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IN SICKNESS AND IN HEAL'TH:
GLOBALIZATION AND HEALTH CARE DEEIVERY IN GHANA

Kojo Senah

A poster meant to sobicit support for the Global Day of Action Against Debt Crists
(September 26", 2000) carricd the following message: Rally Against the IMF, Debt, SAP and
HIV/AIDS Showing the fiaces of poverty-stricken African children the message went ons

They have been sontenced o death by the banks, drug compames, Western
covermments, and bodies Hike the IMFEF and World Bank. There is a war going on today
---of the nich against the poor, of giant fims and their governments pariners against
humanity,

The message here is very clear to some globalization or internationalism is evil. It has
marginalized the peoples of the developing world and therefore must be resisied, Curvently
therefore theres are several movements in both the devetoped and the developing world devoted to
resisting the macro-cconomic policies of multitateral agencies (sueh as the Infernational
Monelary Fund, the World Bank and the Group of 7) in the developing werld. indeed
glabalization has recently evoked wide inferest as a far-reaching socio-cultaral process. More
than merely an cconomic phenomenon, 1f has established  connections  across  various
communifies and culiural traditions. While the benefits of improved mformation networks and
the cornucopocia of Western civilization have not been lost on many people, the consequences of
the sipnificant alterabions 1 the social strocture of fraditional socicues such ay those of Ghana
have posed proldems of existential dimensions. Especialiy for Africs, the most marginalised but
mextncably tied w o the globalising economy, the effects of globalization on every sphere of life
of hrer peoples pose critical chalienges for national development.

fe thiy paper, 1wish to mske some passing remarks on the effects of what Nichter (1989}
refers to as the “commodification of healih™ - the tendepcy by the sfale to treat health as a
commodity which one can buy with money or can obtain through the consumption of medical
fives, medicines, The relationslip between mopey and health is forged by the fact that in
contemporary socicly the most visible resources needed for therapy managesent are money and
phiarmacanticals. The central argument of this paper is that although health ts strongly infhrenced
by sorvio-dentographic and enliuraf vanables, gencrally, the structore of a sociely’s health care
sysient 18 conditoned among others, by the international context in wayy that go far beyond the
mere inroduction of technological change. It 1s i this regard that Van der Geest et al. (1990}
have advocaled for a multileve] perspective in the analysis of health care systems.

To understand the nature, the extent, and the consequences of commaodification of health care
m Ghana, i is necessary to examine the structure of both the colonial and post-colonial health
SysIenis,

The Cofonial Health Scrvice

Colanialismy, according to Nkrumah (1962) is the policy by which the colontal power binds
her colonies to hersell by politico -economic ties, which ulomately work to the advantape of the
colonialist. The history and development of biomedicine in this country can, thecelore, be
explained i1 part by ibe nature of the political and economic relationship that prevailed between
the Gold Coast Colony and Britain. BEssentially, the development of the colonial health service
may be seen in three major phases. The fivst phase (1471 -1844) was characterised by medical
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apartheid wherchy white seiticrs weve physically segregated from the local population and given
medical coverage. As Simpson observed {1909:13):
The policy has been to provide an European quarter in order that the risk of malana
infection from the msanitary conditions of native houses and from inlected natives may
be reduced,

Following the stgning of the Bond of 1844 between the Britisly and some local chiefs, relative
peace was ensured b the colony and this enhanced Furopean commercial and Christian
missionary activities in the hinterland. It soon dawned on the Europeans that their health could
no longer be puaranteed viless the health needs of the local population were also met. Thus the
sceond phase of the colonial health serviee was born when health coverage was extended to
African domestic servamts and those in the colonial ¢ivil and military service, Towns with a
sizeable Buropean presence were provided with piped water, a drainage system, and other
sanitary facilities. I 1868 the first hospital was built at Cape Coast {then the colonial capital) and
subsequently rural dispensaries were built in several localifies,

However the new medical dispensation did not bave an easy beginning. The local people
approached it cautiously while utilizing their indigenous healing systems, In an allempl to
neutralize the influence of healers and to promote the new health dispensation, in 1878 the
Native Customs Regulation Ordinance was passed. This ordinance banned traditional healing and
all other wdigenous pracuices, which offended Western sensibihities.

