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Operational Definitions

For the purposes of this study, the following terminologies are applicable to this work.

1. Community-orientated primary care: is a continuous process by which primary health care
is provided to a defined community on the basis of its assessed health needs, by the planned

integration of primary care practice and public health (Mash, 2018).

2. Definition of CHPS: The community-based Health Planning and Service (CHPS) is defined
“as the mobilization of community leadership, decision making systems and resources in a
defined catchment area (zone), the placement of reoriented frontline health staff known as
Community Health Officers with logistics support and community volunteer systems to
provide services according to the principles of primary health care (PHC-Plus)”

(GHSPD,2005:6).

3. CHPS Compound: An approved structure consisting of a service delivery point and CHO

residential accommodation complex, both of which must be present.

4. Community Health Officer (CHO): A trained and oriented (in CHPS) Health Staff working

in a CHPS zone. The CHO may be assigned to live in a community within the zone.

5. Community Health Volunteers (CHVSs): Non-salaried community members identified and

trained to support CHOs in a community within the CHPS zone.

6. Community Health Management Committee (CHMC): A group of community leaders
with different competencies and responsibilities drawn from the communities within the

CHPS zone. CHMC members volunteer to provide community-level guidance and
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10.

11.

12.

13.

mobilization for the planning and delivery of health activities and to see to the welfare of

CHOs in their communities.

Availability: in this study denote the presence or absence of the provision of such service by

the CHPS facility.

Functionality: in this study simply denotes how well or effective is that service delivered by
the CHPS facility by assessing this on the basis of how frequent it is delivered to the

community members under the CHPS catchment zone.

Challenges: in this study denotes factors that derail the provision of services by the CHPS

facilities in line with the prescribed basic package of services.

Logistics: as defined in the CHPS Implementation Manual refers to the basic tools required
for effective operations at the CHPS zones. Such tools shall usually include vaccines, vaccine
carriers, commodities, registers, fuel, and many other apparatuses required for effective

service delivery at the CHPS zones.

Dysfunctional: for the purposes of the study here refers to the inability to execute the services

as required in line with industry standards or the CHPS guideline manual.

Motivation: in this study refers to financial and other support in kind given to cadres such as the

CHOs, the CHVs and the CHMCs in recognition of their role and work towards the operations

Of the CHPS facility.

Security: in this study refers to provision of day and night security to the CHPS facilities.
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Abstract

Background

CHPS zones are largely defined by what kind of basic package of service they offer. Whilst basic
package of services defines the key services that the CHOs, CHVs and CHMCs are to perform
under the CHPS service delivery, the 2018 CHPS Verification Survey shows that only 21.1%,
52.5% and 37% of CHPS zones undertook home visitations, ANC services and deliveries which are
key components of CHPS basic package of services. Many reasons have been adduced to these sub-

optimal performances.

Objective

The purpose of the study was to assess CHPS basic package of services in Shai Osudoku District

Methods

A descriptive quantitative study was conducted using a census approach to assess the delivery of
services delivered by CHOs, CHVs and CHMC:s in the studied selected CHPS zones. This was
done using frequencies and percentages to analyze categorical responses from the study

participants. The study also determined the challenges in delivering this basic package of services.

Results

Though CHO, CHV and CHMC availability of services were 77%, 60% and 71% of defined CHPS
services to be rendered, its functionality dipped to 68%, 60% and 69% respectively with key sub-
performances recorded in Home Visitations (2 instead of 3 times in a week), Health Education and

Promotion (2 instead of 4 times), School Health Outreach (1 in a quarter instead of 1 in a month)

XiX



and Outreach Activities (3 instead of 6 in a month). Identified commonality of challenges
confronting CHOs, CHV's and CHMC:s delivery of services included funding, logistics, training and

personnel related challenges.

Conclusion
Though general delivery of services by CHOs, CHVs and CHMCs were satisfactory, it could be far
better with very basic interventions. It is thus recommended basic logistics, funding, training and

personnel reinforcements be prioritized

XX



CHAPTER ONE

INTRODUCTION

1.1 Background

Globally, serious public health concerns like morbidity and health inequity result from disparities in
the availability, access and utilization of health services especially in low and middle-income countries.
It is established that rural dwellers are more restricted in their use of formal sector health services than
their urban counterparts in most of these countries due to numerous socio-economic and health systems

factors (Wiru, Kumi-kyereme, Mahama, Amenga-etego, & Owusu-agyei, 2017).

