns had the following roles: 

* an intervention to make children healthier 

* a source of income to supplement low government 

salaries 

* an opportunity to practise teamwork 

* an instrument of centralised control 

* a device to raise awareness about the importance of 

immunisations 

* 

* 

* 

* 

* 
* 

* 

a source of considerable frustration and job 

dissatisfaction 

an obstruction to teams learning how to set their 

own priorities 

a quick-fix solution 

a distraction from more important duties 

an impediment to decentralisation 

an unsustainable precedent for paying staff extra 

for working hard 

an excuse to get the DHMT vehicle repaired. 
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The viewpoints also highlighted the fact that an 

organisation's "policy" may not in fact be widely 

accepted within the organisation. The aim of 80% 

immunisation coverage in 1990 was probably the most 

clearly stated and widely known of the Ministry of 

Health's objectives. Even so, many heath workers 

disagreed with the objective and disliked the fact that 

mass campaigns were used to achieve quick results. 

Underneath the public face of "the" Ministry of Health's 

objective, many other objectives were being pursued. 

CEA acknowledges only one role for mass campaigns and S/O -

immunising children. However the immunisation strategies 

served many different roles for different actors. Not all 

actors shared "the Ministry's" objective of 80% coverage. 

G Conclusion: cost-effectiveness analysis and its 

organisational context 

Cost-effectiveness analysiS aims to identify the 

rational way of achieving a clear objective that can be 

measured along one dimension. The literature review 

contrasted this with the view of organisations as 

complex bodies, consisting of many individuals pursuing 

different objectives. 

What conclusions can be drawn when an economic 
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appraisal is juxtaposed with a description of an 

organisation that does not adhere to the rational model? 

More specifically (to return to the question with which 

the literature review ended), how can a regional health 

economist deal with constraints to the implementation of 

the "rational" recommendations of a CEA? 

This chapter has provided a specific example of 

this juxtaposition. The previous section concluded that 

mass campaigns meant different things to different 

health workers. The CEA simply portrayed mass campaigns 

as (from the Regional Director's perspective) a cost

ineffective strategy. 

Five conclusions are made. These conclusions can be 

thought of as issues for an economist to consider when 

conducting economic appraisal at sUb-national level. 

1 A CEA should clearly state who "the decision-maker w 

is. The position of the decision-maker determines 

which costs are relevant. 

The literature review discussed the fact that CEAs 

often consider rationality from "society's" or 

"the government's" point of view - the specific 

client (or decision-maker) is rarely identified. 

The CEA described in this chapter made explicit who 

the client was (the Regional Director of Health 
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Services) and how this affected the analysis. Not 

all costs were included, as some were of no 

consequence to the RDHS. 

It might be argued that client-oriented economic 

appraisal is "selling out". The analysis is 

tailored to suit the specific circumstances of the 

decision-maker, whereas it should perhaps challenge 

the decision-maker to think about broader issues. 

This is a return to the dilemma between accepting 

or challenging constraints which was encountered 

several times in the literature review. 

The economist can work on more than one front at 

once - it is not necessarily an either/or dilemma. 

The client-oriented economic appraisal is relevant 

because it deals with the issue as it confronts the 

decision-maker. The decision might as well be an 

informed one. 

On a wider front, the economist can emphasise that 

a CEA designed for a particular decision-maker does 

not tell the whole story - for example including 

clients' costs would change the analysis. 
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2 The way in which resources are channelled may 

encourage behaviour that is not cost-effective. 

The channels through which resources flowed into 

the region influenced the choice of immunisation 

strategy. The nature of the resource flows made it 

easier to conduct mass campaigns than to expand the 

5/0 services. For example: 

* The financial situation at health stations was 

unclear. There were two main areas of 

confusion - the rules surrounding the use of 

fees and responsibility for items such as 

travel expenses. These issues made it 

difficult to develop 5/0, even though 

relatively small amounts of money could have 

increased coverage more significantly than the 

larger amounts flowing through the "mass 

campaign channels". 

* Some money from donors was earmarked for 

immunisations and had to be used quickly. It 

was much easier to satisfy these conditions 

with single-issue mass campaigns than with the 

diffuse 5/0 clinics. Intentionally or not, 

donors signalled their preference for mass 

campaigns over S/O. 
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* Because mass campaigns were regarded as 

special and additional to routine, there was a 

willingness to pay extra allowances for MoH 

staff. The recipients valued these allowances 

highly. 

In short, the signals provided by the resource 

flows encouraged behaviour that was not cost

effective. 

3 Most activities have multiple effects. Some may be 

difficult to incorporate into a eEA. 

There were many "bi-products" of the immunisation 

strategies which could not be incorporated easily 

into the CEA. 

CEA aims to identify either the cheapest way of 

achieving a fixed objective or how to maximise 

achievements for a given sum of money. In either 

case, the objective is explicit and capable of 

being summarised in a single measure. In practice, 

such neat objectives rarely exist. The alternatives 

being considered usually create bi-products which 

are not included in the measure of cost

effectiveness. (In this chapter, the measures of 

cost-effectiveness were cost-per-FIC and cost-per-

PIC.) 
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In the case of immunisations, many health workers 

felt that the bi-products raised significant issues 

which the CEA should not ignore. For example, some 

argued that mass campaigns undermined institutional 

development and decentralised decision-making. 

Ignoring bi-products is disingenuous - it ignores 

some of the key issues in the choice of strategy. 

Whilst the strength of CEA should be retained -

that it clarifies the input/output implications of 

alternatives - the CEA will lack credibility if it 

ignores wider issues. 

4 People pursue many different objectives. The fact 

that an issue is the subject of a policy statement 

(or of a CEA) does not necessarily imply that it is 

a shared objective. 

In the example in this chapter, many objectives 

(both private and institutional) were being pursued 

at the same time. Mass campaigns fulfilled other 

objectives, in addition to immunising children -

for example they were a significant source of 

additional income for health workers at all levels. 

Understanding the existence of multiple, sometimes 

conflicting, objectives can help to explain why 

organisations engage in cost-ineffective behaviour. 
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The use to which this understanding can be put is 

discussed in point 5, immediately below. 

5 A CEA leads to the identification of a number of 

issues which need to be tackled in order to promote 

the acceptance of the most cost-effective practice. 

A cost-effectiveness analysis can be regarded as a 

one-off exercise to identify a solution to a 

problem. Alternatively, CEA can be seen as a 

process. The process of conducting the CEA uncovers 

areas for potential action and lobbying if an 

environment which is more conducive to efficiency 

is to be fostered. 

The CEA revealed a ten-fold difference in costs 

(from the Regional Director's perspective). More 

children could be immunised for a given amount of 

money by S/O than by mass campaigns. It would thus 

seem worthwhile to encourage more S/O. By helping 

to understand why mass campaigns were popular, the 

CEA can suggest ways to encourage the system to 

support the more cost-effective alternative. 

Efforts can be made to develop incentives and 

channels for resources which encourage cost

effective behaviour. 

There are clear limits to what can be achieved. In 
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the example discussed in this chapter, there were 

formidable political processes at work. In 1990, 

the decision to have mass campaigns was essentially 

a political one, brought about by donor pressure. 

These donors had considerable resources at their 

disposal, as well as the threat of bad publicity 

for Ghana if the immunisation targets were not 

achieved. In such an environment, CEAs may not have 

an immediate impact on decisions. However, the CEA 

can help to identify strategies which may encourage 

the eventual adoption of cost-effective practices. 

A cost-effectiveness analysis should not be conducted in 

isolation from its organisational context. The analysis 

should specify the decision-maker to whom it is addressed. 

As well as looking at the value of resources, the CEA should 

consider how resources are channelled. The results of a CEA 

may well not be implemented immediately - various strategies 

can be used to encourage the adoption of cost-effective 

practices. 
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Chapter 7 

Cash and Carry 
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Chapter 7 

Cash and Carry -

one region's attempts to introduce a revolving drug fund 

"The avowed aim of the PNDC is to bring health to the doorstep 

of every Ghanaian and at a cost that is affordable by all ..... 

These are indeed head-splitting [issues], especially in a 

situation of scarce resources." (PNDC Regional Secretary, 

Upper East, July 1991; J6.93) 

"The administrative context of cost-recovery is an important 

and under-examined issue." (Creese, 1990, p 16) 

A Introduction 

The previous chapter showed how a relatively simple 

idea (cost-effectiveness analysis) was muddied by 

organisational complexities. For cost-effectiveness 

analysis to be relevant, it must take on board 

organisational realities. The argument in this chapter 

makes the same general pOint, but in a different subject 

area. This chapter considers some economic predictions 

about the effect on supply and demand when a revolving 

drug fund is started. Because the implementation of the 

revolving drug fund was in reality so convoluted, the 

economic predictions were not found to be relevant. How 
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can the economic analysis and the realities of 

implementation be reconciled? 

Chapter 5 described the substantial misappropriat-

ion of funds for drugs at national leve1. 125 Because of 

this mismanagement, supplies at regional level were 

extremely erratic. In 1989, the Government of Ghana 

stated its intention to introduce a national revolving 

drug fund, known as Cash and Carry (C&C). This scheme 

had been talked about for several years, with the 

encouragement of the World Bank. C&C would entail 

individual facilities buying drugs from Regional Medical 

Stores (RMS), which in turn would buy from Central 

Medical Stores (CMS). The revenue earned from selling 

these drugs would be used to buy more drugs - hence the 

term "revolving drug fund". Some categories of people 

would be exempt from payment, the most significant group 

being Ministry of Health staff and their immediate 

families. 

From 1989 until 1992 there was prevarication at 

national level about Cash and Carry. Volta Regional 

Health Administration (RHA) felt that the drug shortages 

could no longer be tolerated; it unilaterally introduced 

its own version of C&C in 1990. 

IB See Chapter 5, Section B (I). 
Drugs accounted for well over half of the stores budget. 
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This chapter documents the introduction of Cash and 

Carry in Volta. Two main threads are interwoven: 

1 The story of the prolonged introduction of Cash and 

Carry (C&C) is told chronologically. 

2 Evidence is presented about the effect of C&C on 

factors such as drug supplies and the utilisation 

of health facilities. This is compared with 

economic predictions about the effects of the price 

signal which was introduced through C&C. 

Although the story is told chronologically, the 

denouement is no secret - many of the anticipated 

benefits of C&C were not realised in the first 9 months 

of operation. The chapter ends with a consideration of 

why the benefits were not realised. In the language of 

organisational theory, it considers the nature of the 

constraints which blurred the price signal. 

The effects of Cash and Carry were established 

through the use of both routine data and a before-and

after survey which was conducted at 14 health 

faci I i ties. 126 Some large facil i ties were del iberately 

selected, others were chosen randomly. A fuller account 

126 Because the faci Ii ties were organised in sl ightly 
different ways, and because they did not all keep the same 
records, some parts of the survey could not be completed 
in all 14 facilities. 
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of the sampling procedure is given in Appendix 6 (a). 

Each facility was visited twice. The first visit took 

place between 1 and 2 months before C&C, the second 

between 3 and 6 months after. 

Chapter 5 discussed the importance of informal 

charges within the Ministry of Health, and the 

difficulties in measuring them. These considerations are 

of relevance here. There is no doubt that informal 

charges were widespread; quantifying them and describing 

them in detail was virtually impossible. 127 In view of 

their importance, reference is made to the relevance of 

informal charges throughout the chapter. These points 

are necessarily speculative. 

The chapter is in ten sections. After this 

introduction, Sections Band C provide background 

information and the theoretical economic framework. 

section B outlines a brief history of fees in the 

Ministry of Health. Section C considers what economics 

predicts about the effects of a revolving drug fund. 

127 A piece of circumstantial evidence is that 20% (41/200) 
of out-patients interviewed after their consultations said 
that they had paid amounts different from what was written 
on their official receipts. This suggests that there were 
also informal charges; however other explanations are 
possible (patient forgetfulness; confusion about charges 
for the variety of goods and services on offer etc.). 
APpendices 6 (c) and (d) give details of the interviews, 
which were part of the before-and-after survey. 
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Sections D-F describe various stages in the delayed 

implementation of Cash and Carry. Section D describes 

and analyses the drug supply system in Volta during the 

years 1985-90. Section E deals with the uncertainty 

surrounding the decision to introduce C&C at national 

level. C&C was in fact not implemented nationwide during 

the years of this study (1989-1991); it was finally 

introduced in 1992. Section F, which is mostly 

descriptive, looks at how Cash and Carry operated in 

Volta region. Frustrated by the vagaries of government 

drug supplies, Volta started its own system of C&C in 

October 1990. The Volta scheme was hampered by a series 

of national directives which emptied facilities' bank 

accounts, froze expenditure and ordered that all civil 

servants should be treated free of charge. 

Section G relates some of the findings of the 

before-and-after survey. It includes detailed 

information about the effect of Cash and Carryon 

factors such as utilisation and prescribing. 

-
Section H briefly considers the role of the Bamako 

Initiative which was operating in one pilot district in 

Volta and which was intended to act as a model for 

revolving drug schemes throughout the country. 

As in previous chapters, there is a section 

describing different viewpoints. Section J considers the 
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perspectives of various actors involved with Cash and 

Carry - prescribers, pharmacists, accountants, patients, 

donors and Ministry of Health (MoH) staff who were 

exempt from paying for drugs. 

Section K concludes the chapter by considering why 

the implementation of Cash and Carry encountered so many 

problems and by describing some ways in which the RHA 

tried to tackle the problems. Brief consideration is 

given to the fact that the types of problem encountered 

in Volta were not peculiar to Ghana. 

B Fees in the Ministry of Health - a brief history 

A brief history of fees for government health 

services is outlined below. 

1957 

1971 

1985 

Ghanaian independence. Fees abolished on 

ideological grounds. (Asamoa-Baah, 1991, p 10) 

Hospital Fee Act re-introduced fees. Until 

1985, fees were reasonably low; until 1987 

they did not include the cost of drugs. 

Fees substantially increased, partly because 

of World Bank prompting about cost sharing. 

The aim was to generate 15% of the Ministry's 

recurrent budget through fees. Revenue was 
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1987 

1989 

1989-92 

1990 

1990 

1991 

divided between the Ministry of Finance and 

Economic Planning and individual facilities. 

Health stations could use their share of the 

revenue to buy small recurrent items such as 

soap and kerosene. 

Facilities began to charge the "full" cost of 

drugs. "Full" is placed in inverted commas 

because the prices quoted by the Central 

Medical Stores were often far below the local 

commercial prices for bulk purchases. (J4.17) 

early 1989 - All income retained at individual 

health stations, but bank accounts frozen. 

Discussions at national level about the 

introduction of Cash and Carry. 

August - Greater Accra region began its own 

version of Cash and Carry. Each facility 

bought drugs from private suppliers. 

October - Volta region began its version of 

Cash and Carry, with the RMS buying drugs from 

private suppliers and selling drugs to 

individual health stations. 

Money in health stations' bank accounts 
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1991 

1991 

secretively transferred to Accra to pay MoH 

debts for drugs and dressings bought at 

national level in 1990. 

throughout the year - various statements that 

civil servants should be treated free. 

August - directive to freeze all health 

stations' drug accounts. 

1992 Cash and Carry began nationwide. 

C The economics - rationality through price signals? 

"Fees serve two principal functions: they generate revenue 

from those patients who judge the service to be worthwhile at 

the going price; and they divert patients who either cannot 

pay, or who judge the services less desirable than some 

alternative, to other sources of care .......•. it is important 

to note that fees will have more than one effect." (Creese, 

1990, p 4) 

A price signal is introduced when a free government 

service is replaced with a revolving drug fund financed 

by patients' fees. Economists are interested in the 

effect which price signals have on supply and demand. A 

revolving drug fund creates signals for both buyers 

(patients) and sellers (health workers). Buyers decide 
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whether to buy government drugs or to spend their money 

on other goods; sellers can decide what goods to offer 

for sale and how to use the resultant income. 

Five statements are made below about what happens 

when a free government service with erratic drug 

supplies is replaced by a revolving drug fund financed 

by fees. 

1 There should be less expenditure on drugs out of 

the national government recurrent budget. 

2 Drugs supplies should improve. Supplies should be 

more regular, reliable and appropriate. In the 

language of economics, supplies should increase 

because price has increased. 

3 Utilisation may increase or decrease, depending on 

which is the stronger signal - the increased price 

or the (anticipated) improved quality due to better 

drug supplies. 

4 There may be supplier-induced demand, depending on 

what incentives there are for prescribers to sell 

drugs. 

In most markets, consumers are sovereign - they 

know what they want. In the health care market, 

however, customers (patients) tend to rely on 
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health professionals to tell them what they need. 

The health professional should act on the patient's 

behalf in a disinterested manner; in practice, 

professionals have their own interests - they may 

encourage demand for their own reasons, such as 

financial gain. In situations where a professional 

gains directly or indirectly from an increase in 

the use of services, there may be supplier-induced 

demand. (McGuire et al., p 160) 

5 There should be less wastage. Prices signal the 

opportunity cost of wasted supplies. 

Here, wastage is illustrated with the issue of 

exemptions. It is recognised that this is a narrow 

interpretation; wastage covers other issues. 

However exemptions were the only area which could 

be investigated empirically. 

These statements have been used to generate five 

questions. These questions are asked about the impact of 

Cash and Carry. 

1 Was the scheme financially viable? 

Apart from exemptions, Cash and Carry was supposed 

to cover all the costs of drugs. (J2.94) 

2 Did drug supplies improve? 
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3 What happened to utilisation? 

4 Did prescribing patterns change? 

5 Did the number of exempt patients change? 

Exemptions will decrease if their costs are to be 

covered by the prescribing institution itself. 

This chapter considers these questions in the 

context of the introduction of Cash and Carry in Volta. 

It investigates whether or not the predictions of 

improved drug supplies and fewer exemptions were 

realised. As the story of the implementation of C&C will 

reveal, there were two major difficulties with this 

process: 

(i) the introduction of C&C was staggered - fees were 

raised in 1985; the buying and selling of drugs by 

Regional Medical Stores (i.e. the revolving drug 

fund proper) began 5 years later. 

(ii) implementation was messy - the price signals for 

demanders and suppliers were not clear. The signals 

to health stations staff were particularly blurred 

because of the confusion surrounding the use of 

health station revenue. 
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Five questions will be ?sked about the impact of Cash 

and Carry. 

I Was the scheme financially viable? 

2 Did drug supplies improve? 

3 What happened to utilisation? 

4 Did prescribing patterns change? 

5 Did the number of exempt patients change? 

This simple before-and-after study was complicated by 

the fact that the implementation of Cash and Carry was 

both staggered and messy. 

D Drug supplies and fees in the Volta region, 1985-

1990 

In effect, C&C was introduced in two stages - the 

substantial fee increase of 1985 and the actual 

revolving drug fund which began in 1990. This section 

deals with the period from 1985-1990, when fees were 

charged but drugs were still supplied free (and 

erratically) from the Central Medical stores in Accra. 

section C specified five questions about the impact 

of Cash and Carry. It is only the questions related to 

demand (questions 3-5, above) which are of relevance at 

this stage. Questions 1 and 2 - "Was the scheme 
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financially viable?" and "Did drug supplies improve?" -

are not discussed in this section. Because the health 

stations' revenue was not used to buy drugs, the 

questions are not relevant. All five questions are asked 

of the period after 1990 when the full revolving drug 

fund was in operation. (see Section G) 

This section is in four parts. Part I describes the 

confused situation surrounding the use of income from 

fees. Although questions 1 and 2 cannot be answered, the 

description highlights many of the administrative 

problems which would later be encountered when Cash and 

Carry was introduced. Parts II-IV answer the questions 

about utilisation, prescribing and exemptions 

respectively. 

I Income from fees - could somebody please explain 

the rules? 

Government health service fees increased 

substantially in 1985. Throughout the period 1985-1990 

patients paid for their drugs. The period can be broken 

down into two phases, according to how health station 

revenue was used. Until 1989, health stations were 

allowed to spend some of their revenue; thereafter, 

expenditure was not allowed. Volta RHA broke the embargo 

by beginning Cash and Carry in October 1990. 
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Phase 1 1985 - early 1989; health stations allowed to 

spend some of their revenue. 

From 1985 (when fees increased substantially) until 

1989, revenue was divided between the Ministry of 

Finance and Economic Planning and the health stations 

themselves. Health stations were allowed to spend their , 
share on small recurrent items - it was hoped that this 

would improve the quality of the service. Revenue could 

not be used to buy capital items or drugs. 

Some facilities bought items such as sleeping mats, 

torches, kerosene and soap. In general, however, the 

health stations proved reluctant to use their revenue. 

There was considerable under-spending: 

"Of the eight Ministry of Health facilities visited [in Volta, 

1988], four had never spent any of their revenue. Another two 

had only spent money on one occasion - in one case the most 

recent expenditure had been 22 months prior to the survey. The 

main cause of the reluctance to spend money was that the 

system was seen to be too complicated." (Waddington and 

Enyimayew, 1990, P 302) 

370 



Phase 2 early 1989 - October 1990128 (no expenditure 

allowed) 

In early 1989 a directive was issued stating that 

health stations should not spend their revenue; 

facilities were to save up for the beginning of Cash and 

Carry.129 All fees were retained at the health facility, 

but all accounts were frozen. This directive had not 

officially been revoked when Volta region began C&C in 

1990. 

Facilities differed in their reaction to the 

directive. Many of the smaller or less dynamic ones more 

or less obeyed it; they spent little or none of their 

income. Considerable sums were thus accumulated - for 

example, one medium-sized health station had over ¢1 

million in late 1989. By April 1990, the 10 health 

stations in Jasikan district had over ¢5 million 

($15,625)130 between them. (J1.19; J3.121) 

In addition to the obvious inconvenience of being 

unable to buy small necessary items, there was another 

disadvantage to this arrangement. The frozen accounts 

128 This phase lasted much longer in the regions which 
waited for the introduction of C&C nationally in 1992. 

129 Despite many efforts, I have never been able to find a 
copy of this directive. This in itself illustrates the 
practical problems of implementation. 

IJO $1 = ¢320 in 1990. 
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lost value, as inflation was over 35% in 1989 and about 

25% in 1990. Most of the money was not kept in interest

bearing accounts. 

Many health stations disobeyed the directive. Even 

if the RHA had wanted to enforce the directive strictly, 

it would have found this difficult. Monitoring and 

supervision of health stations were poor; hospitals 

often blatantly ignored national and regional 

directives. 

Facilities which flaunted the directive by spending 

revenue cited two main justifications - that drugs had 

to be obtained from somewhere and that the directive was 

unclear. 

