Quality Healthcare Improvement in Ghana: Progress, Challenges, and Strategic Directions Toward Universal Health Coverage: A Policy Analysis of Two Decades of Reform




Abstract
Over the past twenty years, Ghana has pursued an extensive, ongoing health system reform effort to achieve Universal Health Coverage (UHC) and improve healthcare quality for its roughly 34 million citizens. Since establishing the National Health Insurance Scheme (NHIS) in 2003, alongside legislative, structural, and programmatic changes, the country has seen notable improvements in service coverage, maternal and child health, and access to primary care. Nonetheless, significant gaps remain. Maternal mortality stands at 310 per 100,000 live births, more than four times the WHO target of 70. The health workforce faces a crisis, with about 20% of health workers emigrating between 2015 and 2020. Only 6.9% of the 2024 national budget was dedicated to health—well below the Abuja Declaration’s 15% goal and systemic governance issues, including corruption, hinder further progress. This article provides a detailed policy analysis of Ghana’s health reforms from 2003 to 2024, highlighting legislative milestones, structural innovations such as the Community-based Health Planning and Services (CHPS) program, and new strategic frameworks, including the National Health Quality Strategy (2024–2030) and the Agenda 111 infrastructure project. Drawing on peer-reviewed studies, WHO and World Bank data, and government documents, it identifies factors driving progress and stagnation and suggests evidence-based strategies to help Ghana reach UHC by 2030.





1. Introduction
Universal Health Coverage, the aspiration that every individual receives the health services they need without suffering financial hardship, has emerged as the defining health policy imperative of the twenty-first century. Enshrined in Sustainable Development Goal (SDG) 3.8, UHC is not merely a health target but a fundamental dimension of human rights and social equity. For low- and middle-income countries (LMICs) in sub-Saharan Africa, where disease burdens are high, health infrastructure is fragile, and fiscal space is limited, achieving UHC is among the most consequential governance challenges of the era.
Ghana occupies a distinctive and instructive position within the African healthcare reform landscape. As one of the first countries in sub-Saharan Africa to introduce a broad-based national health insurance scheme, Ghana in 2003 signalled a decisive rejection of the "cash-and-carry" system of user fees that had for decades erected financial barriers between citizens and care. Since then, the country has pursued a layered strategy of reform structural, legislative, technological, and programmatic that has produced notable, if uneven, progress.
This policy analysis covers the period from 2003, when the NHIS was established under Act 650, to 2024, when the revised National Health Quality Strategy (2024–2030) was launched. The article proceeds as follows: Section 2 outlines the methodology and analytical framework; Section 3 provides the historical and contextual background to Ghana's health reforms; Section 4 maps the key reform milestones and measurable progress; Section 5 identifies the principal challenges undermining reform effectiveness; Section 6 analyses current and proposed strategic directions; and Section 7 offers conclusions and policy recommendations.
The analysis is grounded in the observation that reform ambition alone is insufficient. Understanding the gap between policy design and implementation outcomes and the structural, financial, and political conditions that widen or narrow that gap is essential if Ghana is to fulfil its UHC commitment by 2030.

2. Methodology and Analytical Framework
2.1 Study Design
This article employs a policy analysis methodology, drawing on the "policy triangle" framework developed by Walt and Gilson (1994), which examines the interaction among actors, context, content, and process in health policy reform. This framework is well-suited to assessing the multi-dimensional character of Ghana's reforms, which involve a diverse array of governmental actors, development partners, civil society organisations, and healthcare professionals operating within a shifting political-economic context.
The analysis is informed by a structured review of peer-reviewed literature sourced from PubMed, PubMed Central, PLOS ONE, Frontiers in Public Health, The Lancet, and the BMJ, as well as grey literature from the Ghana Ministry of Health, the National Health Insurance Authority (NHIA), the World Health Organization (WHO), the World Bank, USAID, and UNICEF. Search terms included "Ghana health reform," "National Health Insurance Scheme Ghana," "CHPS Ghana," "universal health coverage Ghana," "health workforce Ghana," "maternal mortality Ghana," and "health financing Ghana." Peer-reviewed sources were prioritised where available, and data were triangulated across sources to ensure reliability.
2.2 Scope and Limitations
The analysis focuses primarily on policy-level developments from 2003 to 2024. While subnational variation in reform outcomes is acknowledged throughout, detailed subnational analysis falls outside the scope of this article. The authors also recognise that health system reforms are politically contested processes, and that data from governmental sources may reflect institutional optimism not always borne out in field evidence. Where possible, independent assessments are foregrounded.