Ghana, with its population fast expanding and its health systems becoming inadequate launched the
Community-based Health Planning and Services (CHPS) initiative in the year 2000 in support of the
ideals of primary health care (Ghana Health Service, 2005). The CHPS strategy was adopted by the
MOH as a national programme to bridge the gap in access to healthcare (Ghana Health Service, 2005).
The Community based Health Planning and Services (CHPS) concept began as a continuity to the
defunct Community Health and Family Planning (CHFP) project based on lessons learnt from the
Bangladesh (Phillips, 1988). The Community based Health Planning and Service provides for a
Community Health Officer (CHO) to be resident in a community and with the help and support of the
community members, to render some basic packages of Primary Health Care (PHC) especially
preventive services including home visiting, educational programmes and other health promotion

activities and not sedentary clinical services at the health facility (Ghana Health Service, 2016).

In Ghana, Community based Health Planning and Services (CHPS) drives primary health care services

and it is managed at the back of a well-designed health care package system properly defined called
1



the “basic package of services”(Ghana Health Service, 2016). This basic package of services refers to
basic services that are considered essential to ensure comprehensive care to the needs of the
communities as provided by the Community Health Officers (CHOs), the Community Health

Volunteers (CHVs) and the Community Health Management Committee (CHMCs).

However, though the Community based Health Planning and Services (CHPS) is known to hold the
promise to bridge the health equity gap of almost majority of citizens who live in the rural settings,
there are still challenges with CHPS contribution to national health outcomes though currently 5,918
of GHS Facilities out of 8,820 total facilities are Community based Health Planning and Services
(CHPS) zones (Ghana Health Service, 2018). These challenges have been attributed to inability of
many of the CHPS zones to offer the basic package of services expected of them as spelt out in the
CHPS implementation Guideline Manual. The 2018 Ghana Health Service (GHS) CHPS Verification
Survey Report showed only 21.1% of CHPS zones carry out home visits, whilst only 52.5% of CHPS
zones conduct ANC services and only 37% of CHPS zones engage in deliveries (Ghana Health Service,

2018).

Meanwhile, some studies have identified many factors as key threats to effective delivery of primary
health care by the CHPS zones. They cited inadequate transport, equipment, medicines, poor
supervision of CHPS programme, weak or destroyed health infrastructure, physical inaccessibility,
insufficient trained community health workforce and high attrition rate, cultural and behavioral beliefs,
poor referral support, and financial insufficiency as some of these factors (Assan, Takian, Aikins, &

Akbarisari, 2018).

They also bemoaned the over emphasis placed on communities for commitments to their health

developments as misplaced, since according to their study, these communities lack the needed



resources, and mobilization to effect any positive change in the health well-being of the community
they are serving. Such responsibilities, according to them are better placed in the hands of the

government (Assan et al., 2018).

The study also cited the lack of security for CHO activities in most Community based Health Planning
and Services (CHPS) as a demotivator for health professionals accepting to stay at the community, or
even refusing to attend to client late in the nights, and those who accept to work in the community, later
change their minds and demand for transfers. The study also cited instances where health professionals

vacate their post, citing security concerns (Assan et al., 2018).

Other studies such as Sakeah et al. (2014) recognized the importance of CHOs being residents in
communities as catalyst to delivering effective healthcare to the community. This study saw a positive
effect on the health outcome of community members when CHO-midwives are able to interact with the
people at the community with the aim of knowing their problems. Interestingly, the CHO-midwives
reported that these stronger relationships and ‘inside knowledge’ built through home visitations also

sharpened their skills and confidence as health practitioners (Sakeah, McCloskey, et al., 2014).

The study also recognized the correlation between motivation and output of CHOs (midwives) such as
provision of financial incentives, according respect & recognition to CHOs from the community,
accelerated promotion of CHOs from the Ghana Health Service etc. and concluded that all those who
enjoyed these privileges performed better on the job (Sakeah, McCloskey, et al., 2014). There were
also cited attempt in the study to link CHOs output to resident status in the community by concluding
that CHOs who are provided accommaodation in the community end up performing better than those

who do not (Sakeah, McCloskey, et al., 2014).