1 The directive not to spend money had no moral 

authority when supplies of drugs and other items 

from Central Medical Stores were grossly 

inadequate. 

The national directive to save up for a future Cash 

and Carry scheme did not really make sense when current 

supplies from CMS were unacceptably erratic. Many 

facilities were simultaneously faced with drug shortages 

and substantial sums in their bank accounts - it is 

scarcely surprising that they bought their own drugs. 
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Some facilities - usually hospitals and the bigger 

health centres - overtly ran "People's Shops". Sometimes 

auditors objected to the People's Shops, sometimes not. 

Other schemes were more covert. Many staff used their 

own or the facility's money to buy drugs; these were 

then re-sold to patients at a profit. In many cases the 

profit was kept by the health worker. This practice was 

widespread, but largely undocumented. (Jl.20, 22) 

Eill Hohoe hospital started a People's Shop in April 1990. This 

was essentially a revolving drug fund. It began by (not strictly 

legally) using the FEsll2 to buy ¢250.000 worth of drugs. By May 

1990 it was worth ¢350,OOO; by December ¢1.4 million. Hohoe's 

enterprise was actively supported by the District Secretary (the 

political head of the district). who believed that Cash and Carry 

would not be implemented nationwide in 1990. He also encouraged the 

hospital to ignore the "frozen accounts" directive. Considerable 

sums were spent out of the hospital fees - for example, ¢950,OOO was 

used to repair the refrigerator in the morgue. (J2.65; J6.100; Hohoe 

Hospital. 1991) . 

The People's Shops kept their records on drug 

supplies and revenue totally separate from government 

records. Because of the official ambivalence towards 

People's Shops, the data collected by the MoH only 

III As in previous chapters, "E" denotes an example. 

132 FEs = financial encumbrances. FEs are explained in 
Chapter 5. 
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covered drugs supplied by CMS. The data were thus 

incomplete. This meant that calculations such as the 

average utilisation of common drugs per out-patient were 

invalid. (J3.24, 105; J4.l3) 

Informally, national level encouraged some local 

initiatives. This is just one example of the mixed 

messages received from national level - formally, the 

reality of drug shortages was ignored; informally, the 

need to supplement CMS drug supplies was acknowledged. 

Health station staff suffered from these double 

standards - there was no course of action that they 

could follow without being open to criticism. (J3.67; 

J5.22) 

E In May 1990, the MoH Planning Unit, concerned about declining 

revenue throughout the country (caused by drug shortages at eMS), 

positively encouraged hospitals to use their FEs for drugs. This 

informal advice contradicted a radio message in March 1990, 

reminding staff that fees were not to be spent at all. 

2 The directive was unclear; moreover, it was 

contradicted by other statements from the MoH, the 

Controller and Accountant-General (CAG) and the 

Ministry of Finance and Economic Planning (MoFEP). 

(J2.94) 

There was confusion about whether the directive 
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applied only to income from drugs, as this was the money 

which would be used for Cash and Carry. Drug sales were 

not the only source of income for health stations -

money was also raised by charging for (amongst other 

services) consultations; laboratory tests; deliveries; 

cold storage for corpses; and in-patient accommodation 

and food. It was never clear if the directive applied 

only to revenue from drug sales. 

The lack of clarity about the use of non-drug 

revenue opened the door to spending. Given that many 

facilities did not even know the breakdown of their 

income, it was obviously impossible to monitor if drug 

revenue was being spent. 

E Ho hospital regarded the fees as only "partly frozen", citing a 

verbal directive at a Conference of Regional Directors and 

Divisional Heads which stated that money could be borrowed from the 

account to buy drugs, as long as it was repaid. (J3.22) 

The MoH, CAG and MoFEP often issued contradictory 

statements. Moreover, the MoH often contradicted itself. 

Unofficially, senior national figures in the MoH advised 

regional staff to ignore some CAG circulars. 

In theory, the 1989 directive was very simple -

health facilities were not allowed to spend their 

375 



income. In practice, there were many ambiguities and 

very little enforcement. The directive was not credible, 

given the erratic nature of drug supplies from eMS. De 

facto decision-making was decentralised. Many health 

stations took the initiative to spend some of their 

revenue. Supervision was poor; the ambiguity and lack of 

credibility of the national directive meant that 

unacceptable uses of the money could go unnoticed. 

If this rather simple administrative directive 

could not be implemented, what would happen when Cash 

and Carry was introduced? 

II utilisation - can't pay, won't pay? 

"The drugs prescribed were irregularly acquired because 

relatives were not able to afford them. This makes our whole 

hospital looks like a child's game. There was no point in 

referring him because of the cost." (mortality conference 

report on the death of a patient, Ho hospital, 1991) 

One of the questions posed in Section C was "What 

happened to utilisation?". It was stated that an 

increase in price could lead to an increase or decrease 

in utilisation, depending on which was the stronger 

signal - the increased price or the (possible) improved 

quality. 
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utilisation is represented here by out-patient 

attendance at all government hospitals and health 

stations in Volta. Table 7.1 and Figure 7.1 showout

patient attendances from 1984-1991. No data are 

available for 1988. The figures were compiled from out

patient returns from individual facilities, which were 

sent via District Health Management Teams to the RHA. 

The returns for 1988 had been lost. 

utilisation dropped dramatically when fees were 

introduced in June 1985. Clearly, the intended quality 

improvements through the use of retained income were not 

sufficient to counteract the effect of the price 

increase. Attendance did not approach its early 1985 

levels until early 1989 (or conceivably 1988). 

utilisation was relatively stable in 1990 and 1991 -

Cash and Carry (which began in October 1990) seemed to 

have little impact on out-patient attendance. 

Table 7.2 shows per capita out-patient attendance 

in 1984, 1989 and 1991. Because of the uncertainty about 

the rate of population growth, low and high population 

estimates are given for the latter two years. (The most 

recent censuS was in 1984.) With the low population 

estimate, per capita out-patient utilisation dropped by 

about one-third between 1984 and 1989. USing the high 

estimate, it more than halved. 
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It was often said in the Ministry of Health that 

much of the decline in utilisation in 1985 was due to 

the end of frivolous, unnecessary over-consumption of 

free services. Table 7.2 suggests that this is unlikely. 

Even in 1984, per capita visits to government health 

facilities were at the low rate of 0.28 per year. III 

Another possible explanation of the decline in 

utilisation in 1985-86 is that drug supplies at 

facilities in Volta worsened. This contention cannot be 

proved either way. However it seems unlikely to be true, 

given that both the financial position of the Ministry 

of Health and the balance of payments improved over the 

period. In particular, the Ministry of Health was 

substantially better off (in both dollar and cedi terms) 

in 1986 than in 1985. It is unlikely that the 

availability of drugs explains the drop in utilisation 

in 1985-6; the increase in price seems to be the most 

reasonable explanation. 

Clearly, some previous users of the service were 

unwilling and/or unable to patronise the government 

health system after the price rise. The extent of 

inability to pay is unknown; however anecdotal evidence 

113 See Waddington and Enyimayew (1990, pp 299-300) for a 
development of this argument. 
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suggests that it is not uncommon. l34 This inability can 

have serious consequences - as demonstrated by the 

quotation at the beginning of this sub-section. The 

Mortality Conference concluded that the patient died in 

Ho hospital because the family could not afford to pay 

for regular drugs or for a referral. (J1.20, Jl.42) 

In an undocumented number of cases, patients were 

unable to afford all the drugs prescribed. They thus 

bought only some of the drugs. The decision about which 

drugs was often made by a dispenser or the patient, 

without the involvement of the prescriber. Thus vitamins 

were often preferred to antibiotics, for example, 

because they were cheaper. Little was known about what 

happened after a prescription was written - the effect 

of fees on the actual consumption of drugs is unknown. 

(J5.82) 

134 Ghanaian 1 i terature often refers to problems wi th paying 
for health care. For example in Amarteifio's popular 
"Bediako the Adventurer" (1985), Bediako dreams that his 
grandmother is taken to Korle-bu teaching hospi tal and 
worries how the hospital bill will be paid. 

379 



Table 7.1 Out-patient attendance at government 
facilities in Volta, 1984-1991 (quarterly) 

Quarter Out-patients 

January-March 1984 90,681 

April-June 1984 90,681 ( 1 ) 

July-September 1984 76,465 

October-December 1984 80,382 

January-March 1985 74,075 

April-June 1985 71,986 (fees increased) 

July-September 1985 50,623 

October-December 1985 38,847 

January-March 1986 34,202 

April-June 1986 36,961 

July-September 1986 40,307 

October-December 1986 44,163 

January-March 1987 45,364 

April-June 1987 45,160 

July-September 1987 52,519 

October-December 1987 53,377 

No data for 1988 

January-March 1989 73,646 

April-June 1989 77,216 

July-September 1989 76,518 

October-December 1989 70,370 

January-March 1990 63,063 

April-June 1990 60,763 

July-September 1990 61,058 

October-December 1990 63,145 (Cash & Carry began) 

January-March 1991 60,947 

April-June 1991 60,348 

July-September 1991 62,467 

October-December 1991 61,430 

(1) The fact that these two numbers are the same is a coincidence. 
The district sub-totals are not the same for the two quarters. 
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Table 7.2 Per capita annual out-patient attendance at 

government facilities, selected years 

Year Out-patient Population Annual per 
attendance estimate capita 
( 1 ) ( 2 ) attendance 

1984 338,209 1,197,000 

1989 (low populat- 1,303,000 
ion estimate) 297,750 

1989 (high popul- 1,977,000 
ation estimate) 

1991 (lOW populat- 1,347,000 
ion estimate) 245,192 

1991 (high popul- 2,036,000 
ation estimate) 

(1) From Table 7.1. Compiled from out-patient returns from 
individual facilities. 

0.28 

0.23 

0.15 

0.18 

0.12 

(2) The most recent population census was in 1984. Since then, 
there have been various estimates of population growth. The 
low estimates are based on 1.7% growth per year; these are the 
figures used by Volta RHA and in Chapter 6 of this thesis. The 
basis for the calculation of the high estimates is not known. 
However this is the figure used by the epidemiology division 
at national level. Although they are said to be based on 3.0% 
growth for Volta, the calculations are not compatible with the 
1984 census. 

III Prescribing practices - a severe case of over-

prescribing 

One of the five key questions identified in Section 

C related to prescribing practices. Selling drugs may 

lead to supplier-induced demand, depending on what 

incentives there are for prescribers. 

As part of the survey described at the beginning of 

this chapter, prescribing practices were investigated at 
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12 institutions before and after the introduction of 

Cash and Carry. IJ5 50 out-patient prescriptions were 

randomly chosen from the previous month's records. The 

full results are shown in Appendix 6 (e). 

Table 7.3 compares prescribing in Volta with data 

f rom eight other countries. 136 Before C&C, the average 

number of drugs per prescription in Volta was 4.5. 44% 

of prescriptions included an injection; 32% an 

antibiotic and 38% a vitamin.ll1 The table shows that 

the average number of drugs per prescription in Volta 

and the percentage of prescriptions including an 

injectable were high by international standards. 

Without adequate knowledge of morbidity patterns, 

it is impossible to state what "ideal" prescribing 

patterns should look like. However INRUD very 

tentatively suggests that figures of 1-2 drugs per 

prescription; 22-25% of prescriptions including an 

antibiotic; and 15-20% including an injection would be 

reasonable. (INRUD News, 1992, P 12) This suggests that 

there was considerable over-prescribing in Volta. 

IJ5 The survey as a whole involved 14 institutions. Two did 
not keep the records required for reviewing prescriptions. 

IJ6 This comparison is possible due to the extremely 
practical work done by the International Network for the 
Rational Use of Drugs (INRUD), based in Management 
Sciences for Health, Boston, U.S.A. 

117 International comparisons for vitamins were not 
available. 
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Table 7.3 International comparison of prescribing 

# fac- Average % prescr- % prescr-
ilities # drugs iptions iptions 
survey- per pre- including including 
ed scrip- an anti- an inject-

tion biotic able 

Volta, 
Ghana 12 4.5 32% 44% 
Pre-C&C 

Volta, 
Ghana 12 4.3 56% 66% 
C&C 

Uganda 42 1.9 56% 48% 

Indonesia 20 3.3 43% 17% 

Bangladesh 23 1.4 31% <1% 

Nepal 20 2.1 43% 5% 

Nigeria 21 3.8 48% 37% 

Tanzania 20 2.2 39% 29% 

Malawi 72 1.8 34% 19% 

Zimbabwe 56 1.3 29% 11% 

Source: INRUD News, 1992, P 12 

Having established that prescribing practices were 

poor, a small test was conducted during the Cash and 

Carry training workshops in October-November 1990 to see 

if poor prescribing was due to a lack of knowledge. 

Participants were given a simple test - they were asked 

to write a prescription for an 18-year old man with 

malaria. 53 prescriptions were completed by 27 enrolled 

nurses, 3 enrolled nurse/midwives, 13 medical 

assistants, 6 nursing officers, 3 community health 

nurse/midwives and 1 state registered nurse. It was 
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clearly stated that malaria was the only diagnosis. 

Nevertheless, the average number of drugs prescribed was 

3.7; 15 different drugs were mentioned. 75% of 

prescriptions included a vitamin. [The ideal answer 

would have been chloroquine tablets alone or with an 

analgesic.] 34 (64%) of the respondents prescribed a 

chloroquine injection, which is not recommended for 

routine use. Whilst the shortcomings of this simple test 

are acknowledged, it does suggest that knowledge about 

rational prescribing was inadequate. [More details of 

this test are given in Appendix 7.] 

Attitudes that fostered multiple prescribing were 

widespread. At one district training workshop, all the 

prescribers agreed that most patients had multiple 

problems and should be treated simultaneously for three 

or four complaints. Prescribing six or seven drugs at 

once was regarded as acceptable, even conscientious. 

There was general agreement that ideally there should be 

"vitamins with everything" - often vitamin B complex 

("B-Co"), even though this was not even on the essential 

drugs list. The conviction that B-Co improved the 

appetite was widespread. (J5.21, 122, 171; J7.41) 

In 1990, before Cash and Carry began, there was 

considerable over-prescribing. Prescribers lacked 

knowledge; professional attitudes tended to favour 

multiple prescribing. Because there are no "before" 
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data, it is not known whether prescribing practices 

changed when fees were increased in 1985. In other 

words, it is not known if the increase in fees led to 

supplier-induced demand. In the period after 1989, when 

fees were indefinitely frozen, there was little 

incentive for the prescriber to sell unnecessary 

treatments, i.e. for supplier-induced demand. The 

picture changes when one considers under-the-counter 

charges. These existed; beyond surmising that they were 

likely to cause supplier-induced demand, their precise 

effects are unknown. 

IV Exemptions - "we deserve free drugs: look at our 

P.§Y" 

One of the questions in Section C related to 

exemptions. If there were fees, but some people could be 

exempted, there might be a tendency to over-use the 

exemption privilege. This section looks at what happened 

between 1985 and 1990. 

The 1985 fees legislation specified several 

categories of people who were entitled to free health 

care, including drugs. The exact details of the 

legislation were not widely known. In retrospect, it is 

clear that the rules were understood and applied 

differently throughout Volta and that the system was 

abused. Until 1990, nobody took an interest in 
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monitoring exemptions; no information about exemptions 

was routinely collected at district level or above. The 

system of exemptions operated laxly between 1985 and 

1990; it was difficult to tighten procedures when Cash 

and Carry began. (J4.72) 

It was generally agreed that the following were 

exempt from payment: 

* Ministry of Health staff and their immediate 

families, consisting of one spouse and four 

children up to the age of 18138 

* paupers 

* treatments for certain diseases such as leprosy, 

tuberculosis and choleral39
• 

There was more confusion about the following groups 

_ sometimes they were said to be exempt, sometimes not: 

* MCH clients 

* 
traditional birth attendants (who for many purposes 

138 There was even some confusion about this category. Some 
versions said children under the age of ll; the 1985 
legislation stipulated a staff member plus three 
dependants. (Asamoa-Baah, 1991, P 10) 

139 The national policy of free treatment for patients wi th 
cholera was not supported by resources. The Cash and Carry 
scheme in Volta was forced to supply drugs which it had 
bought to cholera patients free of charge. The Senior 
Medical Officer (Public Health) agreed that C&C should be 
reimbursed for these drugs; the problem was that he had no 
FE which allowed him to do this. (J5.141, 143, 248) 
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had been encouraged to think of themselves as 

members of the health care team) 

* members of health station management committees 

* other drugs for people with the exempt diseases 

(TB, leprosy etc.) 

* contacts of cholera patients 

* war veterans 

* retired Ministry of Health staff 

* people who had provided voluntary labour to build a 

health station 

* prisoners. (J2.76; J5.22-23, 135-7, 141, 248; 

IBl. 90) 

In addition to all these potentially exempt groups, 

chiefs and other prominent local figures often persuaded 

health workers to treat them free. 

In terms of the value of drugs received, much the 

largest exempt group was Ministry of Heal th staff. 140 In 

1989, 38% (by value) of all drug issues at Ho hospital 

went to MoH staff. The comparable figure for Hohoe 

hospital was 33%; in Greater Accra, exemptions for 

Ministry of Health staff ranged between 30% and 40% of 

all drugs issued (by value). The percentage of drugs 

issued free was generally lower at health stations than 

in hospitals, where staff tended to go for treatment. 

140 In the context of exemptions, "staff" is used to mean 
Ministry of Health staff and their immediate families. 
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(UNDP, 1989; J1.2; J5.100) 

The figures on consumption of drugs by staff are 

striking when one considers that in 1989 just over 1% of 

the population of Volta consumed at least 30% of all the 

government drugs. 141 Drugs were not issued to MoH staff 

only when they were in need. Staff stockpiled some of 

the drugs they received; passed them on to friends or 

relatives; or sold them. Doctors also tended to 

prescribe particularly expensive drugs to colleagues -

for example staff were often prescribed ampicillin 

injections, which were many times more expensive than 

the co-trimoxazole or amoxyci11in generally prescribed 

tot he gene r a I pub I i c . 142 (J 5 . 72 ) 

In contrast, the system of exemptions for paupers 

was under-used. In practice, only blind or mad people 

and the occasional destitute individual were declared 

paupers. In-charges were reluctant to exempt members of 

the public. (Waddington and Enyimayew, 1990, p 301) 

The levels of exemptions for MoH staff seem 

141 Assuming that Vol ta' s population was 1,303,000 and that 
the payroll of the Ministry of Health was 2,500, with 
each worker having five dependents. 

142 Against the wishes of many doctors, and wi th no 
complementary training, ampicillin capsules had been 
removed from the essential drugs list. As a cost-cutting 
measure, this rather backfired. Because doctors still 
liked ampicillin, they shifted their prescribing to 
injections, which were much more expensive. (J6.65) 
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excessive. The reasons for this were political and 

practical - pay levels were poor; it would have been 

difficult to prevent pilferage. But the exemptions 

seriously undermined the aims of the fees - to generate 

income and reduce frivolous consumption. 
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Section C specified five questions about financial 

viability, drug supplies, utilisation, prescribing and 

exemptions. This section asked these questions about the 

period 1985-1990, when fees were charged but Cash and Carry 

had not been introduced. 

The first two questions (about financial viability and drug 

supplies) were not relevant because the income from fees was 

not used to buy drugs. There was no reason to expect 

improved drug supplies or a decrease in government 

expenditure on drugs. 

Utilisation dropped when fees were increased in 1985. Per 

capita attendance had not regained its 1984 levels by 1991. 

There was considerable over-prescribing, although this 

cannot be equated with supplier-induced demand. Exemptions 

for MoH were very high; exemptions for other groups 

(including paupers) were low. 

Most of the revenue earned at health stations was not used 

by the Ministry of Health. Facilities were allowed to spend 

some of their income before 1989. Not much was spent -

health workers thought the regulations were too complicated. 

What happened from 1985-90 was the limbo of a partial 

revolving drug fund. There was no incentive to maximise 

revenue at either facility level (by reducing exemptions), 

or at national level (by increasing stocks). 

391 



E To be or not to be? - headquarters' hesitant steps 

towards Cash and Carry 

"The government is convinced that the Ministry of Health lacks 

the capacity to implement the Cash and Carry system. A 

committee has therefore been appointed to review the 

Ministry's Cash and Carry proposals." (Secretary for Health, 

review of 1990; J6.82) 

section D described the problems with the use of 

fee income and with erratic drug supplies between 1985 

and 1990. Despite these problems (which C&C was intended 

to solve), no definite moves were made to introduce Cash 

and Carry at national level until 1992. Considerable 

uncertainty surrounded national drug supplies during the 

years 1989-1992. Officially, Ministry of Health 

headquarters commended C&C; in practice, it was delayed, 

ignored, stalled and at times actively discouraged. 

Nationwide C&C finally began in 1992 - after the 

duration of this study (1989-1991). 

The considerable uncertainty centred around three 

main questions: 

1 When would reliable supplies of drugs be available 

for sale from Central Medical Stores and/or when 

would the rules be relaxed about buying drugs 

commercially? 
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2 When would the health facilities' accounts be 

unfrozen? 

3 Who would be exempt from paying for health care and 

how would facilities be reimbursed for the drugs 

they issued free of charge? 

Until these three questions were answered, no 

national Cash and Carry scheme could begin. The policy 

vacuum caused problems for regions which intended to 

start their own C&C schemes. 

Whilst regional concerns focussed on the three 

practical questions above, the real reasons for the 

excessive delays in the implementation of Cash and Carry 

at national level lay in the absence of both political 

and executive will. There were three main reasons for 

this lack of enthusiasm: 

(a) Cash and Carry was a matter of extreme political 

sensitivity, both because reasonably-priced drugs 

were alleged to be a crucial source of support for 

the government, and because C&C was specified as a 

condition of the World Bank loan. 

(b) Cash and Carry was intended to replace a system 

which informally supplemented the salaries of many 

Ministry of Health workers, from the very top to 
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the very bottom of the system. 

(c) The successful implementation of Cash and Carry 

relied on the introduction of a fairly complicated 

administrative system. Even without C&C, the MoH 

was known for its administrative weaknesses. MoFEP 

and CAG were reluctant to transfer responsibility 

for large sums of money to the MoH. 

A description of events surrounding one potentially 

exempt group - civil servants - serves to illustrate the 

uncertainty faced by regions. The issue is a key one 

because if Volta had supplied civil servants with free 

drugs, without speedy replenishment from Accra, its Cash 

and Carry scheme would have been quickly bankrupted. 

Free health care for civil servants was a sensitive 

issue. The PNDC recognised that civil service salaries 

were too low. Raising them would be enormously 

expensive; perks such as free health care offered 

potentially good value-for-money in terms of the 

improvement in morale. 