3. Historical and Contextual Background
3.1 The Pre-Reform Landscape: Cash-and-Carry and Its Consequences
For much of the post-independence period, healthcare delivery in Ghana was structured around a user-fee model, colloquially known as the "cash-and-carry" system, in which patients were required to pay for services at the point of care. Introduced during the Structural Adjustment era of the 1980s under World Bank and IMF conditionality, this model was premised on cost recovery and fiscal discipline. Its effects, however, were profoundly regressive. Out-of-pocket payments constituted the dominant mode of health financing, pushing millions of Ghanaians, particularly those in rural areas, the poor, women, and children, into catastrophic health expenditure or, more commonly, into avoiding care altogether.
Studies from the late 1990s and early 2000s documented precipitous declines in health facility utilization after the introduction of user fees. Maternal mortality remained alarmingly high, with estimates placing the ratio above 500 deaths per 100,000 live births in the early 2000s. Child mortality rates were similarly elevated, and communicable diseases, including malaria, tuberculosis, and HIV/AIDS, accounted for a substantial share of the national disease burden. The health system was marked by severe infrastructure deficits, a concentration of services in urban centers (particularly Accra and Kumasi), and a public-sector workforce that was both undersized and inadequately supported.
3.2 Political and Institutional Context of Reform
Ghana's transition to multi-party democracy in 1992 and the subsequent consolidation of democratic governance created the political conditions for sustained reform. Unlike many of its regional peers, Ghana has maintained constitutional stability, and peaceful electoral transitions between the two main political parties, the National Democratic Congress (NDC) and the New Patriotic Party (NPP), have provided a degree of bipartisan continuity in health policy, even as specific programme emphases have shifted with each administration.
Civil society organizations, professional health associations, and international development partners particularly WHO, USAID, UNICEF, the World Bank, and DFID  played key in building the advocacy coalitions and technical capacity that made reform possible. Ghana's eligibility for debt relief under the Heavily Indebted Poor Countries (HIPC) initiative, beginning in 2001, also created additional fiscal headroom, some of which was directed toward health spending.
The conceptual foundation of the major reforms was the recognition that achieving health equity required not only the expansion of health facilities but also the restructuring of health financing to decouple access from ability to pay the core principle underlying the eventual design of the NHIS.

4. Two Decades of Reform: Key Milestones and Measurable Progress
4.1 The National Health Insurance Scheme: Establishment and Evolution (2003–2024)
The passage of the National Health Insurance Act (Act 650) in August 2003 under President John Agyekum Kufuor's NPP administration marked a watershed moment in Ghana's health policy history. The Act established a scheme that replaced the cash-and-carry system with a social health insurance model, funded by a combination of sources: a 2.5% National Health Insurance Levy (NHIL) on selected goods and services (approximately 70% of revenues), a 17.4% contribution from the Social Security and National Insurance Trust (SSNIT), and nominal premium payments from informal sector workers (approximately 4.5% of revenues). Exempt categories, including children under 18, the elderly above 70, pregnant women, the indigent, and SSNIT contributors, were to be enrolled without paying premiums.
The NHIS benefit package was, by regional standards, relatively comprehensive, covering outpatient and inpatient services, oral health, eye care, maternity care, and emergency treatment. Exclusions included cosmetic surgery, antiretroviral drugs for HIV, assisted reproductive technologies, and most cancer treatments exclusions that would later become focal points for advocacy and reform pressure.
The scheme was initially administered through a network of District Mutual Health Insurance Schemes (DMHISs), reflecting Ghana's tradition of fiscal and administrative decentralization. A significant structural reform was enacted with the passage of the National Health Insurance Act (Act 852) in 2012, which replaced Act 650 and integrated all DMHISs into a unified national scheme governed directly by the National Health Insurance Authority (NHIA). This centralization was intended to address inefficiencies, reduce administrative fragmentation, and improve financial management.
A further structural reform in 2018 decoupled the NHIL from Value-Added Tax (VAT), making it a standalone levy. The reform aimed to improve revenue predictability and protect the NHIA from fluctuations in VAT collections that had contributed to revenue shortfalls. The NHIS recorded a total revenue shortfall of approximately GH₵1.5 billion between 2017 and 2020, underscoring the scheme's enduring financial fragility.
