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Abstract 

There is an ongoing debate about if and how vertical disease-specific programme funding 

undermines performance of health systems in recipient countries. Ghana, a low middle-

income country, benefited from the Global Fund against Tuberculosis, HIV infection and 

Malaria (GF) grants intended to strengthen national tuberculosis control programme between 

2003 and 2017. In 2015, one component of the GF provision (enablers’ fund) which aimed 

to support frontline health workers, treatment supporters and TB patients, was withdrawn. 

To date, a full understanding of the effects of the grants and the enablers’ fund withdrawal 

on TB services delivery in Ghana is largely unknown. This thesis aims to examine the effects 

of the full GF TB grants on TB service delivery and how the enablers’ fund withdrawal in-

fluenced work practices of health systems actors including managers, frontline health work-

ers, and TB treatment supporters.  

 

Van Olmen’s health systems conceptual framework was used to provide analysis of the im-

pact of the GF TB grants, in particular the enablers’ fund, on functioning of TB service de-

livery. A case study approach was applied to examine the TB control programme. Health 

systems actors included purposively selected managers, frontline community health workers, 

and treatment supporters who participated in TB patients’ supervision and care. Data collec-

tion included key informant interviews (n=7) with national managers and health systems ex-

perts, in-depth interviews with district level managers (n=18) and focus group discussions 

with frontline community health workers and treatment supporters (n=10). A retrospective 

record review of 3,019 TB cases was conducted in 30 randomly selected TB facilities to 

compare the patterns in TB treatment outcomes (treatment success and adverse outcomes) 

during the implementation period of the full GF TB grants (2012-2014) and after withdrawal 

of the GF enablers’ fund (2015-2017). 

 

The GF TB grants enhanced institutional capacity with systems ‘hardware’ (provision of 

vehicles, office space, microscopes, GeneXpert machines for TB diagnosis, regular supply of 

TB medication and increased human resources density) for the delivery of TB services. The 

GF TB grants also strengthened working collaborations systems ‘software’ among actors due 

to regular supervision, monthly meetings, and payment of incentives for communication. 

Interviews with frontline health workers and treatment supporters indicated motivation to 

provide TB patient’s supervision during the enabler’s fund period was due to material incen-

tives.  

 

Treatment success was 78% during the enablers’ fund period and 88% after withdrawal. Chi-

square test of independence showed that there was no significant association between TB 

patient treatment period (enablers’ fund or withdrawal period) and treatment outcome 

(treatment success and adverse outcome), X2 (3, N=3019) =6.1, p= .104. To sustain TB pa-

tients’ treatment supervision during the period following withdrawal of the enablers’ fund, 

managers integrated community outreach with TB patient’s supervision and care. Interviews 

with frontline health workers and treatment supporters showed lack of incentives resulted in 

work apathy as frontline health workers and treatment supporters felt under-appreciated.  

 

The study contributes to the on-going debate on the impact of funding for disease-specific 

programme on the health system in Ghana and TB control in similar contexts. Using Van 

Olmen’s framework enabled analysis of the effects of GF funding on TB healthcare within 

the general health system. This study suggests that through the GF TB grants TB healthcare 

infrastructure (hardware) was strengthened due to additional resources (financial, human 

resources, medication, and supplies). However, policymakers need to recognise the changing 

motivation of frontline workers and the demotivating effect of unsustainable incentives  

provision in low-income countries. 
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Glossary of terms and phrase 

 

Case detection        Activity of finding infectious cases, mainly among adults at 

        tending an outpatient health facility for any reason with cough     

        for 2 or 3 weeks or more, through sputum smear examination.  

 

Case of  

Tuberculosis            A patient in whom tuberculosis has been bacteriologically  

                                 confirmed, or has been diagnosed by a clinician.  

   

Cured  Treatment completed as recommended by the national policy 

without evidence of failure and three or more consecutive cul-

tures taken at least 30 days apart are negative after the intensive 

phase  

 

Died  A patient who dies for any reason during treatment.  

 

DOTS   (Directly observed Therapy Short course) The recommended 

strategy for TB control. It includes; Good case management in-

cludes directly observed therapy (DOT) during the intensive 

phase for all new sputum positive cases, the continuation phase 

of rifampicin-containing regimens and the whole re-treatment 

regimen, regular uninterrupted supply of all essential anti-TB 

drugs, standardized recording and reporting system that allows 

assessment of case-finding and treatment results for each patient 

and the TB control programme performance overall. 