E 
In November 1990, MoH staff (including some deputy directors 

in Accra) were surprised by a radio announcement by the head of the 

Civil Service stating that treatment at government health facilities 

was to be provided free for civil servants. In early 1991, a 

circular from the Secretary for Health confirmed that all civil 

servants were to be treated free and stated that the modalities 
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would be circulated later! In other words, the policy statement was 

not supported with the required resources. The region, viewing the 

circular as political rhetoric to appease the powerful civil 

service, decided to ignore it, at least until one or two reminders 

had been received. In Volta, civil servants were charged; it was up 

to them to seek reimbursement from their own Ministries. 

In August 1991, another version of civil service exemptions 

appeared in a newspaper report. This stated that the MoH would be 

reimbursed by the Ministry of Finance and Economic Planning for free 

treatment given to civil servants. In the absence of the visible 

implementation of this policy, Volta simply continued to charge 

civil servants for drugs. ("Weekly Spectator", 24/8/1991; J6.14, 83; 

J7.4) 

Two quotations from successive issues of the weekly magazine 

"West Africa" illustrate the durability of this policy confusion. 

These quotes are from 1992, when Cash and Carry had already been 

under discussion for over three years. 

Quote 1: 

Quote 2: 

"The government is working out details of medical 

allowances to be paid to all civil servants under the 

Free Medicare policy instituted last year, the out-going 

Secretary for Health, Colonel (retired) Osei-Owusu, has 

said." (West Africa, 9 March, 1992b) 

"The escalating cost of medical care has made it 

difficult for the government to operate any effective 

395 



free medicare for the public servants. the Director of 

Medical Services. Dr. Moses Adibo. said in an interview 

in Accra. Dr. Adibo said the Ministry of Health could 

not abide by the directive that civil servants should 

get free medical care because all the drugs in the 

system could easily be exhausted while operating the 

scheme." (West Africa. 16 March. 1992b) 

The quotes - the first from the political wing of the Ministry 

of Health and the second from the executive - appear to contradict 

each other. Yet clarity about free drugs for civil servants was 

essential to the success of Cash and Carry. 

There was considerable hesitancy about the introduction of 

Cash and Carry nationally. The cost and availability of 

drugs was regarded as an area of great political 

sensitivity. policies about free treatment for civil 

servants and about the use of income from drug sales were 

irresolute. 
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F Cash and Carry begins in Volta region 

"The Cash and Carry system is to ensure for our clients a 

constant availability of essential drugs of the right quality 

in adequate quantities to all Ministry of Health facilities." 

(Letter from the RDHS to all health facilities, August 1990, 

Volta) 

section E described the lack of practical 

enthusiasm for Cash and Carry at national level. This 

section catalogues the implementation of C&C in Volta 

and the frustrations caused by the lack of national 

support. The next section (G) analyses the impact of 

C&C. 

Cash and Carry was introduced with the available 

human and material resources - I was simply one member 

of the Cash and Carry Task Force. It was not in the 

philosophy of ~hiS research to drastically change the 

manner in which C&C was implemented. It would have been 

relatively easy to select some pilot facilities and to 

monitor the impact of Cash and Carry. SpeCial efforts 

could have been made to make sure that all necessary 

data were available. Instead of concentrating on a 

research-oriented pilot project, however, I deliberately 

chose to monitor the implementation of C&C "warts and 

all". This was in keeping with the philosophy of the 

RHA; the Regional Director in particular was against 
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pilot studies because he believed that they were rarely 

scaled up. 

I poor supplies - regions take the initiative 

"I am willing to take risks to introduce Cash and Carry. no 

matter what national level says. The present drug shortages 

are simply unacceptable." (RDHS Volta. 1990; J3.96) 

Throughout 1989 and the first half of 1990, drug 

supplies from CMS to RMS were erratic. 14
) Staff often 

travelled from health stations to discover that the 

drugs they required were not available at the Regional 

Medical Stores. The spasmodic supply of drugs and the 

delays to national Cash and Carry led some regions to 

implement their own C&C schemes, without national 

endorsement. (J1.20) 

In August 1990, Greater Accra became the first 

region to start its own Cash and Carry scheme. Volta 

followed two months later, in October 1990. Regions 

introduced C&C in contravention of the 1989 directive to 

freeze health station accounts and in spite of the fact 

that the relevant national legislation had not been 

signed. 

143 Drug suppl ies were so poor, and the bureaucracy so 
cumbersome, that some Catholic hospitals in Volta finally 
stopped using the RMS in Ho completely in 1990. They 
preferred to collect all their drugs from CHAG (the 
Christian Health Association of Ghana) in Accra. (J5.65) 
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Several events marked the beginning of Cash and 

Carry in Volta - FEs were used to buy some basic drugs 

which were not available at CMS; a regional C&C bank 

account was opened; a consignment of drugs was delivered 

to each health station; and the RMS started charging 

health stations for drugs. 

Cash and Carry was deliberately made a semi

autonomous RHA "project", in the hope that this would 

speed up implementation. The region directly supervised 

health stations for a while, instead of the normal 

practice of working through DHMTs. Care had to be taken 

not to antagonise the districts, which would eventually 

be responsible for supervising C&C. (J4.32, 62; J5.3l) 

Cash and Carry was begun in' Volta in the full 

knowledge that it could not be monitored fully. Moreover 

no comprehensive stock-taking was done, meaning that the 

profitability of the scheme could not be assessed 

exactly. It was simply felt to be too time-consuming and 

complicated to stock-take for more than 100 facilities. 

The aim of C&C was simply to improve drug supplies; no 

hopes of a perfect system were harboured. (J3.l40) 

There were no extra funds to help with the high 

start-up costs of Cash and Carry. Considerable sums for 

stationery and training came out of the RHA's regular 

FE. C&C training was also opportunistically included in 
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donor-funded workshops which occurred at appropriate 

times. This lack of finance was in stark contrast to the 

well-funded Bamako Initiative, which operated in one 

district in Volta. (see Section H; J5.4, 27, 52, 247) 

Training was conducted in each district in October

November 1990. The workshop participants displayed a 

mixture of enthusiasm and tension. The enthusiasm was 

for the promise of improved drug supplies; the tension 

was about the responsibility involved and an uneasy 

feeling that Volta was acting in contravention of 

national policy. Staff were worried about complaints 

from auditors. Some staff also feared that improved 

government drug supplies and tighter monitoring would 

deprive them of an important source of income. (J5.250) 

II Buying and selling drugs 

(a) The drugs 

Ghana has an essential drugs list. (Coen et al., 

1988) This specifies which drugs may be used at health 

stations and at hospitals. Central Medical Stores did 

not keep regular stocks of the 63 drugs on the health 

station list. It did not even keep regular supplies of 

the 18 "most essential" drugs - i.e. those which could 
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be dispensed by "communi ty heal th workers". 144 (Coen et 

al., 1988, pp 115-129) It was normal to find large 

quantities of specialist drugs in Central Medical Stores 

at the same time as the most basic drugs were absent. 

Cash and Carry in Volta aimed to supply hospitals and 

(especially) the health stations with the drugs on the 

essential drugs list. It planned to expand the number of 

drugs gradually, as the revolving fund grew. Once a drug 

was included on the C&C supply list, it was hoped that 

the supply would be reliable. A list of the drugs which 

the RMS aimed to stock regularly is given in Appendix 8. 

It is a mixture of drugs which were regarded as of high 

priority and those which were plentiful at CMS. (J4.16) 

In October 1990, a delivery of drugs was made from 

RMS to all health facilities in Volta. This contained 

most of the commonly used drugs on the health station 

essential drugs list - the main omission was a de

wormer. Although the RHA had planned to deliver drugs to 

health stations regularly, in fact this only happened 

once. Thereafter, health station staff had to travel to 

RMS to requisition and collect drugs - a continuation of 

the pre-C&C procedure. 

144 Although there was no national community health worker 
scheme, the Essential Drugs List specified which drugs 
could be used "at the community level". 
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(b) Sources of drugs 

Drugs entered the Cash and Carry system from three 

main sources. 

1 CMS continued to supply drugs free of charge until 

1992. 

Many of the drugs used in Volta's Cash and Carry 

were collected from CMS. Because C&C had not started at 

national level, these drugs were supplied to the region 

free of charge. RMS worked on a "get-what-you-can" 

principle. A pharmacist travelled from Ho to CMS weekly; 

he felt that the journey was not wasted so long as the 

value of the drugs collected was more than the cost of 

the transportation. (J3.14l; J4.l0; J5.69; J6.35, 92) 

Because drugs were free from CMS, they essentially 

served to capitalise the C&C revolving drug fund. 

2 Volta RHA bOught some drugs with money from its 

FEs. 

In order to get C&C started, the RHA bought some 

basic drugs with its FEs. ¢4,542,260 was spent in the 

second half of 1990. The excessive bureaucracy involved 

in redeeming FEs has already been discussed in Chapter 

5. The purchase of drugs caused many problems, largely 
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because the Regional Treasury Officer did not approve. 

His objection was based on the fact that the RHA had no 

FE allocation for drugs and that in any case FEs should 

not have been used to buy items which would subsequently 

be sold. Because of bureaucratic delays, the RHA 

incurred temporary debts of up to Cl.2 million to 

individual suppliers in Accra - this made it difficult 

to negotiate the best prices. 

The RHA essentially used its FEs for pump-priming. 

It is a measure of the failure of the Ministry of 

Health's drug supply system that this money (which, as 

we saw in Chapter 5, had a high opportunity cost) had to 

be used to buy drugs. Headquarters had a substantial 

allocation for drugs and health stations had sizeable 

amounts in their accounts, accrued from charging fees 

since 1985. It should not have been necessary to use the 

FEs. 

3 Cash and Carry had its own bank account. 

The RHA collected money from all the health 

stations in Volta and opened a Cash and Carry bank 

account. The initial amount collected depended on the 

station's 1989 revenue and ranged from ¢lO,OOO to 

C1,400,OOO. This money acted as a deposit - if a 

facility took drugs without paying for them (the so

called "carry-no-cash stations"), the deposit would 
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cover the bad debt. The deposit scheme was poorly 

monitored - it took over Lix months to send out reminder 

letters to institutions which had not paid. 

In principle, members of the Cash and Carry Task 

Force should have had easy access to the C&C account. In 

practice, the administration of the account was fraught 

with difficulties. The accountants were unhappy with 

Cash and Carry because of the extra workload and because 

the scheme was not sanctioned by the CAG. Moreover, they 

were not used to the style of work needed for the C&C 

account, such as collecting money from health stations 

and processing large expenditures quickly. Examples of 

problems with the financial administration of C&C 

include: 

* Billing was very slow. (The accountants were more 

used to the RHA owing money - in these 

circumstances, it paid the RHA to act slowly1) 

* 

* 

The bills given to health stations were often 

wrong. 

Health station staff were often treated discourt

eously and impractically. If they arrived with a 

wrong cheque, they were sent back to correct it, 

even if they had travelled from as far away as 

Kete-Krachi1 
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* Communications between accountants and 

pharmacy/store personnel were poor. In one 

instance, a bankrupt hospital was given a lot of 

drugs, because the pharmacist had not been told 

that the hospital was unable to pay. (J6.43; J7.79) 

* Signatories of the bank account were frequently 

absent. (J3.136, 156; J5.2, 68, 228; J6.99; IB1.67) 

These various problems meant that planning drug 

purchases was difficult. Because of the administrative 

delays, and because supplies at CMS could not be 

predicted, the RMS sometimes received its purchases just 

as the same drugs arrived at CMS. (J5.5, 73, 86, 252; 

J6.13, 31, 41; J7.78) 

(c) Prices 

The RMS set its selling prices by adding an average 

of 10% to the wholesale commercial price.14~ Health 

stations added a further 10% when setting prices for 

consumers. The final selling prices were higher than 

those recommended by CMS, which were out-of-date and 

sometimes lower than the wholesale market price. The 

national price list thus had to be overridden. The 

145 In an effort to subsidise expensive, important drugs 
(particularlY antibiotics), the percentage mark-up varied. 

405 



reasons for charging more than the eMS-recommended 

prices were carefully documented to protect against 

complaints. Because they were going against national 

directives, the Task Force was nervous of criticism and 

of being accused of extortion. (J4.l5; J5.12) 

E Events at Korle-bu teaching hospital served as a warning; the 

hospital was forced to reverse its fee increases of mid-1991. which 

it had introduced "because fees and government money were 

insufficient to maintain the buildings and equipment". (Weekly 

Spectator. 6/7/1991; West Africa. 1991; J5.19. 67) 

(d) Practical problems 

"We have already achieved the hardest part of Cash and Carry -

persuading patients to pay. Now it Is easy. We just need to 

tighten our administrative procedures and get 100~ 

accountability." (Director of Medical Services. April 1990) 

The above quotation talks of "just" needing to 

improve administrative procedures. In fact, this was a 

major problem. The issue was exacerbated in Volta 

because it had many more health stations than any other 

region. There was simply neither the will nor the 

personnel to conduct intensive training and on-site 

supervision, particularly as many staff were at the same 

time concentrating on increasing immunisation coverage. 

(see Chapter 6) 
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Cash and Carry attempted to graft an efficient 

management process onto a health care delivery system 

which did not work well, and which was poorly 

supervised. Many of the practical implementation 

problems encountered by C&C were typical of the system 

as a whole. Even distributing documents to all the 

health stations was difficult and slow. Again and again, 

staff complained that they did not know the correct 

prices of drugs or have copies of the essential drugs 

list. {J5.22, 140; J6.25} 

Cash and Carry did not solve all the financial 

problems at the health stations, which were described in 

Chapter 5. Systemic problems such as slow reimbursement 

of travel claims affected C&C implementation. It was 

unclear who was to cover the travel costs of health 

station staff collecting drugs from the RMS in Ho. 

(J3.97, 140; J4.11-12, 69; J5.52) 

Many basic steps in C&C were in practice difficult 

to implement. For example, formal and on-the-job 

training in the use of bank accounts was a major task. 

Because revenue had not been spent regularly, many of 

the health station accounts did not operate properly. 

Many in-charges were not skilled at using banks; they 

were unsure how to obtain bank statements, how to read 

them and how to write a cheque correctly. Training was 

needed in such simple tasks as writing a letter to a 

407 



bank. ( J 1. 20 ; J 4 . 1 7, 34; J 5 . 26 , 178 ) 

New storekeeping skills had to be taught. Prior to 

Cash and Carry, it had been sensible - from the 

individual facility's point of view - to stockpile drugs 

when they were available at RMS. Once drugs had to be 

paid for, staff had to learn how to link acquisitions to 

consumption and revenue. (J5.32) 

Another problem was record-keeping. In individual 

institutions, records were often inconsistent - for 

example, dispensing and accounting records often showed 

completely different information about drug flows. One 

complication of record-keeping was that drugs came from 

several sources. Many institutions received drug 

donations. These might be in substantial quantities from 

well-known donors (such as UNICEF), or ad hoc gifts 

from small groups such as the many "Ghana friendship" 

associations in Europe and North America.
l46 

It was 

administratively difficult to keep separate records for 

these drugs, but donors understandably objected when 

their gifts were sold. (J5.20, 51, 53; J6.38) 

146 Despite the Ministry of Foreign Affairs notifying its 
overseas missions of the essential drugs list, Ghana 
continued to receive a wide variety of donated 
pharmaceutical~ (m~ny of w~ich were not on the essential 
drugs list), wlth lnstructlons in an equally wide variety 
of languages. (J2.99) 
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III Exemptions - who will cover the costs? 

"The RHA must cover exemptions from its FE. We can't 

pass this on to patients. I can't have myoId mother 

directly subsidising free drugs for a healthy young 

nurse." (RHMT member, February 1991; J5.249) 

Cash and Carry would be whittled away if it 

incorporated exemptions but no reimbursements. Because 

exemptions threatened the very existence of C&C, and 

because free drugs were close to the hearts of MoH 

staff, the discussion and administration of exemptions 

took a disproportionate amount of time. 

When C&C was introduced in Volta, no changes were 

made to the rules about the categories of people who 

were exempt from payment. However efforts were made 

(through training and memoranda) to clarify the rules -

only MoH staff, paupers and patients with certain 

diseases were genuinely eligible. (see Section 0 (IV), 

above) 

The only change made to the pre-C&C system was that 

a ceiling of 20% of the value of drugs sold was put on 

exemptions. In the short run, paying for exemptions was 

not a problem, as the free drugs obtained from CMS more 

than compensated. In the longer run, Volta RHA planned 

to cover exemptions out of its FEs. In the very long 
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run, Volta hoped that Ministry of Health headquarters 

would reimburse regions (and hence facilities) for drugs 

prescribed to people who were exempt from payment. 

(J2.96; J5.249) 

The decision to set the ceiling at 20% was a 

pragmatic one. Ministry of Health staff felt very 

strongly about their privilege of free drugs. The RHA 

did not want to be seen to be curbing this privilege too 

excessively. On the other hand, the 20% maximum would 

allow some of the worst abuses to be curtailed. 

Individual facilities received free drugs from the 

region to cover exemptions - the top-up amounted to 20% 

of the value of drugs issued. For example, a facility 

requisitioning ¢100,000 worth of drugs would actually 

pay ¢80,000.147 It was up to individual facilities to 

reduce their exemption rates to 20%.148 This was not a 

problem for most health stations; the few exceptions 

were later followed up, providing a rare example of 

successful monitoring. The problem lay with the 

hospitals and the larger health centres in district 

capitals, many of which had exemption rates of over 20%. 

147 In the test at the Cash and Carry workshops, only 22% 
(16/72) of the respondents could calculate 20% of a simple 
number. (see Appendix 7) 

148 An exception was made for the leprosarium, which 
received 30% of its drugs free. This was because it 
provided comprehensive free care for both the students at 
the nurses' training schools and for people with leprosy. 
(J5.7, 71) 
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Several ways to reduce exemptions were recommended, all 

of which concentrated on free drugs for MoH staff, as 

they consumed the majority of free drugs. (J3.l40; 

J4.10; J6.36) The following measures were suggested: 

* a register of staff and their eligible relatives 

should be started. 

* a form should be introduced which would have to be 

signed by the local divisional head before free 

drugs were issued. 

* at hospitals, only one doctor should be able to 

prescribe free drugs for staff. (Jl.42) 

* 

E Ho hospital had relatively high exemption rates; one of its 

problems was controlling the large number of doctors. It was 

difficult to persuade one doctor in Ho to be responsible for 

staff prescriptions, as this was considered a boring and 

socially uncomfortable task. (J2.96) 

discussions should be held with staff about the 

implications of excessive exemptions. The 

implications of exemptions over 20% of the total 

value of drugs should be explained. (J2.90; J4.1l; 

J5.104; J6.38) 

Because of its concern about high exemption levels, 

the RHA often gave the erroneous impression that it 
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disapproved of free drugs for paupers. In fact, the 

number of exemptions for paupers was negligible. At the 

regional hospital in 1991, paupers accounted for a 

minuscule proportion [0.035%] of drugs dispensed (by 

value). (ten Asbroek, 1992, P 21; J5.22) 

IV National policy - vacuums, contradictions and 

discouragement 

Time was needed to implement Cash and Carry in 

Volta. Unfortunately, progress was disrupted by actions 

from Accra. Two events in particular jeopardised the 

very existence of C&C. 

Firstly, in February 1991, the Ministry of Finance 

and Economic Planning ordered all health facilities to 

send 75% of their accumulated income from fees to an 

account in the Bank of Ghana. This was to pay the MoH 

bill for drugs and dressings in 1990. 149 When this was 

discussed at the April 1991 Conference of Regional 

Directors and Divisional Heads, many of the most senior 

executive figures in the MoH did not know about the 

order, nor about the bank account to which the money was 

to be sent. If the order had been obeyed, this would 

have broken the revolving drug fund and effectively 

ended Cash and Carry. 

149 In other words, the misappropriation described in 
Chapter 5, section B (I), had been discovered. MoFEP asked 
the Ministry of Health to repay the missing money. 
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The RHA advised staff to ignore the circular, at 

least until some reminders were received. Facilities 

differed in their reaction to the attempts to remove 

money from accounts. Some staff showed considerable 

independence and resourcefulness. (J5.227; J6.l4, 27, 

84) 

E Because the circular specified "current accounts", one District 

Medical Officer arranged for all the institutions in his district to 

transfer all their money into their deposit accounts. 

E Hohoe hospital benefited from its policy of regularly spending its 

income. The order to transfer money came just after it had bought, 

with the RHA's tacit approval, a vehicle for ~6.6 million. (J7.42) 

Many facilities, however, complied with the order. 

Some had no choice - the required 75% was transferred 

from the regional hospital's bank account, without 

informing anyone at the hospital. 

The second event which jeopardised the existence of 

Cash and Carry in Volta occurred six months later. On 

28th August 1991, the Secretary for Health circulated a 

letter saying, 

"With immediate effect all drug accounts are frozen and no 

payment should be made out of the [fees] account until further 
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notice." (J7.38)150 

Once again, MoH headquarters had ignored the realities 

of what was happening in the regions. As was the case 

for the transfer of 75% of fees, this circular, if 

obeyed, would have brought Cash and Carry to a 

standstill. For a time, C&C purchasing was suspended in 

Volta because key individuals were not prepared to 

disobey the letter. Although an enthusiast for Cash and 

Carry, I could only sympathise with their attitude. The 

circular was repealed about a month later; the damage, 

however, had already been done. Those responsible for 

implementing C&C in Volta were very discouraged. (J7.39, 

82) 

In addition to these major events which threatened 

to thwart Cash and Carry's implementation, there were 

several areas in which official national guidelines were 

incompatible with C&C. The RHA proceeded with C&C in 

spite of these guidelines. Although the individual 

issues were perhaps trivial, they were symptomatic of 

the unsupportive environment in which C&C was 

introduced. 

e Official CAG ticket receipts were so expensive and in such low 

denominations that small transactions operated at a loss. Rolls of 

150 In effect, this was just a re-statement of the 1989 
directive. In practice this directive had all but lapsed. 
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1,000 tickets cost C2,OOO and were available in C5, ClO, C20 and C50 

denominations ,151 A typical out-patient visit cost C420 - this 

required at least 9 tickets (8 x C50; 1 x C20), costing C18. In 

practice, even more tickets were used, because the staff wanted to 

keep separate records for the consultation charge (C30 - 2 tickets) 

and the drugs (C390 - 9 tickets). The tickets had to be bought out 

of the non-drug income - drug fees were reserved for buying drugs. 