Coverage Trajectory: From a baseline of effectively 0% coverage in 2003, active NHIS membership reached approximately 40% of Ghana's population by 2015, representing around 10.5 million people. Studies using Ghana Living Standards Survey data (GLSS 7) found that NHIS enrollment increased healthcare utilization by 26% and reduced out-of-pocket (OOP) payments by approximately 4%, confirming the scheme's positive, if partial, financial protection effect. As of the most recent available data, active membership has stagnated in the 40–45% range — a coverage plateau that reflects the scheme's inability to fully extend to informal sector workers, the rural poor, and population segments with low health-seeking behavior.
4.2 Community-Based Health Planning and Services (CHPS): Primary Care at the Frontier
Established in 1999 and subsequently scaled nationally throughout the 2000s and 2010s, the Community-based Health Planning and Services (CHPS) programme represents Ghana's most ambitious structural innovation in primary healthcare delivery. Modeled on the conceptual framework of taking healthcare to the community rather than waiting for communities to seek healthcare at facilities, CHPS deploys community health officers (CHOs) to CHPS zones — typically covering a population of 500 to 1,500 people where they provide preventive, promotive, and basic curative services, including antenatal care, immunisation, family planning, and health education.
The CHPS model represented a deliberate policy to address the geographic and socioeconomic barriers that prevented rural and peri-urban populations from accessing facility-based services. By 2024, more than 5,000 CHPS compounds had been established across Ghana, and systematic reviews published in Frontiers in Public Health (2024) documented improvements in maternal care attendance, immunization coverage, and health-seeking behavior in CHPS-served communities.
Critically, research from the Northern Region, where healthcare access barriers are most severe, showed that CHPS implementation, when adequately staffed and resourced, could substantially reduce the rural-urban gap in maternal health outcomes. A 2025 study in Frontiers in Global Women's Health confirmed that CHPS can effectively strengthen maternal healthcare in Ghana, particularly when integrated with digital health monitoring tools and community accountability mechanisms.
However, the programme's impact remains constrained by persistent implementation gaps: inadequate logistics and supply chains, chronic under-staffing of CHPS zones (particularly in the Northern, Upper East, and Upper West Regions), poor documentation and health information management, and limited integration with the formal referral system. A 2024 study published in PLOS ONE identified that strengthening primary health care through CHPS depends critically on functional community structures, responsiveness, and integration into health information systems — conditions that are unevenly met across Ghana's 261 districts.


4.3 Health Outcomes: Progress in Key Indicators
Ghana's health reform efforts have contributed to meaningful, if insufficient, improvements in core health indicators over the past two decades.
Maternal Mortality: Ghana's maternal mortality ratio declined from about 485 deaths per 100,000 live births in the early 2000s to 310 deaths per 100,000 live births by the mid-2020s. While this trend is positive, the current rate remains more than four times the WHO benchmark of 70 and the SDG target. Progress has been particularly slow in rural areas and in the three northern regions, where poverty, distance, cultural barriers, and workforce shortages intersect to create compounded vulnerabilities.
Child and Infant Mortality: Significant reductions in under-five and infant mortality were achieved during the reform period. By 2023, the under-five mortality rate in Ghana stood at approximately 37 deaths per 1,000 live births, down from over 100 per 1,000 in the mid-1990s, a reduction of more than 60% over three decades. In 2023, UNICEF estimated 32,600 deaths among children under five in Ghana, reflecting ongoing challenges despite aggregate progress.
Life Expectancy: Life expectancy at birth in Ghana increased from approximately 57 years in 2000 to approximately 63–64 years by the early 2020s. However, this increase has been characterized as slow relative to comparator countries, averaging only approximately 0.11 additional years per year a pace insufficient to meet the aspirations of the SDG framework.
Disease Burden: Ghana's epidemiological profile has undergone a significant transition. While communicable diseases (accounting for an estimated 89,700 deaths in 2023) remain a major burden, non-communicable diseases (NCDs), including cardiovascular disease, diabetes, and cancer, now account for 126,000 deaths annually and are the leading cause of mortality. This transition places significant pressure on a health system primarily designed to address communicable diseases and maternal and child health and demands accelerated investment in NCD prevention, early detection, and management.
4.4 Legislative and Policy Frameworks
Beyond the NHIS and CHPS, Ghana's reform landscape includes a suite of legislative and policy developments that have gradually strengthened the health system's normative and operational foundations.
The National Health Policy: "Ensuring Healthy Lives for All" established the overarching principle of equity-oriented healthcare delivery. The Ghana Health Service and Teaching Hospitals Act (Act 525, 1996, pre-dating the main reform period but foundational to it) created the institutional architecture for health service delivery. The Health Sector Medium-Term Development Plan (HSMTDP) has served as the planning instrument for successive five-year cycles, aligning health sector targets with national development priorities.