Afncan civil servants were compelled fo obtain a certificate of disahility from colonial
medical officers only. And Christian converls were threatened with ex-communication if found
to have consulted truditional healers, The lasi phase of the colonial health service was bora when
Asante was defeafed i 1901 followed by the annexation of the northern territories. Under the
govemorship of Gordon Guggisberg there was rapid expansion in the provision of infrastructural
facifiies, Under his reign, Korle-Bu Hospital was built in 1923 for use by Africans and for
research into tropical diseases.

The Colontal medical service way largely curative although in the 1930s a Samitary Branch
was set up to oversee public health 1 was also urban-biased and fees were chayged. Thus, even
at the hetght of the colonal medical service nof more than 10 percent of the population had
access to allopathic care. At independence i 1957, Ghana thus inherited the following features
of the colontal health care systene

= The principle of cost-sharing

e Largely carative and urban ovientadion

s Central govermment as the largest provider of hzalth care

o Subordination of indigenous healing systems to atlopathy

¢ A disadvantaged north w the provision of health and other infrastructaral services or
facilities.

¢ With respect to the people, e expectancy was put at 48 years while infeciious and
parasiiic diseases ook a beavy ioll on the hfe of children and aduls,

The Post-Colonial Situition

A comparative anolysis ol the maortality and morbidity patterns of colonial and post-colonial
Gihana does not present an encouraging picture of the health status of the nation. Generally, while
Ghanaians pow live longer (58 vyears) the causes of mortality and morbidity have not been
significantly conmrobied given the huge capital outlay this nation has made and continues to make
on health care. The analysiy points to a nation  crisis. The tollowing bare facts will
contextualize the point:

o Although about 6% percent of the population five in rural communities, only 3
percent of rural houscholds bve wm communities where there is a doctor; for 36
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percent of rurat houscholds, a doctor is about 13 km away and for 18 percent a doctor
15 about SHan awiy.

s About 70 percent of doctors are located in the Greater Accra Regron, which
accommeodates only 15.8 percent of the national popnlation,

a  The Upper West Region has ondy 9 dociors and unii} recently. the Upper Fast Region
had no pharmacist.

s Of the 1,600 or more doctors trained by the University of Ghana Medical School
only about 366 are still in the system; the rest have voted with theiwr feet. There is |
doctor to abour 40, 000 Ghanalans.

Our maternal mortality raie is put at 750 per 100,000 live births.

«  Our infant/chitd morfality mate is put at 66 per thousand. There are marked tegtonal
variasfions, In the Northern Region infant mortality is pegged at 114 per 1000 while
under 5 mortality is estimated al 237 per 1000.

o General causes of movahity and motbidity are e o preventable parasitic and
infectious diseases —malaria, diarrhoeal diseases, guines wormy, bilharna, cholera,
and sexually-transmitted  diseases inchuding HIV/AIDs which continue to wreck
havoc on the lives of Ghanatans,

Of course, compared to other African countries, we are said to have done betier. But why
must we compare ourselves 1o a bad situation? Why have we not made much progress in the area
of ficalth care?

For a developing economy, especially, the provisioning of health care is always problematic,
Atthough all agree that health care is 2 basic need which must be available to ali, the praciical
problems encountered in the implementation of this ideal provide an exercise in morality and
polhitical economy. Whore tesources are Inmited, it is difficult deciding how best o use them for
development. Should they be focused on ecconomic production o social services? [s
infrastructure move impartant than privale-secior incentives?  Is education more importapt than
health? Such decizions requine not only & quantum of wisdom but also the ability to predict
accuralely the finure sconmnic fortunes of the state. In Afnca where ceonomic dependency is the
norm, policy wakers are constantly tfaced with the task of makmg choices which are not only
economically, socially and morally detensibic bit also peliticaily expedient.