C22 of the C30 consultation charge was thus spent on receipts. Some 

auditors insisted on the use of receipt tickets; many health station 

staff were thus nervous about not using them. To make matters worse, 

CAG supplies of tickets were unreliable. The RHA eventually decided 

to use counterfoils rather than tickets. These were still quite 

expensive - a receipt book with 50 receipts cost C500. (J2.l09; 

J5.74; J6.39) 

outside the region, Volta staff deliberately kept 

quiet about Cash and Carry. They did not want to draw 

attention to the fact that Cash and Carry involved 

breaking some national rules (about the use of health 

station revenue, receipts, and unlimited free drugs for 

Ministry of Health staff). Similarly, some headquarters 

staff deliberately turned a benevolent blind eye to 

local C&C schemes. (IBl.9) 

151 Tickets for ¢100 and ¢200 also existed, but had not been 
offered to health stations. (J6.40) 
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I Cash and Carry began in Volta in October 1990. It was not a 

true revolving drug fund because many drugs were received 

free from Central Medical Stores. Health stations were 

provided with a 20% top-up of drugs to cover cases which 

were exempt from payment. Most of these were Ministry of 

Health staff. 

Cash and Carry encountered many practical problems in 

implementation; moreover monitoring and supervision from the 

regional and district levels were inadequate. 

Two directives from Accra threatened the very existence of 

C&C and caused considerable demoralisation - 75% of the 

money was taken out of many health stations' bank accounts 

and accounts were temporarily frozen. 

G Did the price signal work as intended? - the impact 

of Cash and Carry 

Section C specified five questions about the 

effects of the introduction of Cash and Carry -

questions about financial viability, drug supplies, 

utilisation, prescribing and exemptions. Parts I-V below 

tackle these questions. The before-and-after survey was 

in some ways an unsatisfactory exercise because 

implementation difficulties meant that Cash and Carry 

was not a "pure" revolving drug fund. The implications 
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of the implementation problems are considered in Section 

K. 

I Was the scheme financially viable? 

The financial viability of Cash and Carry in Volta 

was simply not known. There were too many unknown 

elements and "leaks" to the revolving fund. 

Table 7.4 shows the sources of drugs for Cash and 

Carry during its first 9 months. Because such a 

substantial proportion of the drugs came free from CMS 

(70.5%), the ability of the RMS to make a financial 

success of the revolving drug fund was not tested. 
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Table 7.4 Sources of finance for Cash and Carry, October 

1990 - June 1991 

Incoming drugs to RMS: ¢ 

from CMS ¢ 97,583,000 (70.5%) 

from C&C account ¢ 36,368,000 (26.3%) 

from RHA FEs ¢ 4,542,000 ( 3.3%) 

TOTAL incoming drugs to RMS ¢138,493,000 (100%) 

outgoing drugs to health ¢90,256,000 (65.2% of 

stations (a) available drugs) 

(a) The figures in Table 7.4 suggest that CMS bought drugs which 
were not in demand. During the first 9 months of C&C, the 
value of drugs dispatched by RMS (~90.256 million) was less 
than the value of drugs collected from CMS (~97.583 million). 
If CMS had concentrated on basic drugs used at health 
stations, there would have been no need to supplement its 
supplies with local purchases. 

Similarly, the financial viability of C&C at health 

stations was cushioned by a number of factors. Many 

stations had large amounts of money in their accounts, 

because of under-spending during the years 1985-89 and 

the subsequent freeze on expenditure. Moreover, it was 

not difficult for the health stations to make a "profit" 

out of the system and hence expand their stocks. Profits 

could be made from: 

* 
the fact that the facility selling price was 10% 

higher than the price paid for drugs at RMS 

* 
sales of drugs which were in situ before RMS 
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started charging for drugs 

* providing less than 20% of the drugs to patients 

who were exempt from payment. (JS.18) 

Using aggregate figures, Cash and Carry seemed to 

be financially viable. Table 7.4 showed that, between 

October 1990 and June 1991, drugs worth ¢90,2S6,000 were 

issued to health stations. For the same months, total 

revenue for all the health stations was ¢93,7S7,800. 

A detailed look at individual institutions revealed 

a much more complicated picture. Table 7.5 compares the 

value of drugs collected with revenue for the 14 

institutions in the before-and-after survey. This 

information is for the period from October 1990 until 

June 1991. The institutions can be classified into three 

types: 

1 Three institutions earned less revenue than the 

value of the drugs they collected from RMS. 

If this situation continued, the revolving drug 

fund would be de-capitalised. These cases needed to 

be followed up individually. 

2 Five institutions earned somewhat more revenue than 

the value of the drugs they collected from RMS. 

ThiS seemed to suggest a financially successful 
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revolving drug fund. This was the situation which 

the Cash and Carry Task Force hoped to find in all 

institutions. 

3 Six institutions earned a lot more revenue than the 

value of the drugs they collected from RHS. 

These six institutions all earned more than 1.5 

times more than the value of drugs they had 

collected. This difference could not be explained 

by low exemptions, the 10% extra charged and some 

stocks of drugs remaining from before Cash and 

Carry began. 

These institutions were selling drugs that they had 

bought elsewhere. Although officially illegal, 

direct purchasing from private drug suppliers had 

several advantages for health stations - for 

example, the health facility might be nearer to the 

supplier than to RMS and the supplier would 

probably offer some "inducements" to the purchaser. 

Moreover, the government system had been unreliable 

for so long that there was an unwillingness to 

switch immediately to buying from RMS, even though 

it was the cheapest supplier. 

The RHA wanted health stations to buy RMS drugs 

because they were cheaper and because there was 

some quality control. This custom did not come 
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automatically; Regional Medical Stores obviously 

had to prove its reliability first. 

These findings about the extent of private drug 

purchasing led to a re-consideration of the aggregate 

figures quoted above. Between October 1990 and June 

1991, ¢90,256,OOO worth of drugs were issued to health 

stations and total revenue for all the health stations 

was ¢93,757,800. However, an unknown percentage of this 

revenue accrued from drugs bought privately. The 

government revolving drug fund was not necessarily 

earning more than the value of the drugs which it 

handled. 

In short, the Cash and Carry Task Force was unable 

to assess the financial viability of the scheme. There 

were so many leakages and sUb-systems that it was 

impossible to isolate which drugs and which funds 

constituted the government revolving drug fund. 
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Table 7.5 Value of drugs collected and revenue, sampled 

facilities, October 1990 - June 1991 

Facility Value of Revenue (¢) Comments 
drugs coll-
ected (¢) 

Hospitals 

Ho 16,266,910 22,508,910 value of drugs 
< revenue 

Hohoe 10,376,710 13,153,100 value of drugs 
< revenue 

Keta 8,107,740 8,002,960 revenue < 
value of drugs 

Kete- 3,223,860 3,363,900 value of drugs 
Krachi < revenue 

Lepro- 760,150 1, 722,740 few drugs 
sarium collected 

Peki 731,830 2,019,100 few drugs 
collected 

Health 
stations 

Aflao 818,650 7,077,440 very few drugs 
collected 

Aveme- 241,150 225,690 revenue < 
Danyigbe value of drugs 

Banda 386,480 1,043,660 few drugs 
collected 

Dzo1o- 136,640 327,270 few drugs 

Gbogame collected 

Fodzoku ·185,270 91,900 revenue < 
value of drugs 

Nyive 247,740 546,860 few drugs 
collected 

sogakope 2,184,270 2,277,250 value of drugs 
< revenue 

Tef1e 301,300 370,470 value of drugs 
< revenue 
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II Did drug supplies improve? 

One of the advantages of a successful revolving 

drug fund is that goods follow money - as long as 

patients can afford the drugs, there should be no 

shortages. 

As with so many other items of information, it was 

theoretically possible to ascertain the availability of 

drugs from the routinely submitted records. In practice, 

this was not done. Even if someone had bothered to use 

this information, it was of a particularly low quality. 

Very few of the forms about drug stocks were filled in 

correctly. 

The availability of drugs was investigated in two 

ways by the before-and-after survey. Stocks were checked 

at institutions and patients were asked if the health 

station had been able to supply them with all the drugs 

on their prescription. 

The before-and-after survey checked the 

availability of 7 basic drugs at sampled institutions -

chloroquine tablets; chloroquine injections; 

paracetamol ; multivitamins; vitamin B complex; co

trimoxazol e and procaine penicillin injections.I~2 All 

1~2 This list of drugs was selected by the Cash and Carry 
Task Force; it included two vitamins because these were 
widely regarded as basic drugs. 

423 



of these were available from RMS after C&C began. Before 

C&C, their availability at the Central and Regional 

Medical Stores had varied. Obviously, it was hoped that 

the improved availability of drugs at RMS would lead to 

an improvement in the stocks held at health facilities. 

12 institutions were sampled. The results are shown 

in Table 7.6. The maximum possible score was 84 (12 

institutions x 7 drugs). Before C&C, the score was 44; 

afterwards it was 54. The improvement in drug supplies 

was not significant at the 10% level. 153 After Cash and 

Carry had begun, 36% (30/84) of drugs were not found in 

stock at the health stations, even though they were 

available at RHS. 

Table 7.6 Drugs in stock, before and after introduction 

of Cash and Carry 

Before C&C During C&C Total 

In stock (1) 44 54 98 

Not in stock 40 30 70 

Total 84 84 168 

Ch12 = 2.44; 1 degree of freedom; not significant at lOX level. 

(1) "In stock" was defined as enough drugs for 5 adult 
prescriptions. 

153 This is supplies of drugs from RMS. Facilities 
invariably kept their stocks of government drugs separate 
from the commercially purchased drugs. 
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There are (at least) three possible explanations 

for the fact that drugs which were in plentiful supply 

at RMS were unavailable at individual health facilities: 

1 Health facility staff had not visited RMS for 

several months. After C&C, visits to RMS were more 

frequent, declining from an average of 65 to 41 

days apart. (n = 14 institutions) This average 

disguised large variations - some facilities only 

visited every 3 months - not frequently enough to 

have benefited from the gradual improvement in 

supplies. 

2 Health facility staff had not specifically 

requisitioned a drug and RMS staff had not taken 

the initiative to offer it. This happened often for 

co:trimoxazole tablets, which had been unavailable 

for so long that many health station staff no 

longer bothered to requisition them. 

3 As discussed in the previous section, health 

station staff had built up small businesses selling 

some drugs that had been unavailable at RMS for a 

long time. They did not necessarily want to collect 

these drugs from RMS. 

The other method used to find out about the 
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availability of drugs was to ask patients. The results 

of the questionnaire are shown in Table 7.7. (see also 

Appendix 6 (d» The number of patients receiving all the 

drugs they had been prescribed increased from 30% to 

49%. (n=200) This improvement is significant at the 5% 

level. However, even though the situation for patients 

improved, just over half of the 53 patients questioned 

after the start of C&C were prescribed drugs which were 

not in stock at the health station. 

Table 7.7 Patients receiving all prescribed drugs -
before and during C&C, Volta 

Receive all Before C&C During C&C Total 
drugs? 

Yes 44 (30%) 26 (49%) 70 

No 103 (70%) 27 (51%) 130 

Total 147 (100%) 53 (100%) 200 

chi2 = 6.26; 1 degree of freedom; significant change at 5% level. 

In summary, the evidence about drug supplies is 

mixed. The number of basic drugs available at facilities 

did not seem to increase significantly, yet more 

patients received all their drugs. Whatever the exact 

change brought about by Cash and Carry, there was 

clearly substantial room for improvement. The 

availability of a drug at RMS did not automatically mean 

its availability at health stations. The requisition 
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system did not work well and there was doubt about who 

paid for journeys to RMS. Staff had become used to the 

unavailability of certain drugs at RMS. Many patients 

were still prescribed drugs which were unavailable at 

the health station. 

III What happened to utilisation? 

In Section D (II), we saw that the introduction of 

Cash and Carry in october 1990 did not seem to make any 

noticeable difference to out-patient attendance. (see 

Table 7.1 and Figure 7.1) Utilisation remained fairly 

stable (60,000 - 63,000 out-patients per quarter) during 

the 15 months after the introduction of C&C. The 

expectation that Cash and Carry would lead to improved 

supplies and hence higher utilisation was not realised. 

From the patients' perspective, Cash and Carry 

potentially made two differences - rather more drugs 

should have been available and the prices of some of the 

drugs increased. We have already seen that there was not 

a significant improvement in the availability of 

government drugs at health stations. 

Before Cash and Carry, the average price paid per 

prescription was ¢308. This increased to ¢352 after the 

introduction of C&C. (n = 500 out-patients each, before 

and after) Unlike in 1985, this was not enough to deter 
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significant numbers of patients. This was probably 

because the drugs were still cheaper than at the pr:vate 

drugstore, where they would otherwise have been bought. 

Because data were only available on costs at the 

government facilities, the survey could not assess the 

change in the total cost of a prescription. 

IV Did prescribing patterns change? 

" •...•••. it seems to me that you have a pattern of severe over 

prescribing." (Laing, personal correspondence, June 1991) 

Section D (III) described the poor prescribing 

practices in government health stations before Cash and 

Carry. After the introduction of C&C, the average number 

of drugs per out-patient prescription remained almost 

the same - 4.3, compared with 4.5 before C&C. Mis

prescribing was still rife. (see Table 7.3 and Appendix 

6 (e» 

Data on prescribing were sent to the International 

Network on the Rational Use of Drugs (INRUD) in the 

U.S.A. for analysis. The following comments were made: 

"In terms of the actual numbers [of drugs prescribed] -- these 

are very high by African standards •..•.•.. The injection figure 

of 66% [after C&C] is extremely high and a figure of real 

concern with your background HIV situation. It is unusual for 
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hospitals to prescribe fewer drugs; this indicates how serious 

the over-prescribing is at Level B facilities [i.e. health 

stations) ......... In summary, it seems to me that you have a 

pattern of severe over prescribing." (Laing, personal 

correspondence, June 1991) 

Over-prescribing had been a problem before C&C and 

it remained a problem. This is not surprising - there 

had been no obvious change in incentive for the health 

worker. 

Excessive prescribing was a problem which could not 

be tackled effectively with the resources available for 

Cash and Carry. 

V Did the number of exempt patients change,?IH 

Before C&C, the opportunity cost of exemptions to 

the health facilities was foregone income. With C&C 

operational, the opportunity cost of exemptions under 

20% was still income foregone. The implications of 

exemptions over 20% were more serious - they resulted in 

IH As mentioned in Section B, looking at exemptions was the 
only way to investigate wastage. Other information about 
drug wastage is purely circumstantial. The World Bank 
estimated in 1989 that 30-40% of drugs were not used 
before their expiry date. In July 1992, 10.5% of drugs 
held at health stations in Volta were expired. Whilst this 
might suggest that wastage had decreased, these ad hoc 
findings must b~ in~erpreted with extreme caution. (Berk, 
personal communlcatlon, 1990; Baseline data collection for 
Cash and Carry, Volta Region returns, 1992; J2.18, 100) 
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de-capitalisation of the revolving drug fund. 

Before Cash and Carry, exemption rates had not been 

routinely monitored. When C&C began, information about 

exemptions was added to the revenue form. 

Table 7.8 shows data collected from 9 of the 14 

sampled institutions - the others did not record the 

necessary information. After the introduction of C&C, 

exempt cases increased as a percentage of the total 

number of out-patients and as a percentage of revenue. 

The increases are significant at the 0.1% level for both 

the number of exempt cases and the value of free drugs. 

This increase is scarcely surprising. By providing 20% 

of drugs free, the system seemed to signal that 

exemptions up to the 20% level were acceptable. As drug 

supplies improved, there were more drugs available to 

tempt Ministry of Health staff into wanting free 

supplies. 

Although the total value of exemptions was less 

than 20% of revenue, some individual facilities 

(especially hospitals, where staff generally wanted to 

be treated) found it difficult to keep exemptions below 

20%. 

E In 1991, the dispensary at Ho hospital issued drugs worth 

C30,491,OOO and collected C22,709,500 (74%) in revenue. In other 
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words, C7,781,500 (26%) went to people who were exempt from payment. 

Of this C7.78 million worth of drugs, over 99% were issued to MoH 

staff. Exempt diseases accounted for 0.3%; paupers for less than 

0.1%. (ten Asbroek, 1992, P 21) 

Table 7.8 Exemptions before and during Cash and Carry 

Before C&C C&C operational 

Value of ¢696,95l ¢1,O40,191 
exemptions 

No. exempt cases 1,355 1,690 

MoH staff as % 99.3% 97.8% 
exempt cases 

out-patients 8,078 7,631 

Revenue ¢4,635,275 ¢5,718,608 

Exempt cases as % 16.8% 22.1% 
out-patients 

Value of 15.0% 18.2% 
exemptions as % 
revenue 

Value of exemptions relative to revenue: chi2 ~ 13,036; 1 degree of 
freedom; change significant at 0.1% level. 

Number of exempt cases relative to number of out-patients: ch!2 • 
72.5; 1 degree of freedom; significant at 0.1% level. 

In summary, a revolving drug fund was introduced in 

two stages - fees were increased in 1985, Regional 

Medical Stores began to buy and sell drugs in 1990. Many 

of the hoped-for advantages of Cash and Carry did not 

materialise. Implementation proved very problematic -

the reasons for, and implications of, this are discussed 
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in Section K. Before this, the next Section looks at the 

Bamako Initiative. Section J then considers how various 

actors perceived Cash and Carry. 

C&C did not yield many of the hoped-for improvements. This 

was partly because of how the system was designed (for 

example the 20% exemption level positively encouraged 

wastage): but it was also because of the inability of the 

system to change persistent bureaucratic and clinical 

habits. Specifically: 

1 The financial viability of Cash and Carry could not be 

assessed. 

2 Even though drug supplies improved at Regional Medical 

Stores, the drugs did not automatically reach the 

health stations. 

3 Demand declined in 1985. Per capita utilisation rates 

had not recovered by 1991. 

4 There was considerable ignorance about rational 

prescribing. 

The issue of irrational prescribing means that drugs 

are different from other economic commodities. Improved 

availability of drugs in Ghana is necessary but not 

sufficient for an improved service. 

5 The system of exemptions meant that there was 

considerable waste. 
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H The Bamako Initiative (BI) 

"I sometimes ask myself why the government encourages the 

Bamako Initiative, but not Cash and Carry. After all, they're 

pretty much the same. Perhaps the PNDC doesn't understand 

Bamako. Or perhaps it seems like a free gift from UNICEF, what 

with all the free drugs, storage facilities, vehicles and 

money for training. Cash and Carry requires an investment -

there's not much fun in that." (DMOH, August 1991) 

The Bamako Initiative (BI) was launched in 1987 in 

the capital of Mali by Ministers of Health from sub

Saharan Africa and by representatives from WHO and 

UNICEF. A UNICEF publication described the Bamako 

Initiative as: 

" •....••. a major new initiative for achieving universal 

primary health care for women and children. The mainspring of 

the initiative is a new way of funding and managing essential 

drugs for each community. The drugs, bought in bulk at low 

cost, would be sold at prices which, while much lower than the 

local retail cost, would be sufficient to finance not only the 

replenishment of the drugs themselves but also the development 

of district health services to the point at which maternal and 

child health care is available to all." (UNICEF, 1988b, P 56, 

Panel 18) 

The initiative was interpreted in various ways in 
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different countries. In Ghana, it concentrated on drug 

supplies for communities, health stations and district 

hospitals in 5 pilot districts. One of the pilot 

districts - Jasikan - is in Volta region. 

Careful negotiations at national level resulted in 

a close symmetry between the Bamako Initiative and Cash 

and Carry. Drug prices were to be the same throughout 

the country and the BI pilot districts were to use the 

same modalities as national C&C. It was hoped that 

experiences in the BI pilot districts would yield useful 

lessons for the introduction of nationwide Cash and 

Carry. 

For the Bamako Initiative's first year, UNICEF 

provided Jasikan with free drugs. This meant that the 

district was able to amass significant amounts of money 

(¢18 million by August 1991), which would later be used 

to benefit district services. (J6.75-6; IB1.70) 

There were many more resources available for 

training in Jasikan than in the rest of the region. The 

management of the district's drug sales was consequently 

better, although health station staff complained about 

the extra workload. 

Although the Bamako Initiative began in Volta at 

almost the same time as Cash and Carry, the BI had the 
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advantage of months of careful planning. The C&C Task 

Force looked to Jasikan fJr advice and suggestions. In 

some ways, Jasikan was able to offer support. For 

example, the Task Force was warned in advance that 

health station staff found the paperwork bewildering and 

that plenty of time was needed for training. Jasikan 

shared some of its drugs with the region when the 

original allocations from UNICEF led to some excess 

supplies. (J4.l4; J6.l5) 

In the main, however, experiences in Jasikan did 

not offer useful lessons for the region. Its special 

status as a donor-supported pilot district cushioned it 

from many of the issues faced in the other districts. 

For example: 

* a year after the BI had started in Jasikan, no 

decision had been made about how to pay for drugs 

supplied free of charge to exempt groups, 

principally MoH staff. Because UNICEF had been 

supplying drugs free, this issue had been avoided. 

* 
the district had been protected from the 

government's ambivalence over C&C. No bank accounts 

had been emptied or suddenly frozen. 

* Jasikan had been provided with extra money and 

equipment (including a vehicle) for training and 
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supervision. 

In terms of designing a revolving drug fund for 

government health facilities in Volta, the model offered 

by Jasikan was of only limited use. The problems which 

were encountered in the implementation of Cash and Carry 

were essentially bi-passed because of Jasikan's 

privileged status as a pilot district. 

The Bamako Initiative was similar to Cash and Carry in many 

ways. However it was implemented with considerably more 

financial and logistical support. 

J The viewpoints 

As in previouS chapters, this section considers 

Cash and Carry from the perspectives of a number of 

different actors. The actors are various MoH staff, 

accountants (who were CAG employees), auditors, patients 

and donors. The groups overlap - an individual in one 

group may also belong to another. For example, 

pharmacists were also Ministry of Health employees who 

were entitled to free drugs. 

I prescribers at government health facilities 

Even though there were improved drug supplies at 

436 



Regional Medical Stores, administrative problems reduced 

the benefit to the health facilities. It was difficult 

to find out what was available at RMS. Speculative 

visits were unrealistic because of transport problems. 

Public transport was unreliable: moreover it was not 

clear who was responsible for paying transport costs. 