Most recently, the National Health Quality Strategy (2024–2030), developed with technical support from WHO and financial support from USAID, UNICEF, and World Vision Ghana, provides the most comprehensive quality framework Ghana has yet produced. Structured around seven quality domains safety, efficiency, effectiveness, timeliness, equity, people-centeredness, and integrity the strategy sets measurable standards across the health system and positions quality as the lens through which UHC is to be pursued by 2030. Its launch was accompanied by the Second National Quality Forum in 2024, which convened stakeholders to review the implementation of the preceding strategy and validate the priorities of the new one.
5. Principal Challenges Undermining Reform Effectiveness
Despite two decades of sustained reform effort, Ghana's health system continues to confront challenges of a structural, fiscal, and governance character that threaten to prevent the realisation of UHC by 2030. This section analyses the most significant of these challenges.
5.1 Chronic Under-Financing of the Health Sector
Health financing is perhaps the single most fundamental constraint on Ghana's reform trajectory. Despite repeated commitments, most notably the Abuja Declaration of 2001, in which African Union member states pledged to allocate at least 15% of national budgets to health, Ghana has consistently fallen far short of this target. The 2024 national budget allocated only 6.9% of total expenditure to health, placing Ghana among the lower tier of African health spenders.
The NHIS, as the principal financing mechanism, has been chronically underfunded. Revenue collection has been hampered by Ghana's large informal economy, which limits the reach of payroll-based contributions; by collection inefficiencies; and by political pressures to expand the benefit package without commensurate revenue mobilization. The GH₵1.5 billion revenue shortfall between 2017 and 2020 had direct consequences for the timeliness of provider payments: delays in claims reimbursement demotivated health facilities from accepting NHIS patients and contributed to a de facto erosion of coverage that active membership statistics do not fully capture.
The fiscal crisis is compounded by Ghana's broader macroeconomic fragility. A period of high inflation, currency depreciation, and the fiscal pressures of debt restructuring following Ghana's participation in the IMF-supported programme from 2023 have squeezed the health budget in real terms and constrained the government's capacity to honour capital investment commitments, including the ambitious Agenda 111 infrastructure programme.
5.2 Health Workforce Crisis: Brain Drain and Maldistribution
The departure of trained health professionals from Ghana's public health system constitutes one of the most acute threats to health system sustainability in Africa, as described by WHO (2026). Ghana lost an estimated 20% of its healthcare workforce to international migration between 2015 and 2020, with the United Kingdom and the United States as the primary destinations. Push factors, including low and unpredictable salaries, poor working conditions, inadequate supplies of essential medicines and equipment, and limited career development opportunities, combine with the structural demand for English-speaking health professionals in high-income countries to create a powerful emigration dynamic.
The qualitative dimensions of brain drain are equally significant. Nurse managers in Northern Ghana, surveyed in a 2024 study published in the Journal of Nursing Management (Wiley), identified low remuneration, absence of career progression, and poor work environments as the primary drivers of emigration decisions among nursing staff, confirming that retention is fundamentally a question of investment in human capital, not merely bureaucratic restriction.
Compounding the emigration crisis is the severe maldistribution of the remaining workforce. Doctor-to-patient ratios in Northern Ghana are among the most alarming in sub-Saharan Africa: the Northern Region recorded a ratio of 1:9,385; Upper East, 1:21,465; and Upper West, 1:13,606. These figures contrast sharply with those in the Greater Accra and Ashanti Regions, where concentrations of healthcare professionals more closely approximate international norms. The consequence is a two-tiered health system in which geography is a powerful predictor of access, quality, and health outcomes a structural equity failure at odds with the UHC aspiration.
5.3 Infrastructure Deficits and Geographic Access Barriers
Only 5% of Ghana's primary health facilities have been found to be equipped with a complete set of basic examination tools, a figure that starkly illustrates the gap between the quantity and the quality of health infrastructure. While successive governments have invested in facility construction, particularly through the CHPS programme, many facilities lack reliable electricity, potable water, essential diagnostics, and a functional cold chain for vaccines.
The Agenda 111 initiative, announced by President Akufo-Addo in 2021, represents the most ambitious infrastructure investment in Ghana's post-independence history: the construction of 101 district hospitals, seven regional hospitals, and three psychiatric hospitals at a projected cost of approximately $1.4 billion. The initiative was designed to address the stark reality that many Ghanaian districts lacked a single functional hospital, requiring patients to travel dozens of kilometers, in some cases crossing significant geographic barriers, to reach secondary-level care.