 

Enablers’ fund  

(package)  Incentives in the form of cash payments or travel vouchers, food 

supplements/packages and social welfare payments given to 

both staff and patients. 

 

Failure  Patient who, while on treatment, is sputum smear-positive at 5 

months or later during treatment.  

 

Lost to follow-up  A patient whose treatment was interrupted for 2 consecutive 

months or more.  

 

New   Patient who has never had treatment for TB or took anti-

tuberculosis drugs for less than one month. 

 

Relapse  Patient previously treated for TB who has been declared cured 

or treatment completed and is diagnosed with bacteriologically 

positive (smear or culture) tuberculosis. 

 

  

Treatment  

completed  Treatment completed as recommended by the national policy 

without evidence of failure BUT no record that three or more 
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consecutive cultures taken at least 30 days apart are negative af-

ter the intensive phase.  

 

 

Treatment failed Treatment terminated or need for permanent regimen change of 

at least   two anti-TB drugs because of: lack of conversion by 

the end of the intensive phase or bacteriological reversion in the 

continuation phase after conversion to negative, or - evidence of 

additional acquired resistance to fluoroquinolones or second-line 

injectable drugs, or - adverse drug reactions (ADRs)  

 

Transfer out A patient who has been transferred to another recording and re-

porting unit and for whom the treatment outcome is not known. 

 

Treatment   

success  Sum of patients cured and those who completed treatment. 

 

Treatment  

Supporter A trained and supervised person who observes the patient swal-

lowing the medication.  
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CHAPTER 1 

Introduction 

1.1 Rationale and motivation for the study  

There is an ongoing debate about if and how vertical disease-specific programme 

funding undermine performance of health systems in many recipient countries (Atun 

et al., 2011). Critics contend that vertical funding has aimed at disease-specific re-

sults, while horizontal funding is what is needed to improve health systems (Ooms et 

al., 2008). Despite these claims, the Global Fund to fight tuberculosis, HIV infection 

and malaria (GF) since 2003, has vertically provided financial assistance to Ghana’s 

Tuberculosis Control Programme (NTP).  

Fundamentally, the GF was formed as a financing agency to attract, manage, and 

disburse financial resources to recipient countries. The GF aims to prevent and re-

duce infections, illness, and death due to tuberculosis (TB), malaria and HIV/AIDS 

in GF recipient countries (Dräger et at., 2006). Activities supported by the GF in-

clude strengthening health systems and human resources capacity. The GF also pro-

motes an integrated approach by emphasizing prevention in a continuum of treatment 

and care (Dräger et al., 2006).  

The GF TB grants released to Ghana from 2003 to 2015, which included an enablers’ 

fund1 (package) component, were designed to finance infrastructure and health facili-

ties development; build capacity (training); strengthen programme management; en-

hance supervision, monitoring and evaluation; and improve laboratory networking 

and patient care/support (Concept & Instructions, 2014).  

In 2017 the Ghana NTP reported declining TB case notification from 14,632 in 2016 

to 14,550 in 2017. This put the national notification case rate at 54/100,000 in 2016, 

compared to 48.2 /100,000 population in 2017, with treatment coverage reported to 

be 32% (WHO, 2018a) below the End TB Strategy target of ≥90 (WHO, 2018b). 

Furthermore, TB treatment outcomes did not witness much improvement relative to 

 
1 Incentives in the form of cash payments or travel vouchers, food supplements/packages and social 

welfare payments given to both staff and patients. 
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the national targets of 85%: TB cure rate fluttered around 74-75% between 2010 and 

2015, with the death rate from smear positive cases and lost to follow up rate being 

7% and 2.6% at the end of 2015 (Ghana Health Service, 2017).  

The enablers’ fund component of the GF TB grants was meant to not only support 

registered TB patients but also to support health service providers to enable them to 

deliver the expected care to TB patients. Three types of enablers were financed by 

the GF. These were, (i) enablers for patient care, (ii) enablers for community-based 

Directly Observed Therapy Short-course (DOTS), and (iii) enablers for Public-

Private Mix DOTS. There is paucity of evidence on how the use of the GF TB grants 

strengthened the TB healthcare system to deliver TB services.  