Many prescribers benefited financially from the 

informal trade in drugs. It was often the more dynamic 

health workers who bothered to ensure that at least 

their patients got drugs from somewhere. Prescribers who 

sold drugs privately felt frustrated when they were 

criticised for being "extortioners", when government 

supplies were totally inadequate. It was unfair that the 

system did not discriminate between the scrupulous and 

the unscrupulous. (IBl.12) 

Prescribers gave two responses to accusations of 

over-prescribing. Firstly, they argued that patients 

often only presented themselves when they had multiple 

health problems and needed several drugs. Secondly, 

patients were very demanding. They often wanted several 

drugs, including some (preferably colourful) 

antibiotics. Injections and vitamin B complex were 

popular. It was very difficult to resist the demands of 

patients. Multiple prescribing was thus not necessarily 

due to the prescribers' ignorance. 
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Prescribers found it very difficult to refuse to 

prescribe drugs for Ministry of Health colleagues who 

had become used to free drugs. Most MoH staff in a 

district knew one another and a refusal could be taken 

personally. 

Cash and Carry brought new responsibilities and 

more work. Many health workers were reluctant to 

shoulder these responsibilities. They felt vulnerable to 

criticism from auditors and treasurers about their 

handling of money. C&C also increased the amount of 

record-keeping. Some of the records were felt to be 

rather complicated. 

II Pharmacists 

Cash and Carry entailed extra work for pharmacists. 

This increased their feeling of being under-valued. Only 

10% of trained pharmacists entered government service; 

many of their colleagues were in the private sector 

earning considerably larger amounts of money. The 

feeling of being under-valued was exacerbated when 

doctors (also university graduates) received a large pay 

increase. ISS The government pharmacist's most lucrative 

responsibility was granting licenses to the private 

sector; they could not be blamed if they spent a lot of 

time on this and other money-making schemes. There was a 

155 Pharmacists' pay eventually increased in 1992. 
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limit to how much time could be spent on Cash and Carry. 

(J5.200) 

C&C meant extra work for the pharmacists in the 

short run. However it would eventually free pharmacists 

from the need to run People's Shops. The semi-legal 

nature of the shops had been a source of stress; it was 

hoped that eventually Cash and Carry would be endorsed 

unambiguously at national level. 

Most pharmacists believed that Cash and Carry could 

be financially viable. as many People's Shops had made 

substantial profits. The prerequisites for financial 

success were good management and tight controls on 

exemptions for MoH staff. 

Pharmacists were probably the group of people who 

were most aware of the conflict between the demands of 

Ministry of Health staff for free drugs and the 

financial viability of C&C. They were under extreme 

pressure to supply drugs to colleagues free of charge; 

however many of them had learnt to resist this pressure 

when they were running People's Shops. 

Many of the skills necessary for Cash and Carry 

were new to pharmacists. It was often not realised that 

pharmacists I training did not teach about stock 

management or how to order drugs for a specific 
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population size. C&C required the development of new 

skills; this took time. (J2.58) 

The confusion about the use of health station 

revenue and the threat of free drugs for civil servants 

were very discouraging. Whilst trying to start Cash and 

Carry in Volta, it was very disheartening to learn that 

there had been yet another unenforceable circular from 

Accra. (J5.1l3) 

III MoH staff as consumers of free health care 

Ministry of Health staff who enjoyed the privilege 

of free drugs were clearly happy that Cash and Carry 

promised the likelihood of better drug supplies. The 

benefits of free drugs had been severely reduced by the 

shortages at government facilities. Often staff had to 

buy drugs privately, for which they were not reimbursed. 

(Staff paid because RMS had so few drugs in stock; the 

People's Shops were businesses and did not dispense 

drugs free of charge.) Prescribers exploited the 

shortages by forcing staff to pay "dashes". 

Most Ministry of Health staff felt passionately 

about their entitlement to free drugs. They felt that 

this perk was the one compensation for their low pay. It 

did not seem fair that MoH staff had to pay for drugs 
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from the People's Shops when teachersl~6, Internal 

Revenue staff and those working for parastatal 

corporations enjoyed free government drugs and 

reimbursements for private purchases. Moreover, there 

were rumours in Ho that the RHAs in Eastern and Upper 

West regions reimbursed their staff. (J2.85, 90; J6.14, 

40) 

Many staff were unaware of the dangers posed to 

Cash and Carry by the high level of exemptions for MoH 

staff. Experience at one hospital, where several 

meetings were held to persuade staff that exemptions had 

to be reduced, suggested that group responsibility could 

be fostered. 

IV Accountants 

"Don't tell me that Cash and Carry is under way in the 

provinces - [covering his ears] I Simply don't want to know." 

(Senior CAG official, Accra. September 1990) 

In general, all of the actors discussed in this 

section were in favour of Cash and Carry because of its 

promise of more drugs. Accountants were the least 

enthusiastic; they felt compromised by the fact that 

their employer, the Controller and Accountant-General 

156 Teachers were entitled to a fixed sum of ¢25,000 per 
year for medical care. 
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did not endorse C&C. 151 

Two other problems with C&C were the fact that 

accountants tended not to trust health stations to use 

funds responsibly and the considerable extra work for 

accountants. (J4.6l; J5.l38) 

For some accountants, especially at regional level, 

Cash and Carry meetings were their first experience of 

prolonged multi-disciplinary teamwork. They were often 

frustrated by C&C meetings, which spent a lot of time 

discussing non-financial details. 

V Auditors 

Financial regulations stated that government funds 

should not be used to buy goods which would subsequently 

be sold. Staff at the smaller health stations were not 

senior enough to deal with revolving funds. These were 

the rules. It was the job of auditors to enforce them. 

1~1 This is not meant to suggest that all individual 
accountants were obstructive to the introduction of Cash 
and Carry. Some district accountants provided excellent 
training and support for health facilities; accountants 
who had been involved with People's Shops in hospitals 
provided vital advice to the C&C Task Force. 
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VI patients l58 

Drug supplies were important to patients. They 

valued the convenience of buying all their drugs in the 

same place. However cost was also important. The 

messages about cost were mixed - some people said that 

the government facilities were cheaper, others said the 

opposite. It is not known which costs were important to 

patients - unit costs (government facilities cheaper) or 

total prescription costs (private shop often cheaper, 

because of incomplete doses). 

Informal charges were a significant component of 

costs. The advantages of Cash and Carry would be reduced 

if it simply added to, rather than replaced, informal 

fees. 

The availability of drugs was not enough to satisfy 

patients. They wanted courteous and sensitive health 

workers. Patients also wanted to feel that they had been 

examined properly - they were pleased by a physical 

examination; laboratory tests; or by the use of a 

sphygmomanometer to test blood pressure. 

1~8 This section is largely based on the 200 questionnaires 
administered during the C&C survey. (see Appendix 6 (c» 
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VII Donors 

Many donors were sympathetic to the aims of Cash 

and Carry. Utilisation of government facilities was 

low - better drug supplies were an important aspect of 

improved quality. However donors were reluctant to be 

actively involved in C&C for two main reasons: 

1 The PNDC needed to clarify its policy towards Cash 

and Carry. Either the PNDC had to entrust the 

Ministry of Health to implement C&C, or an 

alternative had to be developed. Until the policy 

was clear, donors did not want to support start-up 

costs such as training and stationery. 

2 Drug supplies were an area of corruption. Donors 

recognised that there were massive interests vested 

in the purchasing of drugs at national level -

previous efforts to enforce tighter controls on 

drug purchases had been unsuccessful. (J5.203, 212) 

Cash and Carry was not as comprehensive as the 

Bamako Initiative, which included drug supplies to be 

sold at the community level. UNICEF felt that the scope 

of C&C was rather limited: 

"Although a significant step forward, the [Cash and Carry] 

scheme, which is now operational in two regions, does not yet 
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go beyond health centres/posts and is, therefore, not directly 

supportive of community-based PHC." (UNICEF, 1991) 

Some issues arose more than once in this review of various 

viewpoints. Informal drug sales were widespread; MoH staff 

were concerned about the lack of national support for Cash 

and Carry; most health workers were enthusiastic at the 

promise of better supplies. Ministry of Health staff felt 

strongly that they were entitled to free drugs. 

K Conclusion - confronting the constraints 

Section G concluded that many of the hoped-for 

advantages of Cash and Carry (especially in terms of 

utilisation, improved supplies and financial viability) 

did not materialise. Two levels of response can be made 

to this conclusion. One response is to say that the 

conclusion is not surprising because C&C was not 

implemented "properly". Given the way that exemptions 

were organised, it is hardly surprising that they 

increased; given that C&C was started without national 

approval, it is not surprising that national policy 

hindered its implementation. This is true, as far as it 

goes. 

A second, more constructive, level of response is 

to ask what could be done about the implementation 

445 



problems. Were these purely local issues or were they 

problems that might be encountered elsewhere? What were 

the implications of the problems for an economic 

analysis of revolving drug funds? These questions fit in 

with the aim of the thesis -to explore how a health 

economist at sub-national level can deal with 

constraints to the application of a rational mode of 

analysis. 

This line of argument can be stated in more general 

terms. The chapter started with some predictions about 

the effects of a revolving drug fund. Economics makes 

generalisations about the advantages and disadvantages 

of different methods of financing - for example a 

taxation-based system will probably be equitable and 

have excess demand; a third-party insurance system will 

probably lead to supplier-induced demand. When this 

cause-effect method of thinking was applied to Cash and 

Carry in Volta, it was muddied by the inadequate 

implementation. The complications encountered during the 

intermediary stage between "before" and "after" meant 

that no definitive conclusions could be made. 

The next two sections look at two levels of 

response to the constraints encountered in implementing 

Cash and Carry. Section I considers the strategies which 

can be employed locally to try to work within these 

constraints. 

446 



section II taker a wider view. The problems 

encountered with Cash and Carry were not unique to 

Volta. Some broader conclusions are made about cause

effect economic models which ignore issues of 

implementation. 

I Identifying and managing the constraints 

Four main constraints can be identified which 

hindered the implementation of an "ideal type" revolving 

drug fund. 

1 Political support for Cash and Carry was 

ambivalent. 

Examples of ambivalent support are contradictory 

statements about the use of health stations' 

revenue and extravagant offers of free drugs for 

civil servants. The political ambivalence meant 

that Cash and Carry was introduced in an 

environment of uncertainty; the uncertainty reduced 

the level of commitment to the scheme. 

2 The administrative capacity was inadequate. 

A revolving drug fund requires a network of staff 

with basic skills in handling money and drugs. Many 

problems were encountered with relatively simple 

tasks such as banking; requisitions from RMS; and 

the ability to calculate a 20% exemption rate. 
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3 Existing informal revolving drug funds supplemented 

the incomes of many health workers. 

Cash and Carry was not introduced into a vacuum; it 

could not count on being immediately accepted by 

staff in the health stations. Informal systems of 

drug supplies operated in many health stations. 

4 Prescribing practices were extremely poor; more 

drugs did not necessarily mean better treatment. 

Having described the constraints, the next stage is 

to ask, "What can be done at regional level to deal with 

these constraints?" 

The region essentially faced two kinds of 

constraints - insufficient skills (administrative; 

prescribing) and opposition to Cash and Carry from 

various groups for various reasons. Three strategies for 

dealing with these constraints can be identified: 

(a) The region can act as a buffer between the 

political ambivalence at national level and its 

staff. 

By stating its commitment to Cash and Carry, the 

RHA essentially took a firm stance about issues 

where national policy was ambiguous. The RHA 

clearly stated, for example, that health station 
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revenue was to be used to buy drugs from RMS and 

that civil servants were not to be provided with 

free drugs. 

In order to be a credible buffer, the RHA also had 

to be clear about practices which it would not 

tolerate - for example, cases where informal 

charges were excessive. 

(b) Efforts can be made to gradually develop the Cash 

and Carry system. 

Developing "administrative capacity" is an 

incremental process. The skills needed for Cash and 

Carry can be part of the general effort to develop 

technical, administrative and supervisory skills 

within the region - these skills would not benefit 

Cash and Carry alone. 

In addition to some single-subject, one-off 

workshops at the time of the introduction of C&C, 

relevant topics were introduced into other 

workshops. This was in keeping with the region's 

attempts to integrate training. It also meant that 

subjects for which no donor training money was 

available - such as C&C - could benefit from donor

sponsored workshops. 
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(c) Imperfection has to be tolerated. 

It was accepted that Cash and Carry was being 

implemented in the face of multiple, conflicting 

objectives and in a situation with insufficient 

skills. Without this acceptance, C&C would probably 

never have begun. 

II Are these problems unique to Volta? 

If implementation was difficult simply because of 

some local factors, this would be of little wider 

interest. Were the implementation problems unique to 

Volta? There are two sources of evidence for answering 

this question - the general literature, as reviewed in 

Chapter 2, and descriptions of similar schemes 

elsewhere. These sources suggest that Volta's 

experiences were far from unique. 

1 Political support for Cash and Carry was 

ambivalent. 

The introduction of fees and/or revolving drug 

funds has been met with ambivalence in several 

countries. Ghana was not alone in experiencing 

months of uncertainty following the announcement of 

the introduction of a Cash and Carry-type scheme. 

Similar events happened in Uganda and Kenya. In 

Kenya, 
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"In September 1989, the government introduced cost

sharing at public /.ealth facilities ......•. Institutional 

and administrative systems were not immediately 

restructured to accommodate this policy change, and the 

user fees have since been abolished." (Overseas 

Development Administration, 1991) 

In Uganda, 

"The Inter-Ministerial Task Force on Health Financing 

recommended in January 1990 to introduce a 'cost

sharing' mechanism according to which patients will 

contribute to the cost of health services. The 

recommendations have not been implemented due to the 

political controversy that developed over it." (van der 

Heijden, 1991) 

Uncertainty (because of political ambivalence) 

should not be discounted as an important effect of 

decisions to introduce user charges and/or 

revolving drug funds. 

2 The administrative capacity was inadequate. 

The literature review showed that a shortage of 

skills is a generic problem in developing 

countries. This is related to general poverty. In a 

richer country, for example, health workers might 

be expected to have experience of bank accounts as 
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part of their general "life skills" - this cannot 

be relied upon in a country with generally low 

education levels and limited access to banks. 

3 The existing informal revolving drug funds 

supplemented the incomes of many health workers. 

That civil servants pursue personal goals, and that 

low salaries made this virtually a necessity, were 

discussed in Chapter 2 (in general) and in Chapter 

3 (specifically in the context of Ghana). 

4 Prescribing practices were extremely poor; more 

drugs did not necessarily mean better treatment. 

Again, this is a matter of skills. (see point 2, 

above) Poor prescribing skills are widespread. A 

review of essential drugs programmes in 13 

countries concluded: 

"Providing the general public and health workers at all 

levels of the health care system with continuous 

training and regular information are preconditions for 

rational drugs use. It is in this area of work that gaps 

and weaknesses have been identified in the 

implementation of EDPs (Essential Drugs Programmes) and 

policies." (Kanji and Hardon, 1992, p 98) 
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In short, Volta does not seem to have been alone in 

the types of constraint encountered when a revolving 

drug fund was introduced. 

In his review of the literature on user charges, 

Creese complained: 

"The administrative context of cost-recovery is an important 

and under-examined issue." (Creese, 1990, p 16) 

This case study has shown that the administrative (and 

political) context is crucial to the success or 

otherwise of a scheme. 

Economists who advocate fees and revolving drug 

funds have to take some responsibility for the fact that 

they do not always yield the predicted benefits. 

Grafting fees and revolving funds onto organisations 

with poor management capabilities causes some 

predictable problems. 

The chapter started by asking about the effects of 

a revolving drug fund on supply and demand. As the 

implementation problems became clear, the emphasis of 

this chapter moved away from the original focus on 

supply and demand. The realities of implementation led 

to a different set of questions. If governments are 

persuaded to introduce fees, but remain reluctant, are 
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uncertainties such as those encountered in Ghana likely 

to be commonplace? If civil servants are to be exempt 

from paying, does this negate many of the alleged 

advantages of fees and revolving drug funds? If 

administrative processes are weak, can the advantages of 

revolving drug funds be realised? If economic analysis 

is to be relevant at sub-national level, these issues 

should be confronted in concert with economic 

predictions. In other words, the economic analysis needs 

to be contextualised. 
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Chapter 8 

Conclusions 
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Chapter 8 

Conclusions: 

Economics, economists and the management of constraints 

"Go, go, go, said the bird: human kind 

Cannot bear so very much reality." (T.S. Eliot, 1963) 

A A return to the literature review 

Since the review of literature in Chapter 2, this 

thesis has been immersed in details about Ghana and its 

Ministry of Health; research methodologies; resource 

flows; immunisations and revolving drug funds. This 

chapter returns to the broad themes of the literature 

review. 

The literature review presented five "lenses" (or 

models) for looking at and understanding organisations -

rational, satisficing, bureaucratic, political and 

anarchic. It then considered whether organisations in 

developing countries had any special characteristics 

which differed from the industrialised countries where 

the lenses were originally developed. In tandem with 

these ways of describing organisations, the role of 

health economics as a prescriptive tool was discussed. 
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It was noted that the two bodies of literature were 

rather separate. Finally, the review considered coping 

strategies for managers who were trying to reap the 

benefits of decision aids based on rationality, whilst 

working in complex organisations with bureaucratic, 

anarchic and political elements. 

A question was posed at the end of Chapter 2 - "How 

can a health economist working at sub-national level 

deal with constraints to rationality?" The chapter about 

methodology then argued that case studies should lead to 

some analytical generalisations: 

"In analytical generalisation, the researcher tries to 

generalise a particular set of results to some broader 

theory •......•. The concepts developed should be applicable to 

other settings; results should be related back to the theory 

which led to the case studies." (Chapter 4, Section G) 

This chapter attempts to respond to the question and to 

the call for analytical generalisation. 

B A return to the organisational models 

As stated in the literature review, this thesis 

applies the organisational models. The intention was not 

to develop organisational theory, nor was it to question 

the suitability of the five particular models used in 
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this thesis. The relevant question to ask about the 

models is - "did they provide a useful heuristic device 

in the context in which I used them?" 

For me, the answer is "yes". There were four 'inter

related benefits of using the models: 

1 The models provide a framework for describing the 

workings of the Ministry of Health. 

For example (the model which best describes the 

statement is given in brackets): 

* For issues which attracted high level 

political attention, power could be exercised 

in a fickle manner. (political) 

* Most health facilities were poorly supervised; 

some were staffed by people with considerable 

initiative. (anarchic) 

* 

* 

Rules were pervasive; they often served to 

reinforce hierarchy. Many health workers used 

rules for security or to replace thinking. 

(bureaucratic) 

For many issues, objectives were not clear. 

Many organisations other than the Ministry of 

Health had interests - donors, the Controller 
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and Accountant-General and the Ministry of 

Finance and Economic Planning. (political, 

anarchic) 

2 The models place economics in a wider 

organisational context; they provide a way of 

looking at economics from outside. 

The models demonstrate that much of economics is 

locked into one way of thinking about organisations 

- the rational model. 

3 The models highlight the distinction between 

description and prescription. 

Many economic analyses end with a prescriptive 

statement. The models provide a tool for thinking 

about how an organisation will react to particular 

prescriptions. 

4 By fostering an understanding of how organisations 

work, the models can help individuals to deal with 

complexity and ambiguity. 

Working in a large organisation can be frustrating; 

understanding why organisations function as they do 

can help people to cope. 

The importance of this function of the models 

should not be under-estimated. We saw in the 

literature review that there are various responses 
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to working in a complex organisation - including 

exit; deception; and avoiding, absorbing or 

repressing constraints. These are ultimately 

unconstructive responses. The organisational models 

offer one heuristic device for thinking through a 

more constructive response to constraints. 

In summary, the use of the models as heuristic 

devices was fruitful. The models offered a way of 

thinking about the relationship between economics and 

organisations. 

There was one problem which was encountered with 

the models. This is a problem of degree, rather than an 

absolute shortcoming. The point is perhaps best made 

through an example. 

Descriptions of the anarchic model often cite 

universities and/or firms developing new computer 

software as examples of anarchic organisations. (Mohr, 

1976, p 181; Martin, 1982) The anarchic structure suits 

the function of these organisations - which is to be 

individualistic and innovative. The anarchic model also 

explained many features of the Ministry of Health in 

Volta - many decisions were ad hoc, information was used 

haphazardly, there was little effective control of the 

health stations. But this was anarchy by default - the 
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Ministry was unable to exert central control, rather 

than unwilling. The reason for the anarchical features 

was not that an anarchical structure best suited the 

work of the organisation. 

Much of what happened in the Ministry of Health was 

determined by the low skills level, the poor 

communications network and the need for individuals to 

supplement their salaries. It is difficult to capture 

this feature using the models. This shortcoming of the 

models leads to the question, "Are developing countries 

different?" 

C Are developing countries different? 

Six particular constraints to rational decision

making were identified from the literature as being 

particularly prevalent in developing countries. (Chapter 

2, Section D) 

1 civil servants pursue personal, not organisational, 

goals 

2 information is extremely scarce 

3 there is a shortage of skilled people 

4 there is very considerable uncertainty 

5 donors complicate deCision-making 

6 resources are scarce. 
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All of these factors appeared in some form in the 

case study chapters. 

I civil servants pursue personal, not organisational, 

goals 

Civil servants pursuing personal goals was apparent 

in bald financial terms. Mass campaigns were favoured 

because they were more personally lucrative than 

immunisations through routine clinics. Personal 

financial considerations influence civil servants 

everywhere - the point here is that the demand for extra 

income was very high and the organisational and cultural 

sanctions were weak. 

The literature review argued that the rational and 

satisficing models rest on the assumption that 

individuals adopt an organisational ethos. To meet this 

assumption, it was argued, organisations must provide 

their employees with reasonable remuneration, job 

satisfaction and fair treatment. These conditions were 

not met in the Ministry of Health. It is not surprising, 

then, that personal goals had such a strong effect on 

what actually happened in the Ministry. This is an area 

which is difficult to acknowledge and accommodate. It is 

rarely explicitly talked about. Yet a recognition of the 

difference between private and publicly stated goals was 

crucial to an understanding of the Ministry of Health. 
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2 Information is extremely scarce 

Chapter 2 distinguished between a scarcity of 

information and the failure to use existing information. 

The experience of the case studies in this thesis is 

that it is the analysis and use of existing, routinely 

collected information which is the problem. Reasonable 

quality data on out-patient numbers, health facility 

revenue and immunisations were all available but not 

used. 

There was little demand for information. The 

provision of information systems would not solve this. 

The problem in Ghana was that skills were in short 

supply; this was much more of an issue than the 

availability of information. (The issue of skills is 

discussed belOW.) 