Implementation has proceeded much more slowly than originally projected. As of mid-2024, only a fraction of the planned facilities had been commissioned, with funding constraints, procurement delays, and contractor performance issues cited as primary impediments. The Majority Leader's 2026 update indicated plans to commission 10 additional Agenda 111 hospitals, suggesting that the programme will extend well beyond its original 2024 timeline. While the initiative's ambition is laudable, the gap between commitment and delivery reflects the governance and fiscal challenges that have historically constrained infrastructure programs in Ghana.
5.4 Quality of Care: Patient Safety and Service Reliability
Quality of care, distinct from, though related to, coverage, has emerged as a critical dimension of Ghana's health challenges. The first National Quality of Care Report, launched by the Ghana Health Service with WHO support, documented extensive deficiencies in the safety and reliability of health service delivery across facility types and regions.
Hospital-acquired infections impose an estimated annual economic burden of $1.57 billion  approximately 1.98% of Ghana's GDP — reflecting both the direct costs of infection management and broader systemic weaknesses in infection prevention and control. Medication errors, diagnostic failures, and inadequate monitoring systems were identified as additional patient safety concerns in a 2025 systematic review published in Frontiers in Health Services.
The SafeCare quality improvement programme, deployed across more than 5,400 health facilities in 19 African countries, including Ghana, as of 2024, provided a structured framework for facility-level quality assessment and improvement planning. Studies examining SafeCare implementation in Ghana found measurable improvements in adherence to clinical standards and facility management practices, but also noted that sustained quality gains required embedding quality management within facility governance rather than treating it as a time-limited project intervention.
Structural dimensions of quality, including the availability of essential medicines, functional equipment, and continuous professional development for clinical staff, remain profoundly uneven across Ghana's health system. Informal payments, despite being formally prohibited under the NHIS, continue to be reported in qualitative research across the country, representing both a quality concern (as they may gate access to clinical attention) and a governance failure.
5.5 Governance Failures: Corruption and Accountability Deficits
Corruption is one of the most pernicious and underacknowledged obstacles to health reform in Ghana. Ghana scored 42 out of 100 on the Corruption Perceptions Index (CPI) in 2024, ranking 80th out of 180 countries, a decline from 43 in 2023 and reflecting a trend of stagnating governance quality. Analyses by the Ghana Integrity Initiative have found that healthcare procurement has been particularly susceptible to corruption, with inflated contract pricing, phantom procurement, and kickback arrangements siphoning resources that should fund service delivery.
Ghana's health sector has been ranked the second most corrupt in Africa in some assessments, with significant proportions of allocated public resources reportedly diverted through corrupt channels. The consequences are not merely fiscal: when procurement of medicines, supplies, and equipment is distorted by corruption, the quality and reliability of services suffers directly. Stock-outs of essential medicines in facilities with adequate paper allocations, equipment that is procured but not installed or maintained, and training programmes that are funded but not delivered are all symptomatic of this governance failure.
The NHIS has also been subject to fraudulent claims: provider fraud — including billing for services not rendered and upcoding diagnoses has been documented as a significant drain on scheme finances. Although the NHIA has developed anti-fraud systems, including electronic claims processing and data analytics for anomaly detection, fraud management remains an ongoing challenge that requires sustained institutional investment.
5.6 Non-Communicable Disease Transition
Ghana's epidemiological transition from a disease burden dominated by communicable diseases to one in which NCDs are the leading cause of death poses a profound strategic challenge. Cardiovascular disease, diabetes, hypertension, cancer, and chronic respiratory disease collectively account for approximately 126,000 deaths annually and represent a rapidly growing share of disability-adjusted life years (DALYs) lost.
The health system's infrastructure, workforce competencies, financing structures, and benefit package design were largely shaped to address communicable disease and maternal-child health priorities. The NHIS benefit package excludes most cancer treatments and antiretroviral therapy. Primary care providers, particularly CHPS community health officers, are trained primarily in preventive and basic curative care, with limited competency in NCD screening, management, and follow-up. As a 2025 study in ScienceDirect examining the NHIS and early-onset hypertension found, insurance coverage plays a meaningful role in facilitating secondary prevention of cardiovascular conditions but only when the health system is equipped to detect and manage them.
The burden of NCDs also disproportionately affects working-age adults and productivity, creating macroeconomic spillovers that extend beyond the health sector. Ghana's response to this transition, including the development of NCD clinical protocols and the incorporation of selected NCD screening services into the primary care package represents an important beginning, but the scale of investment required has not yet been mobilised.