Motivated by the current political government mantra of “Ghana beyond aid”, the 

question of whether and how the government is committed to TB service delivery 

beyond GF TB grant provisions is yet to be answered. Although there is contrasting 

evidence of political government commitment to TB control in the Ghanaian litera-

ture, the GF continues to provide financial assistance to the NTP. While Amo-Adjei 

(2014) states that government is committed to providing adequate resources (finan-

cial, human, and infrastructural), to participate in advocacy for TB laws, policies 

promulgation and social protection interventions, Tagoe et al (2018) argue that the 

political will for the implementation of operational policies and resource allocations 

for the NTP is inadequate.  

Before the researcher’s current appointment as the principal of College of Health, 

Yamfo he was responsible for TB control programme data in the eastern region of 

Ghana. As a key focal person who was previously involved in TB data monitoring, 

the researcher was curious to investigate and understand the NTP situation after 15 

years of administering GF TB grants to strengthen the delivery of TB services. Be-

fore the implementation of the maiden GF TB grant in 2003, the TB control pro-

gramme had low TB case detection, with weak financial support, which impacted TB 

treatment success and resulted in high defaulter rate. The GF support received by 

Ghana was intended to strengthen the TB control programme, however, little is 

known regarding if and how administration of the GF TB grants have strengthened 
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the TB healthcare system including governance, resources, and delivery of TB ser-

vices.  

This investigation was triggered by the desire to understand whether and how the 

administration of the GF TB grants strengthened NTP service delivery. To pursue 

this interest, government TB treatment facilities in Ghana implementing GF TB 

grants for delivery of TB services were randomly selected. However, the researcher’s 

interactions with people in the field revealed that, in 2015 there was a cessation of 

the GF TB grants enablers’ fund (package) intended for frontline health workers, TB 

patients and treatment supporters. Given the prevailing situation of TB treatment 

outcomes in Ghana, the researcher felt that it would be interesting to understand the 

NTP performance indicators (TB case detection, TB treatment success and reduced 

adverse outcome), given the influence of the enablers’ funds on the practices of 

frontline community health workers. Therefore, the researcher broadened the scope 

of the study by adding a qualitative study dimension to understand the practices of 

frontline community health workers and treatment supports (caregivers) in the con-

text of the GF enablers’ fund provision period (2012-2014) and GF enablers’ fund 

withdrawal period (2015-2017). Consequently, a mixed method was adopted to ad-

dress the research questions.  

The researcher’s doctoral training from the Institute for Global Health and Develop-

ment at Queen Margaret University exposed the researcher to the study of health sys-

tems, which provided further motivation to apply health systems research methods to 

study the topic. Given that the NTP operates within an extensive health system in 

Ghana, it would be prudent to use health systems thinking to gain an understanding 

of the GF TB grants effect on the delivery of TB services. Towards the acquisition of 

a rich, in-depth, and systematic explanation of the GF TB grants effect on the deliv-

ery of TB services in Ghana, Van Olmen et al (2010) health systems framework was 

considered. The study provides the Ghanaian government with a deeper understand-

ing of healthcare policy and implementation planning, as it relates to TB control and 

other communicable diseases. Furthermore, the thesis provides recommendations to 

implement policies that hopes to create a more successful and resourceful TB 

healthcare system. 
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1.2 Theoretical framework  

The researcher adapted Van Olmen et al. (2010) health systems framework to under-

stand the administration of the NTP GF TB grants to strengthen delivery of TB ser-

vices within the general health system structure. Also, how a component of the GF 

fund (enablers’ fund) withdrawal in 2015 influenced the delivery of TB services. 

Health systems elements which were studied includes governance, resource, and TB 

service delivery during the administration of the GF TB grants with its enabler’s 

fund (package) component and when the enablers’ fund was withdrawn. Governance 

refers to the management procedure within the national TB control programme ser-

vices delivery in Ghana. Areas of inquiry included training and knowledge building, 

monitoring and supervision, information sharing as well as development and admin-

istration of GF TB grants guidelines for service delivery. Resources included alloca-

tion of working equipment, financing for delivery of TB services as well as recruit-

ment and distribution of TB service providers. Finally, the services delivery study 

areas include TB case search, contact tracing and TB patient’s supervision and care.  

This study also adopted some of the concepts proposed by Sheikh et al (2011), who 

describes the health system as comprising hardware and software elements. Hard-

ware is used to refer to concrete elements which includes governance, medical prod-

ucts, types of human resources, forms of service delivery, and finance. In contrast, 

the software elements consist of intangible expressive elements such as, norms, and 

power that guides actions. In this study, the researcher applies these ideas to examine 

the interaction between the visible and quantifiable hardware of systems and the in-

tangible software, such as relationships among system actors and the factors shaping 

their working practices for example knowledge, information, and trust, and how this 

interaction impacts the TB healthcare system. 