Meanwhile, Community Health Volunteers (CHVSs) are unable to perform their prescribed duties well
because working tools such as bicycles and other basic logistics that include equipped home bag
containing basic first aid materials (oral rehydration salts (ORS), pain killers etc.) are not supplied
(Ampiah, n.d.). Furthermore, the study identified high level of attrition and role laxities among
Community Health Volunteers (CHVs) because they are not remunerated and this is affecting their
ability to discharge their services well (Ampiah, n.d.). The Community Health Management
Committee’s (CHMCs) lack of capacity to play the role of raising funds to cater for the upkeep of the

CHPS facilities is affecting the effective discharge of this CHMC responsibility (Assan et al., 2018).

The issue of inequity in health distribution affecting rural health care, the subsequent successful pilot
of the Community Health and Family Planning project that led to the scaling up of CHPS, the
sustenance of CHPS impinging on the core delivery of basic package of services as defined in the
CHPS manual, the issue of assessment of CHO services especially in respect of service delivery gaps,
the challenges associated with providing effective CHO/CHYV services including security and residence
concerns especially relating to CHOs, motivations and logistics support to CHOs/CHVs in urging them
to work at their best as well as CHMCs nebulous role as CHPS fundraisers are some of the reasons why

this study is necessary to help identify the best ways of making the CHPS function effectively.

1.2 Problem Statement

Even though CHOs are expected to visit pregnant women, lactating mothers and their newborns at
home, yet maternal and neonatal mortality are still high in Ghana (Baatiema, Sumah, Tang, & Ganle,
2016) . In 2014, for instance, close to 50% of under-five mortality occurred during the first 28 days
after birth ; a period where neonates and their mothers are expected to be visited at home (Bang, Bang,

Baitule, Reddy, & Deshmukh, 2005 and Rosato et al., 2008).These early neonatal visits offer the



opportunity for physical examination of the mother and baby, providing health education and referral
services whilst empowering the significant others in health decision making on the clients (Bang et al.,

2005).

The 2018 CHPS Verification Study showed only 21.1% of CHPS zones carried out home visits whilst
only 52.5% of CHPS zones conducted ANC services. The findings also showed that only 37% of CHPS
zones engaged in deliveries (Ghana Health Service, 2018). The causes of these low level or non-existent
delivery of services are because the CHPS basic package of services are not adhered to (Ghana Health
Service, 2018). The factors leading to low performances of tasks under the CHPS prescribed basic
package of services are multi-faceted and some of these are described by Assan et al., (2018) as deeply
entrenched that include low level of community participation, inadequate logistics, lack of security
guarantees for CHOs, lack of accommodation resulting in high turnover of staff, inexperience CHOs,
inadequate resource capacities, poor attitude from CHQOs, ill-trained CHOs & CHVs, non-remunerative
de-motivated CHVs, improper community entry among many others. These findings above are not
surprising as the 2018 CHPS verification showed only 21.7% of CHPS facilities have functioning
Vaccine Fridges. 31% of CHPS facilities have all the basic equipment to work with whilst 20% of these
CHPS facilities do not have the commonest working tool, which is the weighing scale. Only 6% of all
CHPS CHOs are midwives and 17% of these CHOs are enrolled nurses. Twenty-four percent of these
CHOs were ever trained before being posted. About 34. 3 % of the CHPS in the country have

purposively built CHPS compounds (Ghana Health Service, 2018).

Whilst Bonenberger, Aikins, Akweongo, & Wyss, (2014) and Assan et al., (2018) revealed the lack of
accommodation support from CHMCs to CHOs is the cause of high attrition rates and high staff

turnover among CHOs (i.e., the consequence of which include low team morale, work process



disruptions and inefficiencies) this challenge is leading to CHOs being unable to deliver their basic

responsibilities effectively (Bonenberger et al., 2014 and Assan et al., 2018).

Poorly trained CHOs and poorly equipped community health volunteers (CHVS) have implications on
health equity in the community they operate from. CHVs thus become health havoc wreckers except

they are supervised and supported by a CHO (Awoonor-williams, Sory, et al., 2013).