6. Strategic Directions: Towards UHC by 2030
6.1 The National Health Quality Strategy (2024–2030) as an Integrating Framework
The National Health Quality Strategy (2024–2030), developed through a consultative process with health professionals, civil society, patient advocacy groups, and international development partners, offers the most coherent and comprehensive quality framework Ghana has yet developed. Its seven quality domains (safety, efficiency, effectiveness, timeliness, equity, people-centeredness, and integrity) align with WHO's global quality standards and provide a measurable basis for accountability.
The strategy's emphasis on integrity as a quality domain is particularly notable: it signals an explicit recognition that governance failures, including corruption and informal payments, are not peripheral management problems but fundamental threats to healthcare quality. Implementation of the strategy is expected to be supported by USAID across seven regions and 38 districts, a geographic spread that, while significant, covers only a portion of Ghana's territory and will require domestic financing and management capacity to achieve nationwide reach.
For the strategy to translate the policy document into practice, three implementation conditions are essential: first, the development of clear, measurable indicators for each quality domain, with publicly reported progress; second, the embedding of quality management roles within facility and district governance structures, rather than delegating quality to parallel vertical programmes; and third, adequate, predictably released funding for quality improvement activities at the facility level.


6.2 Health Financing Reform: Expanding the Fiscal Base for UHC
Achieving UHC requires addressing the NHIS's structural financing constraints through a multi-pronged revenue mobilisation strategy. Several directions warrant prioritisation.
Formalisation and levy reform: The NHIL's reliance on consumption-based revenue limits its growth potential in an economy with a large informal sector. Exploring progressive income-linked contributions, mobile money-based micropremiums for informal workers, and conditional cash transfer linkages for the poorest quintiles could diversify the revenue base and extend coverage to currently excluded populations.
Strategic purchasing: The NHIA's evolution from a passive payer to an active strategic purchaser, linking payment mechanisms to quality performance, implementing risk-adjusted capitation for primary care, and deploying prospective payment for secondary care, could simultaneously improve financial sustainability and incentivize quality improvement. The Strategic Health Purchasing Progress Mapping (published in Health Systems and Reform, 2022) found that Ghana has developed several elements of strategic purchasing but has not yet achieved the coherent, performance-linked purchasing architecture that characterises high-performing health financing systems.
Public budget commitment: Meeting the Abuja Declaration target of 15% of the budget allocated to health would require roughly doubling health's share of national expenditure — politically challenging but achievable incrementally through multi-year commitments anchored in medium-term expenditure frameworks. International partners, including WHO, USAID, and the World Bank, should continue to support Ghana in developing the analytical tools and advocacy frameworks needed to sustain domestic political will for health financing reform.
6.3 Health Workforce: Retention, Redistribution, and Production
Addressing the health workforce crisis requires simultaneous action on three fronts: retaining existing workers, redistributing the workforce more equitably across the country, and expanding pre-service training to close the absolute gap between supply and need.
Retention: Financial incentives rural allowances, performance bonuses, housing support, and reliable salary payments are the most direct tools for improving retention. However, non-financial factors are equally critical. Research in Northern Ghana confirms that improvements in working conditions, access to supervision and continuous professional development, and the availability of essential supplies and equipment are as important as remuneration in retention decisions. A comprehensive retention strategy must address both dimensions.
Redistribution: Incentive frameworks for rural and underserved postings should be structured as multi-year commitments with clear career development linkages, not one-time bonuses that dissipate without producing lasting behavioral change. Task-shifting expanding the scope of practice for community health officers, midwives, and physician assistants offers a complementary strategy to expand the effective workforce in areas where physician recruitment is structurally difficult.

Production capacity: Ghana's medical and nursing training institutions must be adequately resourced to expand enrollment, with particular attention to students from underserved regions, who, according to evidence from other LMICs, are more likely to practice in their regions of origin after graduation. Retention incentives at the training level (such as scholarships linked to service obligations) should be explored.
6.4 Digital Health as an Enabler of Quality and Equity
Ghana's Digital Health Policy and Strategy (2023–2027) and the practical deployment of digital tools across the health system represent a significant strategic opportunity. By 2024, Ghana had integrated 193 health facilities into the national electronic health platform. Mobile health (mHealth) applications have been shown to increase antenatal care attendance. Electronic immunisation records have improved data quality. Telemedicine, though still in its early stages, has reduced referral times in pilot settings. Drone-based delivery of blood products and vaccines, in collaboration with Zipline, has enhanced supply chain reliability in remote areas.