1.3 Aim  

Using the Van Olmen et al. (2010) health systems framework, this study sought to 

understand the effect of GF TB grants on the delivery of TB services. In particular, 

the study investigated the impact of the GF enablers’ fund (package) and its with-

drawal on TB services. 

Specific questions the study sought to answer were as follows: 
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1. How has the Global Fund TB grants contributed to institutional capacity to deliv-

er TB services? 

2. To what extent has the Global Fund TB grants influenced elements and processes 

of TB control programme? 

3. To what extent has the enablers’ fund and its withdrawal influenced delivery of 

TB services?  

4. What is the pattern of TB programme indicators (treatment success and adverse 

outcome) during and after GF enablers’ fund? 

1.4 Organisation of the thesis 

The study is organised into 11 chapters. In subsequent chapters after this introducto-

ry chapter, chapter 2, provides the background to the study setting. The chapter pro-

vides an overview of Ghana’s health systems, the TB control programme, and the 

study settings (demographic profile and geography of Ghana). 

Chapter 3 presents literature review on the Global Health initiative, the impact of do-

nor support on Africa’s health system and the Global Fund impact on African health 

systems. The chapter also elucidates the Global TB response and further explains 

incentives and motivation for service delivery. 

Chapter 4 discusses the health system frameworks and justifies the framework for 

analysing the effects of the GF TB grants on TB control programme to deliver TB 

services in Ghana. 

Chapter 5 presents an overview of the research methodology employed which is a 

subsection. The initial section justifies the case study design and pragmatic approach 

applied. The subsequent sections focus on the justification of the mixed-method ap-

proach adopted, methods of data collection and analysis as well as the ethical consid-

erations for the study. This chapter concludes with the researcher reflexivity. 

Chapters 6 to 9 present the study findings as guided by the Van Olmen et al (2010) 

health systems framework. Chapter 6 shows how the administration of the GF TB 

grants influenced training and knowledge building as well as monitoring and super-

vision of national, and district managers. Similarly, how managers’ knowledge on 

frontline community health workers operational duties influenced managers com-
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mitment towards TB control activities and tensions that resulted from the develop-

ment and administration of GF TB grants guidelines.  

Chapter 7 demonstrates how GF supported the provision and allocation of resources, 

financing for delivery of TB services as well as recruitment and distribution of ser-

vice providers.  

Chapter 8 identified the factors that influence the enablers’ fund use and the effects 

of the withdrawal of the enablers’ fund on TB case search and contact tracing. The 

chapter also discusses alternative ways the fund was expended to improve the recov-

ery conditions the TB patients and treatment supporters (caregiver) to provide super-

vision and care of the TB patients. 

Chapter 9 provides analysis of the TB programme indicators such as case detection, 

TB treatment success and adverse TB treatment. The chapter begins by comparing 

the demographic characteristic of patients during the full administration of the GF 

TB grants and when the enablers’ fund component of the grants was withdrawn. Fur-

ther, the chapter compares patterns of TB case detection, treatment success, adverse 

outcome within the two periods in 30 selected TB treatment facilities. Finally, the 

chapter concludes by a summary of the chapter. 

Chapter 10 brings together major themes emerging from the findings and relates 

these to the framework and specific questions this study sought to answer. The chap-

ter discusses several key issues related to the effects of the GF TB grants on the de-

livery of TB services that may influence actors working practices.  

Chapter 11 brings together major findings and practical recommendations to improve 

TB service delivery in Ghana and other LMICs. The chapter also outlines the impli-

cations of the GF TB grants on services delivery if the GF TB grants provided to the 

NTP is completely withdrawn. Finally, the chapter concludes with possible paths for 

further research.  
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CHAPTER 2 

Study Background 

2.0 Introduction 

This chapter is intended to provide a better understanding of the study environment. 

In addition to an overview of Ghana’s health system and information about the TB 

control programme, the chapter provides a brief snapshot of Ghana’s demography 

and geography as relevant to this study.  

2.1 Study setting 

Ghana is considered a lower-middle-income country in West Africa according to the 

World Bank classification (World Bank, 2019). Although it is not among the 22 TB 

countries in the world, TB reflects an important public health challenge in Ghana 

(Osei et al., 2015). The World Health Organisation (WHO) ranked Ghana as the 38th 

high burden TB country among 145 countries in the world. In Africa, Ghana is 

ranked 19th (Osei et al., 2015).  