Response

The response of the post-colontal siste © the enormous health burden has been sigaiticantly
inlfuenced by her fuciuating Boancia! and poldical health. On Ghana’s attainment of political
mdependence i 1957, D Nikremoh, the fird nationalist leader set the heaith agenda for the
nation when he declared;

We shall measuic our progeess by the smprovement in the health of our peeple ... The
wellare of our people s our chivt pride and it s by this that ny government will ask to
be judged. (Nkranwh 196 51

Thus imbued with sociabist and nanonsbistic fervowr and aided by a relatively buoyant
gconomy, social weliare services such as healilb and education were given priosity atlention,
Indeed 10 1961 hasic education was made free and compulsory and in the following year health
services in public institnlions were also made viruially free. Between 1957 and 1963 the number
of health centres mcreased from 10 to 41, However, this policy put a heavy burden on the
ECONOPY,

Available staiistics on contral governipent expendiare for 1963/64 show that of the projected
public expenditure of £ 144 milhor, about 31 pereent was carmarked for social services at a

g3



time when cocon, the nation’s main foreign exchange carner, had sulfered massive a (all in price
on the world market. Thus even though Ghana’s cocoa production doubled by over 200 percent
from 1956 1o 1964/65, this fewhed the country a mere increase of 7.7 percent in revenue
(Birmingham et al. 1966). International manipulation to cripple the then govemment was
suspected to be at play in this scenario. The resultant financial strain compelled govemment to
impose stricter control on foreign exchange outflow, resuliing in the shortage of goods. In the
public health institutions, the  economic difficulties of the country and the *dark side” of a free
medical service both manifested themselves forcefislly; also medicines meant for hospitals found
their way into the open market. Mismanagemen( and pilfering became the norm. As the Konotey-
Ahuln Commitiee Report (Government of Ghana 1976} revealed, Korle-Bu Teaching Hospital
alone lost 9,380 linen items including bedsheets, blankets, doctor’s coats and hand towels.
Besides, an appreciable number ol refrigerators, fans, airconditioners and furniture could nor be
accounted for. {n the regions where supervision was sven more relaxed, the loss o the state was
colossal,

Following the overlhrow of the Tirst Republic some cost sharing was introduced by the
Second Republicar Government. This policy continued into the Third Republic. However,
during the 19803 the continued effect of the world-wide recession of the lale 1970s cootinued to
be felt. Throughout this ‘lost deende” the econamy expeticneed a steady decline. Economic
activities stagnated due to lack of raw materials and high operating costs. The production and
export of cash crops slumped drastically, Large budgetary deficits and poor fiscal management
resulted in hugh inflation and reduced standards of living for a farge sepment of the population.
Over-valued corrency and a fixed exchange rate contributed w decreasing exports and periodic
shortage of toreign exchange. Also three years of severe drought and widespread bushfires in the
early 1980s resulted in acute food shorlages. Added to these problems, in 1983 about one million
Ghanaians were expelled from Nigeria, to aggravate the already poor food situation,

For the health sector, the picture was even bleaker; inadequate financial resources had badly
affected the supply of drugs and other medical supplies. In some public health centres, so critical
was the situation that i patients provided niot only their beddings, drugs and food requirements,
but alse stationery for their medical records, The oxodus of professionals from every sector of the
economy affected the health sector also (Senal 1989).

The Provisional National Defence Council Government which had overtlwown the Third
Repubhican Government was forced to act gquickly to save the Dhealth scctor from imminent
collapse, more so when on the asssinption of office it had accused the ousted government of
“turning the hospitaly into teansil camps fo our graves™, In spite of its Marxist rhetoric, the PNDC
embarked on a program of cconomic austerity and structural adjustmient supported by the IMFE
and World Bank. Within this economic programie, user-fees were taise significantlyv, However
m 1992, atal cost recovery pobicy for drugs (Cash and Carry) was infroduced increasing further
legal user-fee payment in public institutions. The broad objectives of the (Minisiry of Health)
MOH cost-sharing policy was o increase revenne from user-fees und to use the revenue to
improve the quality and availability of services. It is the expectation that user fees graduated
according to poverty level would create incentive for patients to use primary health services and
that fees would encourage people to become more responsible for their own health care.