Three digital priorities warrant particular emphasis in the strategic direction ahead. First, interoperability and data integration across facilities, the NHIA, and the Ghana Health Service are essential to eliminating the fragmentation that currently prevents the health system from functioning as an integrated, learning entity. The 2026 BMC Health Services Research scoping review on digital health system integration in Ghana identified governance arrangements, interoperability, and regulatory gaps as key impediments that require structured resolution.
Second, digital tools for quality monitoring including facility dashboards, patient satisfaction platforms, and real-time adverse event reporting should be integrated into the National Health Quality Strategy's implementation architecture. Third, bridging the digital divide is essential: with less than 40% of Ghana's rural population having internet access, a digital health strategy that serves only urban and peri-urban facilities will deepen, rather than reduce, healthcare inequality.
6.5 Strengthening CHPS for Equity-Oriented Primary Care
The CHPS programme remains Ghana's most powerful instrument for reaching underserved and rural populations, but its potential is not yet fully realised. Strategic priorities for CHPS strengthening include: full staffing of all CHPS zones with appropriately qualified community health officers; logistical systems that ensure reliable supply of essential commodities (drugs, diagnostics, contraceptives); integration of CHPS data into the national HMIS for real-time tracking and accountability; community scorecard mechanisms to promote local accountability and responsiveness; and explicit linkage of CHPS zones to the referral pathway, including emergency transport arrangements.
The expansion of CHPS functions to include NCD screening hypertension measurement, blood glucose testing, and basic oncology symptom recognition would also begin to address the epidemiological transition challenge at the primary care level, where prevention and early detection are most cost-effective.

6.6 Governance Reform and Anti-Corruption Measures
Governance reform is not a soft or supplementary agenda: it is a precondition for the effective functioning of every other element of the reform strategy. Several priorities merit attention.
Procurement reform: Implementing electronic government procurement (e-GP) systems for health sector purchasing, combined with strengthened post-award contract monitoring by the Public Procurement Authority, could significantly reduce opportunities for procurement fraud. International experience suggests that combining digital procurement, independent audit, and meaningful civil society oversight yields the most durable anti-corruption outcomes.
NHIA fraud management: Investment in data analytics platforms capable of detecting anomalous claim patterns, combined with clinical audit programmes that verify a sample of high-value claims, should be sustained and expanded. International partnerships with health insurance bodies in more mature health financing systems could accelerate knowledge transfer.
Community accountability: Strengthening the role of facility health committees, community health planning processes, and patient advocacy groups in holding facilities accountable for service delivery creates accountability at the point of care where formal regulatory oversight is often weakest.
Civic transparency mechanisms: Public reporting of NHIA financial statements, health sector budget execution data, and facility-level quality scores in formats accessible to citizens, journalists, and civil society is essential for building the accountability ecosystem that deters corruption and drives reform.
6.7 Addressing the NCD Transition: System Adaptation for a New Disease Burden
Responding to Ghana's NCD transition requires adaptation across multiple system functions. In service delivery, primary care providers need competency development in NCD screening, lifestyle counseling, and medication adherence support; community health officers could be trained and equipped to conduct hypertension and diabetes screening during routine community visits. In financing, the NHIS benefit package should be progressively expanded to include evidence-based NCD interventions, starting with essential medicines for high-prevalence hypertension and diabetes, low-cost, high-impact, with funding from a combination of domestic revenue and development partner support. In health information, strengthening the national NCD registry and disease surveillance systems will provide the epidemiological intelligence needed to guide investment allocation. In multi-sector action, the strong evidence on the role of tobacco, unhealthy diet, physical inactivity, and harmful alcohol use in NCD development demands a whole-of-government approach that extends beyond the health sector to education, taxation, urban planning, and trade policy.


7. Discussion
The policy analysis presented in this article reveals a health reform trajectory that is genuinely impressive in its ambition and legislative architecture, meaningfully productive across several outcome domains, yet persistently constrained by the structural conditions under which reform must operate: insufficient fiscal resources, a fragile and outmigrating workforce, governance failures that erode the value of investments, and a primary care platform that is too often physically present but insufficiently equipped and staffed to deliver on its mandate.
Ghana's experience offers several lessons of broad relevance to LMIC health system reform. First, introducing social health insurance is necessary but not sufficient for UHC. The NHIS, despite its landmark status, has plateaued at approximately 40–45% active coverage, is chronically underfunded, and has not eliminated out-of-pocket spending for many of its nominal beneficiaries. Coverage in law and coverage in practice are distinct realities, and the gap between them is determined by the fiscal, administrative, and quality dimensions of scheme implementation.