2.1.1 Demographic Profile  

Ghana’s 2010 census projected population is 27,273,723 (2014). In Ghana, thirty-one 

per cent (31%) of households are headed by women. Moreover, 33% of households 

in urban areas, and 44% of households in rural areas, have at least one child aged less 

than five years. The mean household size is 3.5 in urban areas, and 4.3 in rural areas. 

The most common household size is 2-3 household members (30%), while 27% have 

4-5 household members (Ghana Statistical Service, 2010).  

The age structure in Ghana is typical of a young population. Children less than 15 

years constitute 42% of the total population and 5% of the population is in the older 

age groups (65 years and above) (Ghana Statistical Service, 2010).  

The population of Ghana comprise of 51.2% females and 48.8% males giving a sex 

ratio of 95 males to 100 females. The largest population age-group for both sexes is 

15-24 years. Thirty four percent of women are in this category, whiles 31% are men. 

Also, 6 in 10 women and about 5 in 10 men are currently married or a union, while 

30% of women and 40% of men have never been married or a union. Nearly half of 
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the men (46%) and women (47%) live in rural areas (Ghana Statistical Service, 

2010). 

2.1.1.2 Geography  

Access to health facilities remains a concern and has not changed much since 2009. 

Geographical access is particularly challenging in the Northern East, Savana, Upper 

East and West, Bono East, Ahafo and Brong Ahafo Regions (Figure 2.1 new map). 

In these locations, the population is sparsely distributed (Bonsu, et al., 2014).  

A study conducted in these regions depicted that inhabitant scarcely had access to a 

health facility between a 5 to the 15-kilometre radius (Bonsu et al., 2014). A study by 

Van den Boom, et al. (2004) cited by Sohn and Lee (2007) shows that health facili-

ties are not evenly distributed across the country. Most rural areas lack hospitals and 

clinics as well as doctors and nurses. The study further stated that Ghanaians on av-

erage live about 16 km from a healthcare facility where they can consult a doctor, but 

half of the population lives within a 5 km radius (Sohn & Lee, 2007). According to 

Sohn and Lee (2007), the remaining half of the population cannot consult a doctor 

within 5 km. The distance corresponds to an hour walking distance. One quarter lives 

more than 15 km from a facility where a doctor can be consulted. 

The capital city of Ghana is Accra (a metropolitan city with a population of 4-4.5 

million). The number of regions in Ghana before the study began in 2017 was 10. 

The current government of Ghana in 2019, split some of the regions increasing the 

number from 10 to 16 (Figure 2.1 shows the old and new map of Ghana). Two hun-

dred and sixteen (216) districts are listed and defined in 2017. Their number has 

grown to 260 by the split of the 10 regions which occurred in the year 2019 (Ghana 

Administrative divisions, 2019). 

2.2 Overview of Ghana’s Health System 

The Ghana health system administration is divided into 3 administrative levels. 

These are national, regional and district. Functionally, it is further divided into 5 lev-

els. Namely, national, regional, district, sub-district, and community (Figure 2.2).  
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             Old Map     New Map 

 

 

 

 

 

 

Sources: (https://www.google.co.uk/search?q=current+map+of+Ghana&sxsrf= re-

trieved 13th/ 04 2020)  

Management of all these levels is organised into Budget and Management Centres 

(BMCs) or cost centres to administer funds provided by the Government and other 

stakeholders (Sohn & Lee, 2007). Subsequent sections in this chapter provide the 

structure and functions of the national, regional, district, sub-district, and community 

levels. 

2.2.1 National level 

The Ministry of Health (MOH) at the national level, is responsible for policy formu-

lation, resource mobilization and allocation within the health sector. The ultimate 

goals of the health sector are to ensure that people live long, healthy, and productive 

lives and to reproduce. The goal extends to preventing the increased risk of injury or 

death; and to reduce excessive risk and burden of morbidity, mortality, and disabil-

ity, especially in the poor and marginalized groups. Further, the health sector goal is 

FIGURE 2.1: OLD AND NEW MAP OF GHANA  

https://www.google.co.uk/search?q=current+map+of+Ghana&sxsrf=
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to reduce inequalities in access to health, nutrition services as well as health out-

comes (Bonsu et al., 2014).  