Whilst the CHPS concepts that have been studied and written on have sought to look at one form of
basic services or the other that are provided by the CHOs such as impact on maternal and child health
by Binka et al., (2007); integrating skilled birth attendance in CHPS by Sakeah, Mccloskey, et al.,
(2014), assessment of implementation of home visiting strategy Chandi, (2017) or even attempt to look
at the CHPS concept in totality, such as from supervision for improvement in service delivery by Aikins
et al., (2013); system approach to attaining universal health coverage by Assan et al., (2018); lessons
from the scaling up in experimental communities by Awoonor-Williams et al., (2013); implementing
CHPS in impoverished urban communities by Nwameme, Tabong, & Adongo, (2018), to possible
replication in urban settings by Adongo et al., (2014) or the other; my work attempted to holistically
look at all the CHPS basic package of services that are rendered by the CHOs, CHVs and the CHMCs
in terms of its availability and functionality and what challenges exist that confront the effective

delivery of such services at the CHPS level which has not yet been studied before.

1.3 General Objective

The general objective of the study was to assess CHPS basic package of services in Shai Osudoku

District of Greater Accra Region.



1.4 Specific Objectives

The specific objectives were:

1) To assess the services provided by Community Health Officers (CHOSs)

2) To assess the services provided by Community Health VVolunteers (CHVS)

3) To assess the services provided by Community Health Management Committees (CHMCs)

4) To assess the challenges of the basic package of services of CHPS

1.5 Research Questions

Some of the research questions posed to respondents included the following:

1) What are the CHPS basic package of services provided by the CHOs

2) What are the CHPS basic package of services provided by the CHVs

3) What are the CHPS basic package of services provided by the CHMCs

4) What are the challenges limiting delivery of such basic package of services by the CHOs, the

CHVs and the CHMCs

1.6 Justification of the Study
The choice of Dangme East District of Greater Accra Region for the study was borne out of the region’s
inherent floating population profile and the associated key features the region possesses that fits into

the characteristics needed to carry out an effective study of this magnitude.



Furthermore, previous researches done on CHPS have concentrated on areas such as assessment of
the implementation of home visiting strategy by Chandi, (2017) system approach to UHC using CHPS
initiative by Assan et al.(2014), supervision for improvement in service delivery by Aikins et al, (2013),
CHPS verification Survey study by Ghana Health Service (2018), impact on maternal and child health
by Binka et al, (2007), lessons from the scaling up in experimental communities by Awoonor -Williams
et al, (2013), the role of community based surveillance in health outcomes measurement by Kyei-
Faried, Appiah-Denkyirai, Brenya, Akuamoa-Boateng, & Visser, (2006) and CHPS replication in urban
settings by Adongo et al, (2014) among others. But none of these research works done on CHPS had
touched on assessing the basic package of services holistically provided by the CHOs, CHVs and the

CHMCs.

This study outcome would be most useful especially to GHS as it has the potency to inform policy on
areas and modalities of CHPS basic package of services that require redesigning and retrofitting as the
study would sought to unearth and highlight on services that are available, functional and/or
dysfunctional and what challenges hinder the delivery of such services to the CHPS catchment

communities.

1.7 Conceptual Framework for the assessment of CHPS Basic Package of Services

Miles & Huberman, (1994) defined a conceptual framework as a visual or written product, in that “it
explains, either graphically or in narrative form, the main things to be studied and the key factors,
concepts or variables as well as the presumed relationships among them. The conceptual framework
based on the literature and the existing CHPS Implementation Manual looks at the inter relationships
that exist between CHPS prescribed basic package of services that are to be provided and what the

CHPS zones are delivering now.



The conceptual framework south to draw a link between the availability and functionality of CHPS
package of services, the categories of CHPS basic package of services and CHPS characteristics. The
conceptual framework attempted to explain how the availability and functionality of CHPS basic
package of services result into a facility becoming a high attending, moderate attending or low attending
CHPS facility. Community-based Health Planning and Services (CHPS) are set up to provide certain
specific services to the demarcated zone they are to serve. These services and functions, expectedly,
are to contribute to CHPS being run well. However, the inability of the services not to be provided fully

or as frequently as it is wished can also affect the eventual performance outcome of that CHPS facility.