While it is generally aceepted that cost-sharing can generate revenue for health services
{(World Bank 1987, Creese 1991 WHO 1993; Kutzin 1994) debale continues regarding the
umpact of user fees on health services utilization, health status, quality of care, cquity and
houschold welfare, Proponents argue that user fees not only provide revenue but can also
improve the gualify and scope of services as well as promote efficient revenue utilization by
discouraging unnecessary care (Griffin 1988), On the other hand. it is cautioned that user-fees
may raise relatively littie revenue, may discourage necessary vlilization of health services, and
may not improve the quabity of care {(ilson 198%).
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Performance Fvaluation

To be fair to the MOH, it may be said that cost-sharing has generated much revenue for the
health sector, Expressed as a proportion of government-financed MOH. recurrent expenditure,
total revenue for user fees averaged 10 percent in the 19905, Tn real terms, revenue from user fees
grew considerably over the period. However, the largest proportion of user fee revenue comes
from drugs charges. This is especially trie for smaller health facililies, which do not raise
revenue from in patient treatment or diagnostic facilities. 1f i also apparent that the bulk of
revenue comes from a small number of large whan faciliies. While it is clear that user-fees
generate substantial revenue for the health sector, it is important to consider whether these gains
have reflected in the quality of care. While this is difficult 1o prove one way or the ofher, there Is
anecdotal evidence that theve is an inverse relationship between user-fee payment and quality of
care. Indeed, while the drug supplies in the hospitals have improved considerably, it is evident
that patients generally cannot aftord the cost of treatment, especially o surgical cases.

While writing this paper, 1 received an insightful letter from my female postgraduate student
who wanted to explain to me why she had failed to present her dissertation chapters. Pernmt me
lo quote the relevant portion of her letter:

Actually, T thought I could brave it to the end of the semesier but it went out of conirol
and 1 had to miss a few semester papers to undergo surgery {0 save my life.

Teo cut a long story short, T bled for the greater part of last semester duc to vtenne
fibrotd. Korle-Bu demanded ¢4.5 million for the surgery but because I could not ratse
such an amount, I had to contend myself with treatment from a computer herbal ¢linic
at Madina. This did work to some extent ... 1 was eventually hysterectomised at the
Volta Regional Hogpital at the cost of 2.5 milhion,

How many ordinary Ghanaians can afford this? Indeed, there are many people who hardly
utitize medical facilities both public and private because they cannot afford the cost of services.
Korle Bu Hospital has a long hist of patients who have absconded due to inability to pay. At the
maternity ward, some abscond leaving their babies behind. In the regional bospitals especially,
many paticnis are refused freatment because they cannot make the initial deposit demanded.

Confronted with such scenarios, health officials are quick to argue that there is an exemption
policy for the indigent, the aged, the under-five year olds, pregnant women (for antenatal ¢linic
attendance} and for people who are lepromatose or afflicted with contagious diseases such as
tuberculosts, HIV/AIDs and sexually transmitied diseases. However, ike most policies, these
exempiions exist on paper only. In the rural areas most exemption-eligibles do not know aboul
this facility. And even if they know, they are denied the facility becavse health cenires, which
operate this pohcy, are not reimbursed garly enough.

In the Northern, Upper East and Upper West regions where poverty is rife and maternal
mortality rates are very high, in addition to free antenatal services, delivery has also been made
free. This notwithstanding, the expected level of services utilization has not been realized. In my
study in these regions, it became obvious that the cash nexus was an important consideration
here. As many husbands argued, should there be any complication which would require their
pregnant wives staying in the hospital longer than necessary, they would not be m a position to
pay. Thus when labour sets in, women ingest Kelugotim, a local oxytocic, te speed up lubour
contraction. This, as reported in the Daily Graphic a few months ago has resulted in several cases
of ruptured uterus and death.
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Perhaps another important reason for the poor utilization of maternal health services is the
unpreparedness of sub-district healih ceotres for most obstetric emergencies. Al the sub-distnicts
health centres visited i the three porthern regions were poorly stafled. And none had complete
delivery set and functional avtoclaves. We cannot win the war against maternal mortality under
these circumstances,