Apart from age-specific population estimates, this 

thesis did not require population-based or health impact 

information. There is a general scarcity of these kinds 

of information. However, as for service-based 

information, there is no widespread demand for this type 

of information. The demand for population information 

was largely donor-driven; it was a result of the target

orientation of the immunisation programme. 
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3 there is a shortage of skilled people 

A shortage of skilled people means that it is 

difficult to implement change throughout a 

geographically diffuse organisation. The tasks handled 

by the Ministry of Health were not mechanical - some 

degree of analytic skill was necessary. The 

implementation of Cash and Carry, for example, was 

hampered by basic factors such as the relatively low 

numeracy of many health workers. 

The literature review showed that the combination 

of low skills and control from above could cause workers 

to be risk averse. This certainly happened in the 

Ministry. Many health workers preferred to do nothing 

rather than to risk criticism. 

there is very considerable uncertainty 

The situation about uncertainty was found to be not 

quite as it was portrayed in the literature review. 

Uncertainty was certainly a major consideration at the 

regional level. There was uncertainty about when FEs 

would arrive; how much they would be worth; the rules 

surrounding health facility revenue; and what capital 

projects would be approved, and when. 

The literature review argued that much of the 
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uncertainty was caused by the political and economic 

vulnerability of governments in developing countries. It 

is not clear that the uncertainty at regional level was 

caused by national level political and economic 

vulnerability. Many of the causes of uncertainty seemed 

more mundane - a lack of skilled staff, poor 

communications and the legacy of a finance system which 

had become rule-bound during years of economic 

uncertainty. 

Strategies could be developed to deal with this so

called uncertainty. For example, whilst the exact level 

of FEs could not be predicted, spending officers could 

be given a reasonable idea of the minimum they could 

expect. More information about the availability of 

stores could be made available; the RHA could reduce 

confusion in the health stations by making a clear 

statement about the use of revenue. 

This is not to deny the existence of genuine 

uncertainty - for example the large increase in fuel 

prices in 1990. Even here, however, there was no attempt 

to make sensible contingency plans. At national level, 

the frequency of across-the-board spending cuts 

indicated that there was no prioritising of savings. 
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5 donors complicate decision-making 

Several illustrations of "donor-induced 

complications" have been given in the case studies. 

Whilst theoretically in favour of cost-effective 

practices, donors' desire for quick results led them to 

encourage mass immunisation campaigns. The international 

interest in fees-for-service which influenced many 

donors in the late 1980s fuelled schizophrenic 

government statements but was not translated into an 

effective scheme in Ghana. 

6 resources are scarce. 

The literature review argued that scarce resources 

per se influenced the nature of decision-making. The 

aspects mentioned in the literature review - short time 

horizons (immunisation targets); a pre-occupation with 

national solvency (drawing limits); and individual civil 

servants' concerns about personal solvency - have all 

been encountered. 

The effects of scarcity are more pervasive than 

reflected in these ad hoc examples. As described in the 

quotation by Caiden and Wildavsky in the literature 

review, "the whole life of the society is affected by 

scarcity". The most pertinent manifestation of scarcity 

in the Ministry of Health was the absence of a 
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functioning institutional infrastructure. Again and 

again schemes failed because they attempted to graft new 

ideas onto a system which did not have the basic 

institutional infrastructure of information, 

communication, supervision etc. 

The opportunity costs of the concentration on 

immunisations were particularly high because of the 

small amounts of resources available to the Ministry of 

Health at district level. A mass immunisation campaign 

could monopolise the time of the one good manager in a 

district and the only MoH vehicle. Even if a District 

Health Management Team disliked mass campaigns, it was 

scarcely likely to refuse money from donors when this 

perhaps afforded the only opportunity to get the DHMT 

vehicle mended or to buy some cold chain equipment. 

The PNDC's ambivalence about Cash and Carry can 

also partly be explained by the scarcity of resources. 

It was extremely difficult for the government to 

reconcile expectations about health services (and the 

promises which politicians liked to make), with the 

reality of a government health budget of $4 per person 

per year. The government reacted with contradictory 

policy statements. Whilst all societies face the 

conflict between expectations and the availability of 

resources, the conflict is more acute in developing 

countries. 
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The organisational models were a heuristic device. 

They provided ways of thinking about what went on in an 

organisation. The discussion of characteristics of the 

public sector in developing countries specifies some 

particular constraints which are likely to be 

encountered. The characteristic features of developing 

countries (such as civil servants' personalistic goals 

and the lack of infrastructure and skills) mean that 

rational techniques are even less likely to be relevant. 

What, then, can a rational discipline such as economics 

contribute? 

D What does economics contribute? 

"Economics as a discipline, or mode of thought, centres upon 

the issue of scarcity and the consequential necessity for 

individuals to choose. It starts from the fundamental 

proposition that resources are too few to satisfy all the 

wants of mankind, whether they be selfish or unselfish wants, 

whether they be expressed by individuals or groups, whether 

they be represented by individuals acting on their own behalf 

or on the behalf of others. The idea of a resource is broad 

too: it includes not only the naturally provided fruits of 

nature but those produced by man. It also includes man himself 

as a resource: his time, natural aptitudes, acquired skills 

and so on. All economic theory is at root about how people 

actually choose or ought to choose given the scarcity of 

resources, which precludes (and will preclude for the 
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foreseeable future) the satisfaction of all wants for all 

people." (Culyer, 1985, pp 1-2; original emphasis) 

This chapter has so far concentrated on the 

limitations of regarding organisations as rational. 

Given this, and given that economics has been presented 

as a discipline based on rationality, what is economics' 

relevance? Does economics ask relevant questions and 

produce relevant answers? 

The above quotation suggests that economics does 

ask relevant questions. In this very general definition, 

culyer includes many of the issues that have been 

encountered in this thesis - scarcity, skills, choice 

and the impossibility of pleasing everyone. If economics 

is about "how people actually choose or ought to choose 

given the scarcity of resources", then it would seem to 

address a real need in the Ministry of Health in Volta. 

Describing organisations helps to understand the 

ways in which change might be fostered. But where does 

the direction of the change originate? Where do the 

prescriptions come from? 

The argument here is that economics helps us to 

define where we want to go. This is similar to Leach's 

argument in hiS article "In defence of the rational 

model". Leach maintained that the rational model was the 

469 



only one which offered an alternative to the 

preservation of the status quo. The other models merely 

offered explanations of why change may be difficult to 

achieve. 

The literature review mentioned phrases such as 

"vision"; "an alternative to the preservation of the 

status quo"; "the inspiration of normative 

[prescriptive] notions"; "challenging the constraints"; 

and the "need to be able to think holistically about 

health systems". "Vision" is economics' forte. Because 

economics concentrates on the relationships of inputs to 

outputs, without lingering on the processes, it can 

offer clear insights about alternative ways of providing 

services. Economic evaluations force the explicit 

consideration of alternative strategies. Assessments of 

financing methods show the inherent strengths and 

weaknesses of different systems. 

are: 

* 

* 

Two "vision" statements used in the case studies 

It is desirable to immunise as many children as 

possible for every ¢1,000 spent. 

Government services which are free at the point of 

use are vulnerable to supply shortages and wastage. 

A revolving drug fund such as Cash and Carry offers 
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the potential to improve drug supplies and reduce 

wastage. 

The economics provided the vision of where to go; along 

the way, constraints were encountered. How could these 

constraints be handled? 

E Managing the constraints 

Economies can provide visions of where an 

organisation might go; it can provide ideas about 

improvements to the health system. How can vision be 

translated into actual change? There is a need to think 

beyond the rational economic analysis at processes for 

affecting change. 

Based on a paper by Collins and Harrison, the 

literature review identified seven responses to the 

tension between rational prescriptions and 

organisational constraints. It identified one particular 

response - "managing the constraints" - as of relevance 

to the situation being discussed here. 

For a reminder of the nature of the response 

"managing the constraints", a quotation from Cassels and 

JanoVSky is repeated here. The quotation describes the 

management of cons"traints in the context of primary 

health care (PHC): 
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"Management development for PHC is faced with having to 

reconcile conflicting demands. It must enable managers to get 

things done within existing - but often inappropriate and 

inadequate - systems and structures. Equally importantly, it 

must be concerned with changing those systems and structures 

so that they become better suited for implementing PHC 

policies and strategies. 

Policy-makers and senior managers need to be able to analyse 

which are the most promising entry points for improving PHC 

management and implementation. They need to be able to think 

holistically about health systems change while acting 

incrementally, if the prevailing circumstances do not favour 

radical transformation. At all levels, health managers need to 

keep in mind what should be done while carrying on with what 

can be done given existing constraints." (Cassels and 

Janovsky, 1991, p 110) 

This section aims to expand this description and to 

illustrate it with examples from health economics. 

Whilst the particular examples come from Volta and from 

work at regional level, the modus operandi has a wider 

application. The basic themes and methods of analysis 

are also applicable at health facility, district or 

national level. Moreover, many of the particular issues 

are likely to be encountered by health economists 

elsewhere. 
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What follows is a 2-stage consideration of 

"managing the constraints" for health economists. The 

general mode of thinking is far from original - it is as 

described by Cassels and Janovsky in the quotation above 

and by many other authors for different contexts. (e.g. 

Hogwood and Gunn, 1984; Morgan, 1986, used his 

"organisational metaphors" in a similar way) What is 

more unusual is that the stages are illustrated with 

factors likely to be encountered by a health economist. 

Stage 1 Identify the constraints 

Having conducted an economic analysis, constraints 

to the desired change can be identified. This was done 

in each of the three case study chapters. (Chapters 5-7) 

There was considerable overlap of the constraints 

identified in the three chapters. Five general 

constraints emerged: 

1 there was a lack of skills; information was not 

used 

2 there were multiple, conflicting objectives (at 

different levels of the Ministry; donors; personal 

objectives of civil servants) 

3 small amounts of money were not available in key 

places 

4 rules were often unclear and/or their original 

purpose had been perverted 
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5 civil servants needed to supplement their salaries. 

Table 8.1 illustrates these general constraints 

with examples from the three case study chapters. 

Stage 2 Developing strategies for dealing with the 

constraints 

Table 8.2 repeats the general constraints from 

Table 8.1 and lists some strategies which can be 

deployed to deal with or challenge these constraints. 

A number of general activities emerge from this table. 

1 negotiations between different cadres. 

Some conflicting objectives can be reconciled. 

Of particular relevance to health economists is the 

lack of understanding which often exists between 

health professionals and accountants/auditors. 

Health professionals are, or are thought to be, 

financially illiterate. The very term "health 

economist" suggests that the profeSSion should be 

instrumental in bridging this gap. 

2 teaching new skillS. 

Resource allocation could be improved if there were 

better skills in stock-keeping; banking; 

prescribing; and planning the expenditure of FEs. 

474 



Some problems cannot be solved merely by training; 

however there is a genuine skills gap. Resource 

issues can be included on many curricula. 

3 improving administrative procedures. 

The system of requisitioning stores was 

ineffective; communications about sensible rules 

were poor. Many health workers had no record of 

rules which the RHA expected them to follow. Some 

rules needed clarification and explanation. 

, 
4 developing'new systems. 

Some new systems were required - for example, for 

health station financing and perhaps to provide 

Systematic incentives for health workers. The 

region could initiate these activities. 

5 using information. 

In many cases poor resource use could be identified 

through the use of routine information. 

6 prioritising rules. 

The region could make it clear which rules it 

regarded as priorities and intended to enforce. In 

a situation where rules were plentiful, poorly 

publicised and often respected, some rules could be 

useful in fostering an environment conducive to 

economic rationality. 
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7 lobbying and advertising the regionar situation to 

national level and to donors. 

Some of the constraints which originated outside 

the region were based on conflicts of interest. 

Others, however, were unintentional consequences of 

actions at national level. The region had a role to 

play in explaining the constraints and lobbying for 

change. 

8 setting an example of good practice at regional 

level. 

The RHA itself handled considerable amounts of 

resources and received a lot of information. It 

could set a good example by prioritising its 

expenditures and by using information 

systematically. 

9 acting as a buffer. 

Both the Cash and Carry and the immunisation case 

studies involved the region acting as a buffer. In 

a rule-bound, centralised system, local managers 

have to be protected from the injudicious 

imposition of rules from above. 

In addition to these positive strategies, it must 

be realised that some constraints are not worth 

challenging - there is no room for manoeuvre. 
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The above activities are broadly reminiscent of the 

role of regions quoted in Chapter 3: 

"The Regional Level is the critical link between the national 

headquarters and the district level and serves as a "buffer" 

in reconciling needs identified by districts with national 

concerns. Its role is to help translate central policy'~' 

into district action by providing support in the form of 

guidelines, protocols and procedures, to ensure coordination 

between districts, monitor district programme implementation 

and to provide feedback to districts and the national 

headquarters." (MoH, 1991, p 22) 

The nine activities listed above could be in the 

job description of any regional manager. This is as it 

should be if economic concerns are to be brought into 

the mainstream of organisational life. What has emerged 

is essentially a description of the role of a regional 

manager, applied to a particular set of issues. The 

particular message of economic analysis is not lost - it 

is integrated into the life of the organisation. 

159 Note the assumption that "central policy" exists. In 
practice, the region often filled policy vacuums. 
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Table 8.1 General constraints - examples from the case 

studies 

Constraint 
to uni
purpose 
rational 
decision
.aking 

lack of 
skills; 
info~ation 

not used 

.ultiple 
objectives 

s.all 
~unts of 
money not 
available in 
key places 

rules 
unclear 
and/or 
original 
purpose 
perverted 

civil 
servants 
need to 
supplement 
their 
salaries 

Examples fro. 
Chapter 5 -
resource flows 

format of 
expenditure 
data not 
relevant to 
managers; 
poor stock
keeping skills 

solvency and 
accountability 
versus local 
fledbility 

policy vacuum 
about 
financing of 
health 
stations; 
few imprests; 
stop/go 
availabili ty 
of FEs 

drawing limits 
and 
expenditure 
authoris
ations; 
imprests 

corruption; 
under-the
counter 
charges 
widespread 

Exa.ples from 
Chapter 6 -
i_unisations 

N/A 

short/long 
time horizons; 
importance 
attached to 
institutional 
strengthening 
and building 
up trust of 
communities 

S/O more cost
effective, but 
difficult for 
health 
stations to 
find the 
necessary cash 

N/A 

preference for 
mass campaigns 
because 
generous 
allowances 
paid 
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Exa~les frOli 
Chapter 7 - Cash 
and Carry 

system not 
monitored; 
many staff 
unable to 
calculate 
percentages, 
prof! t/loss 
etc.; mul tiple 
prescribing 

political desire 
for drug 
availabili ty, 
yet sensitive to 
high costs; 
mixed messages 
about free 
treatment for 
civil servants 

N/A 

confusion about 
use of health 
station revenue; 
audit 
requirement for 
official 
receipts 

government drugs 
not sold even 
when available 
because private 
sales were 
source of income 



Table 8.2 Types of strategies for dealing with 

constraints 

Constraint Local strategies 
to uni-
purpose 
rational 
decision-
.aking 

lack of 
skills; 
info~

ation not 
used 

.ultlple 
objectives 

small 
aIIOunts of 
IIOney not 
available 
in key 
places 

rules 
unclear 
and/or 
original 
purpose 
perverted 

civil 
servants 
need to 
supplement 
their 
salaries 

training; 
procedures and forms to 
be kept as simple as 
possible; 
develop systematic 
rewards for skill devel
opment/use of 
informa tion; 
region to set example and 
to create demand for 
information 

recognise; 
encourage negotiation; 
clarify some objectives -
e.g. priority use of FEs; 
sometimes region can act 
unilaterally 

develop own systems for 
health stations; 
judicious use of donor 
funds and fees 

clear messages within 
region about relative 
importance of different 
rules; 
enforce important rules; 
act as buffer between 
national level and good 
managers who break rules 

recognise; 
clear messages about 
limits of acceptability; 
standard per diems 
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Beyond the region 

constant pressure on 
national level and 
donors to keep 
procedures and records 
as Simple as possible; 
demand practical 
training; 
change information 
system to generate more 
user-friendly data 

negotiate; 
lobby; 
advertise implications 
of national poliCies 

develop relationship of 
mutual trust with donor 
about flexible use of 
money to bridge 
temporary shortages; 
lobby for changes in 
rules and financial 
procedures 

lobby for better rules; 
advertise perverse 
incentives created by 
rules; 
act as buffer between 
national level and good 
managers who break rules 

recognise; 
discuss incentive scheme 
to reward good, routine 
work 



F Contextual ising the economic analysis 

So far, the economic analysis and the development 

of strategies for implementing the findings have been 

presented as separate stages. This is artificial. In 

fact, the context in which an analysis is conducted 

should have some bearing on the nature of the analysis. 

If the economist wants to project an economic 

perspective with which people working at regional level 

can identify, then the constraints of working at 

regional level have to be recognised within the 

analysis. 

Many health economics textbooks contain a checklist 

of questions to ask about an economic appraisal. 

(McGuire et al., 1988, pp 126-128; Mills and Gilson, 

1988, pp 90-91) The checklist is "intended to promote 

critical assessment of any case-study" (McGuire et al., 

p 125) An analogous checklist of five questions is 

presented here. This checklist applies to economic 

analysis in general. The checklist is "intended to 

promote critical assessment" of economic analysis 

conducted for consumption at sub-national level in a 

developing country. 
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I Is the role of informal, under-the-counter charges 

and bribes acknowledged? 

Mainstream economics is interested in total prices; 

in theory, therefore, it is interested in the "hidden 

economy". In practice, however - and for the very 

obvious methodological reason that the issues are hard 

to quantify - the informal economy within a Ministry of 

Health is often ignored in economic analyses. 

Economic analysis should at the very least 

acknowledge the role of the hidden economy and discuss 

its relevance to the issue being analysed. This can be 

done even when quantification is not possible. 

2 Does the analysis consider the effect on the take

home-pay of health workers? (i.e. official take

home pay, including allowances) 

The cost-effectiveness analysis of immunisation 

strategies demonstrated that mass campaigns provided 

significant amounts of extra allowances for health 

workers. (see Table 6.13) Health workers in districts 

which did not run mass campaigns were denied this extra 

income. 

In a situation where salaries are too low to 

provide a reasonable standard of living, salary 
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supplementation is an over-riding priority for health 

workers at all levels of the system. Some managers would 

argue that a programme cannot be successful unless it 

provides salary supplementation. 

It is unsatisfactory for an economic analysis 

simply to measure salary costs and to assume that this 

provides for 8 hours' work per day. 

3 Does the analysis consider the channels through 

which resources flow? 

At regional level, the opportunity cost of money 

located in different administrative channels is not the 

same. For example, a regional manager may be unwilling 

to spend elOO,OOO out of the FEs on a training 

programme, but will happily agree to use some donor 

funds for the same purpose. This is perfectly logical. 

The opportunity costs of the FEs are very high, if this 

is the only source of money to pay for a perceived 

priority need such as renovating staff accommodation. 

There are some items which a regional manager is 

unable to buy - another pharmacist, for example, or a 

large refrigerator for storing vaccines. It is not 

helpful if these costs are lumped together with money 

which the manager does control. (The request for new 

staff and capital goods is not irrelevant, it simply 
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needs to be channelled in a different way. See point 5.) 

An economic analysis should be sensitive to the 

ways in which resources are channelled. 

4 Does the analysis make reasonable assumptions about 

the level of infrastructure (including skills) 

available? 

Many examples emerged from the case studies of a 

basic infrastructure that did not work adequately. 

Health station staff had difficulties with basic skills 

such as stock-keeping and calculating percentages. An 

analysis which implicitly assumes an efficient 

administrative infrastructure will not be credible. 

5 Are recommendations directed to people who have the 

capacity to implement them? Is/are the client(s) 

for the analysis clear? 

Regional managers face many constraints. The danger 

is that if an economic analysis incorporates too many of 

these constraints, it will not make a significant 

contribution to the issue of how to use resources more 

efficiently. On the other hand, ignoring the constraints 

reduces the immediate relevance and applicability of an 

analysis. In practice, the economist can work on more 

than one front at once. 
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Immediate, local, short-term recommendations can be 

made within the region. 

The implications of national and donors' policies 

for efficiency can be discussed with actors who can 

influence these policies. It is no use telling a 

regional manager that things would be better if there 

were more vaccine carriers; it is useful to tell 

national level that immunisation services could be run 

more cost-effectively if more vaccine carriers and fewer 

solar refrigerators were supplied. 

Recommendations should be sensitive to their 

audience's room for manoeuvre. 

G Who does economics? 

So far, the terms "economics" and "economists" have 

been used as if only economists can "do economics". 

We have seen that the application of economic 

techniques requires both technical skills in economics 

and tactical, managerial skills. Who might combine these 

skills? Who should do economics - a specialist economist 

or a manager (from whatever background) with economic 

skills? 

The original profeSSional background is of little 
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relevance. Someone can act "as an economist" if s/he has 

the following: 

* an understanding of basic economic principles. 

Economic analyses do not need to be complicated. 

Much of the skill lies in applying a few basic 

concepts (such as cost-effectiveness and 

opportunity cost). 

organisational savoir-faire - the ability to manage 

constraints and thus to understand how to effect 

change. 

* a position of influence within the organisation. 

The combination of these three characteristics is 

more important than excellence in one of them. 160 

Specialist health economists with little understanding 

of the organisational culture and little power would 

tend towards econocracy. 

The above discussion has concentrated on the 

application of economic skills by someone within an 

organisation. In practice, however, much economic advice 

is provided by consultants. A consultant's 

160 This argument mirrors the long-running debate about 
whether health planners should be located in separate 
Planning Uni ts or whether they should be part of line 
management. 
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recommendations will not be implemented if the 

organisation does not have the capacity to absorb the 

advice. The consultant must be sensitive to the way the 

organisation works; the task given to the consultant 

must reflect organisational realities. 

H The end 

Chapter I described the problems encountered by 

many students in Liverpool - how to reconcile their 

training in economics with their work at sub-national 

level in a developing country. The chapter contrasted 

"common sense" with the concern that "economics seemed 

to offer bland answers based on a theoretical 

rationality which patently did not exist". On a purely 

personal basis, this thesis has been a quest to 

reconcile a rational decision-making tool with an 

understanding of how organisations work. 

A wealth of literature exists about the difficult 

task of affecting change in large organisations. Little 

has been written about the very specific process of 

adapting health economics to be a truly applied 

discipline. 

The message that has emerged from this thesis is 

that economiCS is not redundant just because an 

organisation does not incorporate all the prescriptions 

486 



resulting from an economic analysis. The basic messages 

of economics are still valid - there is some room for 

manoeuvre almost anywhere in a large organisation. 
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Appendix 1 Other approaches to understanding 

organisations 

As mentioned in Chapter 2 (B), the organisational 

models provide only one way of looking at organisations. 