The conceptual framework assumed that certain characteristics of CHPS such as ones that are “high
attendance”, “moderate attendance” or even “low attendance” are as a result of those CHPS zones either
being able to abide by the provision of those prescribed CHPS basic package of services or otherwise.
It is empirically proven from literature and previous studies that CHPS zones that perform poorly with
low attendances are those that are unable to perform many of the prescribed CHPS basic service
packages or even if they do, they are either do not perform all of them or they are rarely performed.
The same studies have proven that CHPS that perform averagely or moderately well are those CHPS
that averagely ensure that the prescribed basic package of service is offered. It could also denote that

the frequency at which these services are provided are moderate.

The conceptual framework in figure 1 profiled the study CHPS zones into CHPS characteristics
categorized into high attendance, moderate attendance or low attendance using CHPS OPD, ANC and
Family Planning activities as proxy indicators that links basic package of services CHOs, CHVs and
CHMCs render in those categorized CHPS zones to further explain why service delivery at that

categorized CHPS zone was either available and functional or not and what explained them.



Figure 1: Conceptual framework of CHPS basic package of services

CHPS Basic Package Components Service Delivery
Characteristics

Provided by CHOs
1. Community linkage &

High attendance outreach services
2. Child Health Availability
3. Reproductive Health
4. Other Clinical Services Functionality (operability of

Moderate attendance J\ services and services ranking)
Provided by CHVs
>_V 1. Disease prevention and }
environmental sanitation

Low attendance 2. Home visitation

Challenges

3. Home management of minor

ailments
4. Community outreach

Provided by CHMCs
1. Governance, membership
and operation
2. Selection and supervision of
CHVs
3. Seek welfare of CHOs
(including security)
Facility management
Resource mobilization and
management

ok~

NOTE: Functionality connoted two things, first, the operationality of the service that exist in terms of
its availability at the CHPS level and then secondly, the number of times such available and operational
services are carried out, percentiled to know components of services that are functional out of the total

expected number as prescribed in the CHPS National Implementation Guideline 2016 updated.
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1.8 The Scope of the Study

Geographically, the study was limited to Shai Osudoku District of Greater Accra Region. Contextually,
the study focused on assessing the CHPS basic package of services as provided by the CHOs, the CHVs

and the CHMCs.

1.9 Organisation of the Work

The output of the study was organized into six chapters. The chapters were preceded by an abstract,

which was a summary of issues, methods used and conclusions from the study.

Chapter One gave a background information about the study & introduced the problem and its context.
This also included the objectives of the study. It also presented the statement of problem, the scope,

and justification for the study. Also included in this chapter was the general outline of the proposal.

Chapter two provided a detailed review of related literature on the primary health care delivery
systems and attempted to narrow it to CHPS which was the center of the study. This involved the review
of existing literature on primary health care concept in general & CHPS in particular in Ghana & global

in context. Lessons from the literature were used to fill the research gaps.

Chapter three presented detailed Methodology and Conceptual Framework that were relied upon to

undertake the study.

Chapter four looked at the results from the field of study whilst Chapter five focused on discussions

of the study. Chapter six of this study finally looked at the conclusion and recommendations.
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CHAPTER TWO

LITERATURE REVIEW

2.1 Introduction
Literature review is important in such a work because it captures a cross section of views and positions
on the subject matter and contextualizes the study (Oquaye, 2004). It is in this light that, an overview

of some relevant literature on the subject matter is pursued.

This chapter is the review of various literatures on primary health care delivery especially Ghana’s
CHPS using basic package of services to drive access to health at the primary level. Ghana’s attempt
to drive primary health care is driven largely at the back of the CHPS concept (Ghana Health Service,
2016). The CHPS concept relies on certain prescribed basic package of services that are considered
comprehensive enough to deal with the majority of the core health challenges at the community levels
(Ghana Health Service, 2016). The concept of the basic package of services is that all of the services
in the package should be available as an integrated whole, rather than being available piecemeal or as

individual services or only through vertical programs (Ministry of Public Health, 2005).

The Community based Health Planning and Services (CHPS) basic package of services has two
purposes: (1) to provide a standardized package of basic services which forms the cor