Pharmaceuticalization

The commodiiication of healih care has madvertently fotishised pharmaceuticals as a cntical
component of health care defivery in Ghana. The kevel of drugs supply has becone an important
barometer for asscssing the political stability of our country.  This is frue in a conlext where
pharmacovigilance is very weak. In our part of the world, cosmopolitan medicines have sold
themsclves very well, As Bledsoc and Goubaud (1988) have aptly observad, they are as avatlable
as Coca-cola, In every therapeoutic encounter, the patient cxpecis to reeeive somecthing.-
medicines or prescription. For the doctor and patient alike, handing oul a drug 1s 2 much simpler
conclysion to the encounter than recommending a preventive action, which in our poor and
insanitary chvironment could well be more appropriate and even cheaper. The demand for
medicines is almost without limit, Any frailty is believed 1o command s drug. Consequently, the
pharmaceutical industry is in good business,

Several researchers have shown how the politics of the industry ensures such a fixation and
the consequent harm i does W people, especially in (he developing world (Kangi et al. 1992,
Melrose 1981; 1982; Silverman et al. 1976). Deseribing the effects of dependenicy o drogs, an
Indian ayurvedic vaidya has made an analogy between drugs and eye plasses. He observes:

Allopathic medheines are like eye glasses. Onee you put them on, your eyes do not
improve; they become dim with continued nise and you come to depead on them more
and move. Eyeglasses are not bad, they ave useful for those whe grow old. They are o
good cruteh, but if one docs not need a cruteh this may be a bad thing. One leans on the
crutch asdd does aot sirengthen the cye, one takes medicines and does cot strengthen the
body. One becomes dependent on the medicine bottle. The company beconies strong,
the body remaings weak, (Nichter 1989: 194-5)

As the vaidya has vightly observed, the more medicines we take the weaker the body becomes
and the stronger the pharmaceutical indusiry becomes, In Ghana, drugs are sold literally by any
person. And they are used for the wrong conditions, in wrong combinations and with wrong or
sub-therapeutic dosages. The extent of the public healtly hazard posed by this sifuation has not yo
been appreciated by health policy makers becanse of the dearth of empirical studics on this
phenonwenon. However, for fack of time, let me quole three instances of how phanmaceuticals
have been indigenised and the vesuh of this;

Woll-Gould et al (1991} wrote:
While working at Kosfe-Ba Hospital. . we learned about a young male pattent who was
admitted with aplastic anemia. The previous year he bad recovered from typhoid after
receiving treatment with a course of oral chloramphenicol, He was 50 impressed with
the drug that after discharge, he began to buy chioramphemicol from vendors in town
and took two aday to prevent further iliness, He developed aplastic anemia ... and died
several days afier admission,

The Mireor of July 18™ 1992 reponed:
A 20-year otd mother of two died shortly after a relation administered to her an encma
containing a mixfure of Guardian soap, TCP {an antiseptic) and some tablets through
the fronia] passaze i an attempl to abort hey two month old pregnancy.

Again the Mirror of September 14% 1996 reported:
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A 2l-year old woman died shortly on admission to hospital afier she had drunk a
concoction of washing blue, and twelve tablets of chloroquine i an altempt to
termiinaie her pregnancy.

Such storles are often veporfed 1 the tabloids as i to entertain readers but they point to
serious medical problems m (he society.

Caonclusion

In the Third World, today, the false sense of sccurity rendered by the prevalence of medicines
for health as well ag illncss has reduced society’s impetus to actively mobilize nsell for
promoding environmental health and sanitation. It is evident that prevention of discases by social
improvements and environmental management 1s 4 more promising avenge tor enhancing bealth
than merely mereasing expenditure on medical technology. Indeed, it is often argued that the
principal determinant of health in any soctety is basically nutritional status and the qualify of the
environment. In globalizmg our health care system this selftevident truth seems ta have been
forgotten.
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