Other approaches could have been employed. Very briefly, 

five other approaches are: 

1 metaphors. 

Some authors have found organisational models 

rather confining and unimaginative. Metaphors have 

been developed which offer new ways of looking at 

organisations. In his book "Images of 

Organization", Morgan likened organisations to 

(amongst other metaphors)-psychic prisons, brains, 

machines, organisms and instruments of domination. 

The use to which Morgan put his metaphors was very 

similar to the descriptive/prescriptive uses of 

organisational models: 

"To apply this method of analysis in practice [the use 

of metaphors], two steps are necessary. The first is to 

produce a diagnostic reading of the situation being 

investigated, using different metaphors to identify or 

highlight key aspects of the situation. The second step 

is to make a critical evaluation of the significance of 

the different interpretations thus produced. Through 

these two steps it is possible to explore the complexity 
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of organizations in both a descriptive and prescriptive 

manner." (Morgan, 1986, p 322; original emphasis) 

2 structural contingency theory. 

The core argument of structural contingency theory 

is that certain elements of an organisation's 

structure are contingent on aspects of the 

organisation's internal and external environment. 

Examples of structure are centralisation, 

specialisation and size of the administrative 

component; examples of environment are size, 

technology and the degree of uncertainty faced. The 

most efficient structure is contingent on key 

aspects of the environment. (Davies, 1979, p 414; 

Morgan, 1990, P 70; Pfeffer, 1982, p 149) 

3 transactional analysis. 

Transactional analysis grew out of a concern with 

the poor implementation record of formal plans; it 

was largely formulated by development planners. It 

concentrates on the transactions between humans and 

various environments. Transactional analysis aims 

to understand the transactional context within 

which organisations operate. (Janovsky, 1979, p 30) 
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4 administrative systems research. 1bl 

Administrative systems research aims at situation-

specific knowledge about how and why bureaucracies 

and bureaucrats behave as they do. It also 

investigates how the behaviour can be changed. 

Administrative systems research explicitly rejects 

the rational model. (Cohen et al., 1985, pp 1217-9) 

5 policy space 

"Policy space" determines the range of policy 

options available to decision-makers. The space, 

which is bounded by a number of constraints, is the 

area in which governments can make effective 

decisions. Cohen et a1. identified five components 

of policy space. (Other breakdowns are possible.) 

(a) global economic and political pressures 

(b) domestic political interests 

(c) intra-bureaucratic conflict 

(d) decision-makers' perspectives on problems 

(e) the consequences and legacy of past and present 

policies. (Cohen et a1., 1985, p 1215) 

There are obvious similarities between the notion 

of policy space and the organisational models. 

161 Approaches 3 and 4, in addition to the organisational 
models used in this thesis, were used by Janovsky in her 
study of planning in the Kenyan Ministry of Health. 
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Appendix 2 A wider (but brief) look at economics and 

organisations 

"1 graduated with a degree in economic sciences with a 

comforting awareness that economics too, and for its own 

reasons, is interested in what real people do when they act in 

real groups and why. But this knowledge was not yet very 

advanced compared to the knowledge of behaviour of theoretical 

variables in theoretical models." (Czarniawska-Joerges, 1992, 

p 3) 

A question was posed at the beginning of the 

literature review (Chapter 2) - "how can rationality and 

constraints be reconciled?" To answer this, it is 

necessary to know why things happen as they do in 

organisations. The study of organisations is 

traditionally the province of anthropology, sociology 

and political science. (Udehn, 1992, p 273) Models and 

methods from these disciplines were found to be more 

useful for my study than were economic models.'6~ 

Neo-classical economics has tended to ignore the 

internal workings of organisations; it treats firms, 

organisations and households as if they were 

individuals. (Bates, 1992) It assumes rationality and 

maximising behaviour, arguing that they are useful 

162 The methodology used in this thesis is described in 
Chapter 4. 
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heuristic devices. The economic approach abstracts from 

the complexities of the real world; it gives a partial 

explanation of social life. (Udehn, 1992, p 240) The 

literature review concentrated on health economics. This 

narrow branch of applied economics has essentially neo-

classical foundations. It is thus not surprising that 

the internal dynamics of organisations are not discussed 

much in the health economics literature. 

Some branches of economics analyse organisations in 

a more sophisticated fashion than does traditional neo-

classicism. Five such areas are described here very 

briefly163 - public choice; information economics; the 

theory of the firm; new institutionalism; and 

development planning. Public choice and information 

economics are essentially applications of neo-classicism 

to new subjects. The theory of the firm and new 

institutionalism are theoretical extensions of the neo-

classical model. Development planning has been included 

because it is an area where rational models were applied 

and have been seen to fail. Explanations of these 

failures offer general insights about the limitations of 

applying rational models. 

163 A wider review could have considered 
economics which have different underlying 
(e.g. Marxism) 
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I public choice 

Public choice economics applies neo-classical 

theory to the political market-place. It extends the 

logic of neo-classicism by applying the postulate of 

maximisation to voters, pressure groups and 

bureaucracies. This has led to the prediction that 

bureaucracies tend to be budget-maximising and are hence 

overly large and inefficient. (Hartley, 1992, pp 67-68) 

2 information economics 

Information economics is a development of neo-

classical economics which affords a pivotal role to 

information and its costs. It recognises that 

rationality has massive information requirements. 

Information is regarded as a scarce commodity. 

(Lamberton, 1992, P 115, 120) 

3 the theory of the firm (ToF)164 

The theory of the firm (ToF) is the only branch of 

economicS reviewed in this section which has paid much 

attention to health. It has been applied to hospitals, 

rather than to more general health organisations. 

164 Although called "the" theory of the firm, it is in fact 
a composite of several theories. (McGuire et al., 1988, p 
208) 
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The theory of the firm is discussed in this 

section, rather than in the section on health economics, 

because the ToF sits rather uneasily alongside the main 

body of health economics. The relationship between the 

ToF and recommendations to use such rational tools as 

economic appraisal and programme budgeting is largely 

unexplored. 

The theory of the firm is an amendment to the neo-

classical treatment of organisations as if they were 

individuals. Neo-c1assica1 economic theory in an 

environment of perfect competition allows virtually no 

discretion to the decision-maker in a firm. The choice 

is profit maximisation or bankruptcy. Once the 

assumption of perfect competition is relaxed, and the 

separation of management from ownership is acknowledged, 

discretion is possible. Conflicting objectives are also 

possible - owners and managers may have different goals. 

The theory of the firm recognises that in fact 

decision-makers do have discretion. It opens the door to 

the recognition of a wide variety of motivations; 

conflicting objectives; and asymmetric, incomplete 

information. (Bendor, 1990, p 384) The ToF has moved 

economists' attention away from the possibility of 

achieving Pareto efficiency.165 In other words, "perfect 

165 Pareto efficiency exists when it is impossible to reallocate 
resources to make anyone individual better off, without making at 
least one other individual worse off. (Culyer, 1985, p 211) 
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rationality" has been challenged. 

There are two main schools of thought within the 

theory of the firm - managerial and behavioural 

theories. Managerial theories stipulate various 

variables which managers maximise. These include the 

maximisation of revenue, growth and, more generally, 

managerial discretion. Williamson's theory of maximising 

managerial discretion posits that a manager's utility 

function depends on the number and quality of staff 

employed; the rewards of management (i.e. salary and 

perks); and "excess" (i.e. non-essential) profits. (Lee, 

1982, pp 52-53) 

Behavioural theories emphasise the internal 

structure of firms, including bargaining processes. The 

firm consists of individuals with competing interests. 

Two bodies of literature meet at this stage - economics 

and organisational models. Indeed one of the main 

exponents of satisficing - Herbert Simon - was an 

economist whose formulation of the model grew out of 

developments in the literature on the ToF. (Farrar, 

1992, p 8) 

The theory of the firm has been applied to 

hospitals. Managerial theories include income 

maximisation by clinicians (Pauly and Redisch, 1973); 

and the maximisation of both quality and quantity of 
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output, subject to a budget constraint. (Newhouse, 1970) 

Behavioural theories concentrate on the internal 

organisation of hospitals, especially on the competing 

interests of administrators and clinicians. For example 

in Harris's model, clinicians tend to favour greater 

excess capacity and more diagnostic tests than do 

administrators. Policies have to acknowledge these 

differing interests - a policy of cost reduction aimed 

at administrators might not work if it does not affect 

the interests of clinicians. In Harris's words: 

"it should be understood that the organisation [i.e. the 

hospital] is set up to protect the doctor from behaving as 

economic man." (Harris. 1977, p 469) 

Georgopoulos (1986), in a study of emergency services in 

U.S. hospitals, agreed that clinical effectiveness and 

cost reduction were competing goals. However he added a 

third goal - job satisfaction, which at times competed 

with the economic and clinical objectives. 

In their review of various theories of the firm as 

applied to hospitals, McGuire et ale point out that in 

the "hospital firm" it is neither clear who takes 

decisions (administrators or clinicians?), nor what the 

objectives of the hospital are. Objectives might include 

individual or institutional profit maximisation; 
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enhancing status; and a high level of quality of medical 

care. The authors conclude: 

"Any theory of the hospital must take account of the 

institutional characteristics of the sector, in particular the 

medical motives of certain actors. To concentrate upon, for 

example, administrators as the major decision-makers with 

regard to resource allocation, is to seriously mislead 

analysiS in that it is precisely the medical motivation and 

conduct, and subsequent resource consequences, which 

differentiates this sector from all others." (McGuire et al., 

1988, p 211) 

McGuire et ale acknowledge that economics may not 

be the best instrument for analysing the motivations and 

actions of health care "firms". (1988, p 226) It is not 

clear how this fits in with their concluSion about the 

role of economic appraisal. (see Chapter 2, Section C 

(II» Whilst recognising that organisations do not 

necessarily behave rationally, McGuire et ale claim that 

there is nevertheless sufficient rationality to mean 

that economic appraisal is an important and necessary 

tool. ThiS lies uneasily with their description of 

hospitals as firms with unclear objectives and a 

multitude of institutional constraints to rational 

decision-making. 

There are obvious similarities between the theory 
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of the firm and the organisational models. However, the 

ToF has developed in a rather "idiosyncratic and 

unconventional" manner. (Bates, 1992) Its assumptions 

are rather ad hoc; this is not surprising when it is 

understood as an extension of neo-classical theory, 

which is based on rationality and maximising. 

4 new institutionalist economics 

New institutionalism is interested in why 

institutions are formed. It argues that institutions 

exist so that individuals can escape the tension between 

individual and social rptionality. Examples are 

compensation and contracts - both offer protection 

against socially irresponsible individual behaviour. New 

institutionalism looks at the relationship between the 

structure of an organisation and its objectives. 166 

(Bates, 1992; Eggertsson, 1990, p xiii) 

Interestingly, Bates - who is a key figure in new 

institutionalism - argues that there are limits to what 

economics can contribute to the understanding of 

organisations. He points towards anthropology for an 

understanding of social relationships and towards 

political science for insights on power and coercion. 

166 Fenn et ale have applied new institutionalism to the 
issue of contracts within the U.K. National Health 
Service. They conclude that the key to their success is 
the feasibility or otherwise of monitoring the quality of 
health services. (Fenn et al., 1992, p 15) 
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(Bates, 1992) 

5 development planning 

A development plan is a conscious government effort 

to control key economic variables in order to hasten 

economic development. The variables include the exchange 

rate; prices of strategic commodities; and interest 

rates. From the 19505 until the 19705, many developing 

countries embraced development planning. 

Expectations of development planning were very 

high. (More recently, expectations have also been very 

high for health economics.
167

) These expectations have 

rarely been met. Writing as early as 1965, Waterston 

stated: 

.......... there have been many more failures than successes In 

the implementation of development plans. By far the great 

majority of countries have failed to realize even modest 

income and output targets in their plans except for short 

periods. What is even more disturbing, the situation seems to 

be worsening instead of improving as countries continue to 

plan." (Waterston, 1965, P 293; quoted in Todaro, 1982, p 356) 

Explanations for the disappointing performance of 

1&7 See, for example, WHO (1975, p 7) quoted in Chapter 2, 
Section E. 
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development plans have concentrated on the following 

const raints (Todaro, 1982, pp 359_60 1b8
): 

I insufficient information 

Information is often unreliable; in any case, it 

tends to be analysed poorly. 

2 uncertainty 

Unexpected events disrupt plans. 

3 different actors have different objectives 

For example, planning agencies are often separate 

from implementing agencies; there may be 

institutional rivalry. 

4 cumbersome and inflexible bureaucratic procedures 

Implementing agencies may adhere to rules and 

regulations which do not facilitate change. 

5 deficiencies in the plans themselves 

Many development plans have been inconsistent and 

over-ambitious; implementation has been poorly 

considered. 

168 The Todaro reference ("Economics for a developing 
world") is a textbook intended for first-year 
undergraduates. It is noteworthy that constraints to the 
implementation of development plans are often discussed in 
some detail in introductory development economics 
textbookS; in health economics textbooks, implementation 
problems are scarcely discussed at all. 

522 



6 lack of political support 

The ruling elite may have priorities other than 

economic development - for example staying in power 

or promoting factional interests. (Seers, 1979, p 

712) 

In the language of the organisational models, 

development plans failed because they did not recognise 

that the non-rational models were at work. The 

constraints above include features of the satisficing, 

bureaucratic, political and anarchic models. Killick 

argues that the main reason for the poor performance of 

development planning is the naIvety of the implicit 

model of government decision-making: 

" ........ it seems that a behavioural view of politics and 

decision-making in developing countries conflicts at almost 

every point with the. largely implicit. 'rational actor' model 

of politics adopted by proponents of development 

planning ........ " (Killick. 1976. p 177) 

Two main recommendations are made by those who 

criticise the naIvety of development planning: 

1 planning should be short-term, continuous and 

flexible. It should collect and use relevant 

information; it should not be divorced from 

implementation. (Caiden and Wildavsky, 1974, ch 10; 
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Killick, 1976, p l79} 

2 concentrating on planning should not mean that 

other "leverage points" are neglected. More 

economists should work in commerce ministries, 

finance corporations and ministries of finance; 

their expertise should not be isolated in planning 

agencies. Economists must be able to communicate 

with politicians and administrators. (Giles, 1979, 

pp 216-7; Ki1lick, 1976, p 179) 

Summary of Appendix 2 

Some branches of economics investigate the internal workings 

of organisations. 

Development planners have encountered problems with 

prescriptions based on the rational model. They conclude 

that plans should aim at incremental changes and that 

economists should not rely on plans as the only vehicle for 

change. 

Sociology, anthropology and political science offer more 

flexible ways of studying organisations than does economics. 
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Appendix 3 Healthy days of life lost 

These measures of healthy days of life lost were calculated by 
the Health Planning Unit in the 1970s. This table is given in Ghana 
Health Assessment Project Team (1981, p 76) and in Morrow (1983, p 
284) . 

Rank Disease Healthy days of % of 
order life lost (a) total 

1 Malaria 32,600 10.2 

2 Measles 23,400 7.3 

3 Pneumonia (child) 18,600 5.8 

4 Sickle cell disease 17,500 5.5 

5 Malnutrition (severe) 17,500 5.5 

6 Prematurity 16,800 5.2 

7 Birth injury 16,400 5.2 

8 Accidents 14,900 4.7 

9 Gastroenteri tis 14,500 4.5 

10 Tuberculosis 11,000 3.5 

11 Cerebrovascular disease 10,400 3.3 

12 Pneumonia (adult) 9,100 2.9 

13 Tetanus (neonatal) 6,900 2.2 

14 Cirrhosis 6,600 2.1 

15 Congenital mal formations 6,000 1.9 

16 Complications of pregnancy 5,900 1.8 

17 Hypertension 5,100 1.6 

18 Intestinal obstruction 4,900 1.6 

19 Typhoid 4,800 1.5 

20 Meningi tis ·4,600 1.5 

21 Hepatitis 4,600 1.5 

22 Pertussis 4,600 1.5 

23 Other birth diseases 4,600 1.5 

24 Tetanus (adult) 4,500 1.4 

25 Schistosomiasis 4,400 1.4 

Total of first 25 diseases 270,200 84.9 

(a) per 1,000 persons per year 
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Appendix 4 Ghana - some background information l69 

Topography 

Ghana lies on the Gulf of Guinea in West Africa, 

bordered by Burkina Faso, Cote d'Ivoire and Togo. (see 

Figure 3.1) The land area is about 238,500 square 

kilometres - very similar to that of the U.K. There are 

three distinct landscapes - the narrow coastal belt in 

the south, the tropical rain forest and the large 

savannah area in the north. (Morrow, 1983, p 273) 

The climate is tropical, with a fairly constant 

temperature throughout the year. The north of the 

country is significantly hotter and drier than the 

south. Thefsouth has two rainy seasons per year, the 

north only one. 

The Volta dam was built in 1966 and created (at 

that time) the largest man-made lake in the world. It is 

a significant source of electricity, especially for the 

Volta Aluminium Company. The dam changed the topography 

of Ghana dramatically and involved the resettlement of 

about 80,000 people. (Alhassan, 1979, pp 4, 12) 

I'" ThiS Appendix draws extensively on The Ministry of 
Health publication "Health in brief" (1991). 

526 



People 

In 1984, the most recent census estimated the 

population of Ghana to be about 12,315,000. Population 

growth is estimated at between 2.5% and 3.7%. Volta has 

a lower population growth than the national average. 

Exact population figures are disputed - this is 

discussed in Chapter 3, Section D. 

There are over 90 ethnic groups in Ghana. Two broan 

cultural groups can be distinguished - the matrilineal 

south and the patrilineal culture of the north and parts 

of Volta region. The main linguistic groups are the 

Akans (44%); Mole-Dagbani (16); Ewe (13%) and Ga-Adangb~ 

(8%). The official language of Ghana is English. 

An estimated 64% of adults are literate; among 

women the figure is 43%. Significantly fewer girls than 

boys are enrolled in primary and secondary school. 

Politics 

In 1957, Ghana (formerly the Gold Coast) became the 

first country in Africa to become independent after the 

colonial era. 

Since independence, there have been eight 

governments in Ghana. These are listed in Table A4.l. 
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Table A4.1 Governments in Ghana, 1957-92 

Regime Years Leader (party 
affiliation) 

Convention People's 1957-66 Kwame Nkrumah (CPP) 
Party (CPP) 
(First Republic, 1960-
66) 

National Liberation 1966-69 Lt. Gen. J.A. Ankrah 
Council 

Second Republic 1969-72 Dr. K.A. Busia 
(Progress Party) 

Supreme Military 1972-78 Col. I.K. Acheampong 
Council I (National 
Redemption Council) 

Supreme Military 1978-79 Lt. Gen. Fred Akuffo 
Council II 

Armed Forces Revo- 1979 Flight Lt. J.J. 
lutionary Council Rawlings 

Third Republic 1979-81 Dr. Hilla Limann 
(People's National 
Party) 

Provisional National 1981-92 Flight Lt. J.J. 
Defence Council (PNDC) Rawlings 

Source: Pellow and Chazan, 1986, p xvii 

There are 10 regions and 110 districts in Ghana. 

Each region and district has a PNDC Secretary as the 

political head. Traditional administrative areas 

(traditional councils and chiefdoms) co-exist with the 

political and administrative districts and regions. 

Economy 

Ghana is mainly rural and agricultural. From the 
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1890s until the 1970s, the Gold Coast/Ghana was the 

world's largest producer of cocoa. (Green, 1988, p 7) 

Other major exports are timber and palm oil. Mining 

(notably gold, diamonds, manganese and bauxite) replaced 

cocoa as the main source of foreign exchange in 1992. 

(Brittain, 1992) 

During the 1960s, Ghana enjoyed a high standarrl of 

living, compared with its neighbours. By 1980 the 

standard of living had fallen drastically as a result of 

a combination of falling primary product prices: an 

over-valued currency: oil price rises and domestic 

mismanagement. 

Ghana's income per capita was estimated to be $400 

per annum in 1990. (MoH, 1991, p 2) 

Volta Region 

Volta is a long thin region, stretching along the 

eastern shore of Lake Volta. (see Figure 3.2) The region 

covers all three ecological zones - the coastal u~ll, 

the rain forest and the savannah. 7 of Volta's 9 

districts (10 of the 12 new districts) lie in southern 

Ghana; the other two (Kete-Krachi and Nkwanta) resemble 

the northern regions. 

The majority of people in Volta are Ewe; the Ewes 
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also live in much of Togo. Traditionally, the Ewe are 

farmers and fishers. The main agricultural crops are 

maize, cassava, shallots and yams. Cocoa production 

became widespread in the 1920s. (Bukh, 1979, p 20) 

There are tarmac roads linking Accra to Ho. Hohoe . 

Jasikan, Kpando. Denu and Sogakope. The road to Nkwant a 

is frequently impassable; the ferry to Kete-Krachi runs 

somewhat erratically. Only Hohoe, Kpando. Aflao and 

(usefully) Kete-Krachi are in reasonably regular 

telephone contact with Ho. (Figure 3.6 shows the maj o r 

roads.) 

Health 

The health problems of Ghana are typical of 

tropical Africa. [The main diseases are ranked according 

to healthy days of life lost in Append i x 3.) Infan t 

mortalIty estimates are shown in Table 3.5. Estimates 

for maternal mortality vary between 10 and 15 per 1 ,000 

births. (MoH, 1991. P 10; World Bank. 1990. p 242) The re 

are vast regional disparities in health status , Great 

Accra being the healthiest and the Upper and Northern 

regions the least healthy. 

[ he main providers of health care are the 

traditional private sector; private pI'actitionp. r ::; of 

"We s Ll;::! r n '\ r:1erli c ine; Hissions a nd the government. 
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Twumasi classified traditional healers into four 

groups - herbalis t s, cult healers, fetish priests and 

the leaders of syncretic "V churches. All the groups us e 

magico-religious acts and symbu ls f0 ~ dlagnusis an~ 

~rea t ment , ( Twumasi. 1979. p 349) Many Ghanaians regard 

traditional and modern medicine as compl m~ :) t .:uy ' !II] L;"C 

both systems . 

About 45 non-governmental and religious 

organisations are involved in th~ health sector. The 

Christian Health Association of Ghalla (CHAG ) and the 

Catholic Health Secretariat serve as co-ordinating 

bodies for a large number of miss ion-run healt h 

programmes. 