Second, primary care infrastructure and community health programming exemplified by CHPS are essential complements to insurance financing. Insurance without accessible, quality care is a paper entitlement. Scaling CHPS to thousands of communities across Ghana is a significant structural achievement, but the program's impact is diminished by known, addressable implementation gaps. Prioritizing CHPS quality, not merely quantity, should be a central commitment of the next reform cycle.
Third, the health workforce is an irreplaceable input to a functioning health system, and no financing or technological innovation can substitute for an adequately sized, appropriately distributed, and well-motivated workforce. The brain drain crisis is not a natural disaster: it is a policy-addressable challenge shaped by remuneration structures, working conditions, career development systems, and the macroeconomic policies that determine fiscal space for health sector employment.
Fourth, quality must be understood as a system-level property, not a facility-level intervention. The National Health Quality Strategy (2024–2030) offers a valuable framework, but its implementation will require genuine institutional ownership, sustained financing, and a culture of accountability that rewards improvement and addresses failure.
Fifth, the governance dimension of health reform is non-negotiable. Corruption in procurement, fraud in insurance claims, and informal payments in service delivery are not peripheral concerns but rather systemic threats to the effectiveness of reform. Building the accountability infrastructure digital, institutional, and civic that makes governance failures costly and detectable is a long-term investment without which other reforms are undermined.



8. Conclusion and Policy Recommendations
Two decades of health system reform in Ghana have produced a set of foundational achievements: the NHIS, the CHPS programme, progressive legislative frameworks, and the new National Health Quality Strategy — on which a credible path to UHC can be built. But the gap between policy aspiration and lived reality remains wide for millions of Ghanaians, particularly those in rural areas, the three northern regions, informal employment, and poverty.
Achieving UHC by 2030 is a demanding but not impossible ambition, contingent on the political will to address the structural constraints that have limited the effectiveness of reforms to date. On the basis of this analysis, the following policy recommendations are advanced:
1. Fulfill the health financing commitment. Ghana should establish a binding multi-year commitment to progressively increase health's share of the national budget towards the 15% Abuja Declaration target, anchored in the Medium-Term Expenditure Framework and subject to independent public audit.
2. Reform NHIS financing and extend coverage to the informal sector. The NHIA should develop mobile-based premium collection mechanisms, community-based subscription models, and conditional linkages to social protection programmes to expand active enrollment among currently excluded populations.
3. Declare a health workforce retention emergency and act accordingly. A comprehensive retention strategy combining competitive rural allowances, improved working conditions, reliable supply of medicines and equipment, and expanded training capacity should be implemented as a multi-year programme with measurable targets and independent evaluation.
4. Fully implement the National Health Quality Strategy with adequate financing and accountability mechanisms. Each of the seven quality domains should be tracked using publicly reported indicators, with designated accountability holders at the national, regional, and facility levels.
5. Rescue and accelerate the Agenda 111 infrastructure programme. Transparent procurement, independent contract monitoring, and realistic timelines should be established to restore public trust and deliver the intended infrastructure gains.
6. Invest in the CHPS programme for quality, not quantity. Full staffing, reliable logistical support, digital integration, and community accountability mechanisms should be established as minimum standards for all operational CHPS zones.
7. Expand the NHIS benefit package for NCDs. Essential medicines for hypertension and diabetes should be prioritised for immediate inclusion, with a systematic, evidence-based process for further NCD benefit expansion.

8. Implement a coherent anti-corruption programme in the health sector. Electronic procurement, fraud analytics for NHIS claims, mandatory public financial reporting, and civil society engagement in accountability mechanisms should be institutionalised as core governance functions.
9. Bridge the digital divide. Digital health investments must explicitly prioritise rural and underserved communities, with connectivity infrastructure, device provision, and digital literacy training incorporated into the Digital Health Policy implementation plan.
10. Mobilise multi-sector action on NCDs. A National NCD Task Force with cross-ministerial membership and civil society participation should develop and implement a comprehensive NCD prevention and control plan, incorporating fiscal measures (tobacco and sugar taxes), urban planning, and school health programmes.
Ghana's journey towards Universal Health Coverage is two decades old and, in many respects, still in its formative stages. The institutional foundations have been built. The policy frameworks are increasingly coherent. The political commitment, while imperfect, is real. What remains is the harder work of implementation: consistent, financed, accountable, and equitable that converts policy into health for every Ghanaian.
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