The 1978 Ministry of Health "Primary Health Care 

Stra t egy Fdper " is c ited as proof that Ghana has adopted 

PHC. In practice. resource allocation has not rul~ ow ~ l 

the PHC r hetoric about favouring rural areas. prevent i v 

care and the north of the countt'y. Many dutl (H'S 1 ClV >-;: 

criticised t he J·iiIlistry of Health for its resourc ' 

allocation. In 1969, Nuer and SharpstorJ 81.-9 1) ", ,1 til ' t uu 

much money. both capital and recurrent, was spent on t h 

hospital sector. They showed how the construction o f 

o n ly twO hospitals slowed down the health post 

constructior~ prog r amme dras ti caily. This deLo ,f..! a ' 1)1 L 

, " Syncretic means "aiming at i't union or recon c il' at i r. 0 ' 

divt-;>U,; 8 ;-le1iefs , P"l ct i.r.es or .sys tems". (Shorter Ox ford 
English Dictionary) 
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the priority attached to primary health care has 

continued ever SInce. In 1974-5, Korle-Bu Teaching 

Hospi tal in Accra accounted for- 22 ~5 of the recul"I_e :d . 

healL h hudget , receiving almost 3 times as much as the 

whole of Volta region. (Ofosu-Amaah, 1975, pp 221-2) 

?ro- PHC rheLoric has frequently been at odds with actual 

financial allocations. 

The general public has tended to reinforce t he 

interest in curaLlve care. Many authors have noted t h 

demand for more, larger health faciliti es: 

n •• ••••• • r equests from chiefs and people invariably i ncl ud J 

clinic . A village clinic is a status symbol for t ha 

community: it i s psychologically attractive a nd it comma nd s .1 

modicum of village espr i t de corps. But it- does not usually 70 

with changes in sa ni ta ry hab it s and social values and 

attitudes . " (Senan. i989 . p 264 ) 

(see also, f or example Morrow, 1983, p 281; Dovlo et 

1 992, pp 11, 12) al. , 
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Appendix 5 Childhood immunisation schedule, Ghana 

Vaccine BeG DPT Oral polio Measles 

Age for from birth from 6 from 6 from 9 
first dose weeks weeks months 

No. of 1 3 3 or 4 (see 1 

doses note 1) 

Interval N/A at least 4 at least 4 N/A 
between weeks weeks 
doses 

Dosage 0.05 ml - 0.5 ml 2-3 drops 0.5 ml 
0.1 ml by dropper 

Route of intradermal sub- orally sub-

admin- on right cutaneous cutaneous 
istratlon shoulder or intra- or intra-

muscular on muscular 
thighs/ on left 
buttocks arm 

(1) Additional oral polio dose to be given between birth and 6 
weeks whenever possible. 

Source: Epidemiology Division, Ministry of Health, Accra. 
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Appendix 6(a) Selection of facilities for Cash and 

Carry before-and-after survey 

The survey was conducted at 14 health facilities. 

These were selected in three stages. Firstly, all 

institutions in Jasikan district were omitted because 

the Bamako Initiative was in operation there. (see 

Chapter 7, Section H) 

Secondly, the 8 largest government institutions in 

Volta were deliberately included - the regional 

hospital, the leprosarium, 4 district hospitals and the 

two largest health centres, which were located in 

district capitals. 171 These institutions were chosen 

because of their size. Between them, they accounted for 

42% (102,937/248,029) of out-patient attendances in 

volta in 1990 and 64% of revenue. (¢6l,939,131/ 

¢97,241,629) Because most of them also had in-patients, 

they accounted for an even larger percentage of drugs. 

Events in these facilities were thus of crucial 

importance to Cash and Carry. [Their inclusion was also 

desirable because of their potential leadership role. If 

C&C functioned well in the district capital, this could 

be used as a model for the entire district.] 

111 The four district hospitals were Hohoe, Keta, Kete
Krachi and Peki (Kpando district). The two health centres 
were Aflao and Sogakope, in Ketu and Tongu districts 
respectively. 
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Thirdly, 6 smaller institutions were chosen 

randomly from a list of the 100 or so facilities in 

Volta. The facilities were first listed according to the 

ratio of the value of drug supplies to revenue. The 

third institution on the list was chosen, and then every 

50th one. (J6.19) 
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Appendix 6(b) Monitoring Cash and Carry (C&C) 

This is a summary of the questions asked at the 14 

sampled institutions. 

A Client interviews 

1 Did the dispensary have the drugs you needed? 

2 How much did you pay today? 

3 Was this too much? 

4 Were you given a receipt? Please may we see it? 

5 Can you tell us how/when to use the drugs you have 

been given? 

6 Why did you come to the health facility today 

instead of g01ng to the chemical seller or a 

herbalist? 

7 Was the service at this health facility good today? 

8 Did you have any problems with the service at this 

health facility today? 

B Checking data at facility level 

1 How many exemptions were there last month? 

2 What was the total value of these exemptions? 

3 What percentage of these exemptions were for staff? 

4 Are bank statements available for the current and 

deposit accounts? 
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5 HOSPITALS ONLY - What is the difference between 

dispensary numbers and out-patient numbers? 

C Sampling of OPD cards at selected institutions 

Select 100 OPD cards from the previous month. Count the 

number of drugs prescribed for the last visit on each 

card. Record prescriptions, cost and age of patient for 

the following "diagnoses": 

* sore throat 

* diarrhoea 

* stomach ache. 

* malaria 

* abdominal pains 

At what prices are the drugs being sold? 

* cough 

* fever 

D Physical check of drug stores at selected 

institutions 

1 Does the storekeeper or in-charge know how 

many/much ......•. 

* chloroquine tablets * paracetamol tablets 

* chloroquine injections * multivitamin tablets 

* ampicillin capsules * procaine penicillin 

* vitamin B complex tablets 

........ are in stock? Is s/he correct? 
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2 How many of these are there in stock? 

3 Are all these drugs - (a) dry?; (b) in good 

condition?; (c) before the expiry date?; (d) in 

undamaged packaging? 

E Interviewing the in-charge 

1 Is there a price list of drugs that patients can 

see? 

2 When is the last time drugs were collected from 

RMS? 

3 Are you experiencing shortages of C&C drugs? 

4 Are there any drugs you would like to see supplied 

which are not? 

5 When did drug prices last change? 

6 Are there any non-C&C drugs sold at the facility? 

What? Why? 

7 Has the Cash and Carry deposit been paid? How much 

was it? 

8 Do you get patients from parastatal Boards or 

Corporations? Are they up-to-date with their 

payments? 

9 Is non-drug revenue kept in a separate account? 

What is it used for? 

10 Who is responsible for drug stocks and revenue? 

11 Is non-payment a problem? 
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12 Do MCH staff supply drugs to patients at this 

facility? Do/will they charge for drugs under C&C? 

13 Why does Regional Medical Stores top up drug 

supplies by 20%? 

14 Is there a problem with keeping exemptions down to 

20%? 

15 Do you think that Cash and Carry is a good thing? 

16 What problems are there with C&C? 
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Appendix 6(c) Client interviews - Cash & Carry 

Monitoring 

These questions are to be asked to 20 patients 

after they have collected and paid for their drugs. 

Name of health facility ......•.....•....•........••..... 

Date ................................................... . 

Day of week ..•.....................•..•.....•....•....•. 

Patient number (1-20) .................................. . 

1 Did the dispensary have ALL the drugs you needed? 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

2 How much did you pay today? ¢ ..................... . 

3 Was thi s too much? ............................... . 

4 Were you given a receipt? Please may we see it? 

(Answer whether or not the receipt was for the same 

amount as the answer to question 2.) 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
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5 Can you tell us how/when to use the drugs you have 

been given? (Record whether or not the answers seem 

correct.) 

· ................................................. . 

6 Why did you come to the health facility today 

instead of going to the chemical seller or a 

herbalist? 

· . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

· . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

7 Would you come to this facility again? Why/why not? 

· . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

· . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

8 Did you have any problems with the service at this 

health facility today? 

· . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

· . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
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Appendix 6(d) Patient responses 

Health D All Coat Drugs No Re- CAnnot 
atatioD drugs -too re- ceipt u •• 

avail- dear- e.apt wroDQ drug. 
able 

"rat 
ro •• d 

AFLAO 1 5 1200 7 0 0 2 

AVEM£ 1 2 60 0 1 OK 0 

BANDA 3 1 320 1 I 0 0 

DZOLO GB 15 2 250 0 6 3 0 

FOOZOKU 2 0 0 b/a D/a n/a I 

BO BOSP 20 13 420 4 4 4 1 

BOHOE 16 2 160 4 0 OK 0 

KETA 9 5 890 0 0 0 1 

KRACHI 10 0 140 0 0 0 2 

LEPROSY 20 1 260 1 1 1 I 

NYIVE 5 4 160 0 4 0 1 

PEKI 13 1 180 0 I 1 I 

SOGAKOPJ! 14 3 490 11 0 OK 0 

TEFL! 6 5 300 2 1 OK 0 

Second 
round 

AVJ!MJ! 9 9 lI4 0 6 J I 

DZOLO GB 3 3 2BJ 0 2 0 0 

BO BOSP 20 8 647 9 0 18 

KRACHI 3 2 190 0 0 0 0 

LEPROSY 11 J 838 3 3 9 

NYIVJ! I 1 300 0 0 0 0 

TOTAL. 141 44 431 32 19 11 14 

1st 
round 

TOTAL. 53 26 429 12 11 30 1 
2oe! 
rouad 

TOTAL. 200 70 410 44 30 41 15 

all 
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Appendix 6(e) Prescriptions on out-patient cards 

(n.~O) • Chi oro- Injec Syrup Anal- Vlt. Antl- Dewor. OMS 
drugs QUine t- v •• ie .... in biotic -.r 

tioD 

AP'LAO 1 ~.1 23 1 10 21 21 12 Q 2 

AP'LAO 2 5.6 44 41 21 46 41 18 2~ I 

AVENE 1 3.1 19 17 6 24 6 7 14 0 

AVENE 2 4.) 48 )2 13 49 48 28 1 1 

BANDA 1 3.9 H )) 2 36 20 16 I) 0 

BANDA 2 3.8 )8 4J 1 .9 J1 2B 6 0 

DZOLO- 6.1 21 27 18 27 28 23 4 • 
GB 1 

DZOLO- 5.1 49 41 19 49 ~O 34 !> 0 
GB 2 

PODZOKO 3.2 38 35 25 42 24 20 2 1 

1 

FODZOKU 4.0 40 46 27 46 40 18 9 I 

2 

BOBOE 4.2 12 10 6 14 5 11 2 0 
BOSP 1 

BOBOE 4.0 18 28 9 )9 14 32 ) 1 
BOSP 2 

KETA 3.4 16 11 8 19 18 IJ 6 I 

BOSP 1 

KETA 2.9 22 19 10 36 23 21 2 0 
BOSP 2 

KRACHI 3.9 32 27 22 38 22 29 16 2 
BOSP 1 

KRACH 1 4.1 31 28 10 3l 12 36 2 4 
BOSP 2 

NYIVE 1 6.1 31 30 16 30 25 19 6 2 

NY1VE 2 5.5 41 38 15 50 46 31 3 0 

PEKI 1 3.8 23 19 12 24 8 1 4 J 

PEKI 2 1.9 25 4 6 17 4 I] 0 0 

SOGA- 5.0 23 24 10 24 2. 21 3 0 

KOPE 1 

SOGA- 4.3 32 36 13 n 38 31 1 J 

KOPE 2 

TEFL! 1 5.1 29 27 12 25 27 12 19 0 

TEFL! 2 5.9 38 32 17 n 41 31 19 1 

AVERAGE 4.4 31 27 13 35 26 22 7 1 

PRE-CioC 4.5 26 22 12 27 19 16 8 2 

AVERAGE 

POST- 4.3 36 33 13 42 33 28 6 1 

CioC 
AVI!RAG! 

50 prescrIptIons were analysed during each visIt. 
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Appendix 6(f) Cash & carry - questionnaire for facility 
in-charges 

--------------------------------------------------------
TO COMPLETE BEFORE LEAVING HO: 

Name of institution .................................... . 

Number of out-patients in previous month ............... . 

Revenue in previous month: 

non-drug revenue .................................. . 

drug revenue ...................................... . 

-------------------------------------------------------
Date of visit .......................................... . 

Day of week ............................................ . 

EXEMPTIONS 

1 Value of exemptions (previous month) - ¢ ............. . 

2 Number of exempt cases (previous month) ........•....•. 

3 Number of exempt cases who are staff or their 
dependents (previous month) 

· ...................................................... . 
BANK STATEMENTS 

4 How many bank accounts does the facility have? .....•. 

5 Is there a current account for drug revenue? ....•.... 

6 If yes, how much is in the drugs current account? 
(look at the bank statement) 

· ...................................................... . 
7 Is there a deposit account for drug revenue? •...•••.. 

8 If yes, how much is in the drugs deposit account? (see 
the bank statement) 

· ...................................................... . 
9 Is there an account for non-drugs revenue? .•.....•... 

10 If yes, is it a deposit or a current account? 

· ...................................................... . 
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11 How much is in the non-drugs account? (look at the 
bank statement) 

· ...................................................... . 
HOSPITALS ONLY 

12 How many prescriptions did the dispensary give out in 
the previous month? 

· ...................................................... . 
DRUG SUPPLIES 

13 

Chloroquine 
tablets 

Chloroquine 
injections 

Paracetamol 
tablets 

Multivitamin 
tablets 

Vitamin B 
Complex tablets 

Septrin tablets 

Procaine 
penicillin 
injections (price 
including water) 

Store
keeper's 
estimate 

Actual 
stock 

Unit 
selling 

price 

Soonest 
expiry 

date 

14 Is the store clean and dry? ....•...........•....•••. 

15 Are any of the drugs in damaged packaging? •.••..••.. 

16 Do you have an up-to-date price list? .•......•....•• 

17 When were drugs last collected/received from Regional 
Medical Stores? 

· . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
18 When was the last change in the selling price of 
drugs at the health facility? 

· . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
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INTERVIEWS with the IN-CHARGE 

19 Are any Cash & Carry drugs in short supply? Which 
ones? 

· ...................................................... . 
· ...................................................... . 
20 Are there any drugs 
you would like to have 

which C&C does 
distributed? 

not 
Which 

supply which 
ones? 

· . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

21 Are there any non-Cash & Carry drugs for sale at this 
facility? What? Why? 

· . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

22 Has the C&C deposit been paid? How much was it? 

· . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
23 Do any parastatal Boards or Corporations owe you 
money? How much? 

· . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
· . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
24 What do you spend non-drug revenue on? 

· . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

25 
if 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Is non-payment 
a patient says 

by patients 
s/he does 

a 
not 

problem? What do you do 
have enough money? 

· . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
· ................................................... . 
26 Do MCH 
facility? 

this 
C&C? 

staff supply drugs to patients at 
Do/will they charge for drugs under 

· . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
27 Why does the RMS top up drug supplies by 20%? 

· . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
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28 Is it difficult to keep exemptions down to 20%? 

· ...................................................... . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

29 Do you think that C&C is a good thing? Why/why not? 

· ...................................................... . 
· . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
30 What problems are there with Cash & Carry? 

· . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

31 When did you start using the staff forms for free 
treatment of staff? 

· . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
32 Who is in charge of 

the health facility as a whole? ............•..•.•. 

the di spensary? .................................. . 
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Appendix 7 Report of a test related to Cash & Carry 

As part of the introductory workshops for Cash and 

Carry (C&C), a test was given to 78 staff. The staff 

consisted of: 

* 29 enrolled nurses 

* 13 medical assistants 

* 6 nursing officers 

* 5 dispensary assistants 

* 4 enrolled nurse/midwives 

* 11 miscellaneous workers 

* 10 in-charges of unidentified rank. 

There were 8 questions. A summary of the results 

for each question is given below. 

Question 1 Case of malaria 

You diagnose an 18 year-old man as having malaria. 

(Malaria is the ONLY diagnosis.) What drugs will you 

prescribe for him? 

This was answered by 53 people. Most prescriptions 

included unnecessary drugs, in spite of the emphasis on 

the fact that the diagnosis was malaria ONLY. The 

average number of drugs was 3.7; with a range of between 

1 and 6; and a mode of 3. The most commonly prescribed 

548 



drugs were: 

chloroquine (tablet) prescribed 50 times in 53 

prescriptions (94%) 

paracetamol prescribed 40 times in 53 

prescriptions (75%) 

chloroquine (injection) prescribed 34 times in 53 

prescriptions (64%) 

Vitamin B Co prescribed 25 times in 53 

prescriptions (47%) 

Multivitamin prescribed 17 times in 53 

prescriptions (32%) 

aspirin/ASA prescribed 8 times in 53 

prescriptions (15%) 

valium/diazepam prescribed 6 times in 53 

prescriptions (11%) 

piriton/chlorpheniramine - prescribed 5 times in 53 

prescriptions (9%) 

fersolate prescribed 3 times in 53 

prescriptions (6%) 

The Essential Drugs list for Zimbabwe (1985) 

suggests that chloroquine only is a satisfactory 

treatment. In our answers only 5 (9%) respondents used 

one or two drugs only. 

The Ghanaian Essential Drugs List (Coen et al., 

1988) provides no reason for using anything other than 
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chloroquine and one analgesic for the treatment of 

malaria. Moreover it states, 

"Vitamin preparations are no substitute for adequate dietary 

intake. Especially, widespread use of multivitamin tablets 

should be discouraged .... " (Coen et al., p 108) 

Yet vitamins were prescribed in 40 out of 53 (75%) 

prescriptions - some prescriptions involved both vitamin 

B Complex and multivitamins. 

Question 2 Case of Upper Respiratory Tract Infection 

A 60-year-old woman has Upper Respiratory Tract 

Infection. You want to prescribe an antibiotic. What 

antibiotic would you prescribe for her? 

The main aim of this question was to find out if 

health stations are prescribing drugs which are not on 

the health station essential drugs list. This was found 

to occur in 34 out of 78 answers (47%), with 

"ampicillin" as the most common wrong answer. 

(Ampicillin is no longer a health station drug.) 
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Question 3 Generic names 

What is the generic (chemical) name for: 

Ca) aspirin 

(b) ventolin? 

The essential drug lists supplied to health 

facilities use generic names. It is thus important that 

health staff know these names. With a generous tolerance 

of wrong spellings (acetylsalicylic acid is not the 

easiest name to spell!), 56/72 (78%) answers were 

correct. This was the best answered of all the 

questions. The question about ventolin was answered 

correctly (salbutamol) by 26/72 (36%) of the 

respondents. 

Question 4 Stocks of chloroquine tablets 

Approximately how many chloroquine tablets were used at 

your health facility in the month of September 1990? 

A very wide range of answers was accepted, based on 

the assumption that 80% of out-patient cases involved 

chloroquine: 80% were for children: and the average 

number of tablets given was 9. Answers ranging from half 

to double the predicted number were accepted. 37/72 

(51%) answers were acceptable. 
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Question 5 20% free drugs to cover exemptions 

Individual facilities receive free drugs from the region 

to cover exemptions - the top-up amounts to 20% of the 

value of drugs issued. For example, a facility 

requisitioning ¢100,000 worth of drugs would actually 

pay ¢80,OOO. If you go to Regional Medical Stores with a 

requisition for ¢15,000, how much will you have to pay? 

This was the question which was most frequently 

answered wrongly - only 16/72 (22%) were correct. 

Question 6 Calculating prices 

You buy a tin of 500 chloroquine tablets at the Regional 

Medical Stores for ¢2,200. What should you charge for 

each tablet so that you will have enough money to buy 

another tin? 

This question was answered correctly by 34/78 

respondents (47%). In other words, more than half of the 

C&C schemes would lose money because of under-charging! 

[Although the results to questions 5 and 6 appear 

bad, it is not only Ghanaians who have problems with 

arithmetic. In Britain, 60% of the population can't 

calculate 12% of £6000 and 40% can't divide £30.35 by 5. 

(New Statesman, 12 October 1990)] 
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Question 7 Who is exempt? 

A TBA who has been trained by the Ministry of Health has 

malaria and comes to you for treatment. Should she pay 

for her consultation and for the drugs? 

One of the problems with exemptions is that the 

categories have been found to be very flexible, 

stretching to include pensioners, ante-natal cases etc. 

49 of the 78 respondents (60%) would give free treatment 

to TBAs. 

Question 8 Understanding bank accounts 

What is the difference between a deposit account at a 

bank and a current account at a bank? 

C&C revenue should be kept in a deposit account, so 

that the money can earn interest. 44 out of the 78 (61%) 

respondents knew that this was the reason for opening a 

deposit account. 

Overall results 

The performance of the districts can be compared. 

Of the 8 districts which partiCipated, Keta did best 

(with an average score of 6.4 out of 10), followed by 

Ketu (6.2), Hohoe (5.8), Krachi (5.7) and Tongu (5.2). 
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In terms of prescribing, Hohoe and Jasikan prescribed 

the most rationally. 

Conclusions 

If Cash and Carry is to be successful, in-charges 

must be aware of whether they are receiving enough 

revenue to cover their drug costs. At the very least, 

they need to be able to calculate the 20% exemptions 

rate and unit costs. Given that more than half of the 

respondents were unable to answer the relevant 

questions, there is a need to make the Cash & Carry 

regulations as simple as possible and to have 

supervision/support for institutions. 

Another prerequisite for success in C&C is that 

exemptions are kept at a rate of no more than 20%. This 

means strictly enforcing the eligibility requirements 

for staff exemptions. 

Multiple prescribing is common. This is likely to 

get worse as C&C improves drug supplies. Again, 

improvement requires training (including about generic 

names) and support/supervision. 
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Appendix 8 Drugs to be stocked regularly by RMS, 
1990 (excluding infusions) 

Drugs marked with - are on the WHO essential drugs 
1 is t. ( WHO, 1990 ) 

Tablets 

-acetylsalicylic acid (aspirin) multivitamin 
-paracetamol -chloroquine 

-chlorpromazine. 
co-trimoxazole 
-ethambutol 
-isoniazid 
-thioacetazone/+ isoniazid 
-mebendazole 
-metronidazole1H 

Injections 

chloroquine 
-procaine penicillin 
-quinine 
-suxamethonium 
-thiopentone sodium 

Syrups 

ammonium chloride crystals 
-chloroquine 
co-trimoxazo1e 
cough 
multivitamin 
-paracetamo1 
-piperazine 
-promethazine 
-sodium chloride crystals 
trilene 
vitamin B complex 

-phenobarbital 
-piperazine 
stiboestrol 
vitamin B complex 
-tolbutamide 

172 Metronidazole was not on the national essential drugs 
list for health stations. However, a technical committee 
in Vol ta decided to allow health stations to stock it. 
(J6.12) 
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