FIGURE 2.2: STRUCTURE OF GHANA PUBLIC HEALTH SYSTEM  

 

Agencies such as the Ghana health service (GHS) and teaching hospitals are under 

the Ministry of Health authority. The Ghana health service is a key agency created 

with the responsibility of managing primary, secondary and some specialist health 

care services to the people of Ghana. The teaching hospitals function as semi-

autonomous health institutions at the tertiary level with the responsibility to provide 

tertiary level health care. (Africa health workforce observatory, 2011). 

Policy and strategic intentions in health service delivery in Ghana are based on the 

principles of primary health care (PHC), strengthening district health systems 

(SDHS), integration and collaboration within the public sector, between the public 

and private providers and between the allopathic and traditional practitioners (Africa 

health workforce observatory, 2011).  

2.2.2 Regional level 

The Ghana health service headquarters is situated in the capital city of Ghana (Ac-

cra) which considers the regional health directorates (RHD) as its outposts located in 



 

11 

 

each of the 16 regions in Ghana (Africa health workforce observatory, 2011). In 

terms of health services provision, the regional and national level providers are re-

sponsible at regional hospitals which serve as secondary referral facilities. The re-

gional and national level facilities provide primary, secondary, and tertiary care (Af-

rica health workforce observatory, 2011).  

As a result of a decentralisation process which began in 1988, health service delivery 

is mainly operated at the 16 regional levels. The regional levels offer mainly curative 

services, which are delivered at the regional hospitals and public health services cen-

tre of the regional hospitals (Africa health workforce observatory, 2011). 

2.2.3 District level 

At the district level, curative and public health services are provided by district hos-

pitals. District level providers are affiliated to district hospitals the apex of service 

delivery in the district health system. They provide outpatient and in-patient clinical 

and maternity services. They also provide public health services as well as disease-

specific programmes (Africa health workforce observatory, 2011).  

At the district level, a district health management team (DHMT) has been established 

in every district. The team comprises the heads of the service delivery units in the 

district known as the district director of health services (DDHS). They are responsi-

ble for the supervision of all health services at the district level as well as the imple-

mentation of plans and policies. (Africa health workforce observatory, 2011). 

2.2.4 Sub-district level 

At the sub-district level, both preventive and curative services are provided by the 

health centres as well as outreach services to the communities within their catchment 

areas (Sohn & Lee, 2007). The health centre serves as the first point of contact be-

tween the formal health delivery system and the patient. A Physician Assistant heads 

the health centre. The health centre is staffed with programme heads in the areas of 

midwifery, laboratory services, public health, environmental, and nutrition (Sohn & 

Lee, 2007). Each health centre is meant to provide health services to approximate 

population of 20,000. The health centres are equipped to provide minor surgical ser-

vices such as incision and drainage. Severe and complicated conditions are referred 
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to as appropriate higher levels (Sohn & Lee, 2007). Within the urban centres, poly-

clinics serve as the equivalent of rural health centres. Polyclinics are usually larger, 

offer a more comprehensive array of services. (GHS, undated e). 

2.2.5 Community level 

Ghana health service (GHS) “close to client” health services strategy is based on 

community-health planning and services (CHPS). In this strategy, health officers 

(CHO’s) typically made up of community health nurses with special training are sta-

tioned in almost inaccessible communities to deliver this ‘close to client’ services 

through home visits. Outreach services are also provided in communities, schools, 

and the workplace (Africa health workforce observatory, 2011).  

2.2.6 Health Financing  

Healthcare financing is at the heart of health sector governance. Regarding 

healthcare financing, funds are mobilised from primary (households and firms) and 

secondary sources (Government and donors). These funds are accumulated in fund 

pools (health fund and National Health Insurance Scheme (NHIS) Fund) and are 

used to purchase services and products that promote, maintain and restore health 

(Sohn & Lee, 2007).  

At present, the main sources of funding of health services are direct out of pocket 

payments, premiums from NHIS, tax revenues including special levies such as the 

National Health Insurance Levies (NHIL) allocated through the national budget, 

grants from development partners, and financial credits. The GF for Malaria, Tuber-

culosis, HIV and AIDS, managed in Ghana by the Ministry of Health also supple-

ments resources to the health sector and supports activities in the health sector Pro-

gramme of Work (Sohn & Lee, 2007). The estimated per capita expenditure on 

health services has been rising, from US$6.9 in 1997 to US$67.51 in 2016 (The 

World Bank, 2020)  

2.3 Brief epidemiology of TB in Ghana 

Ghana conducted a TB prevalence survey in 2013 after 57 years when the first one 

was done. Results of the survey estimate the TB prevalence in Ghana to be 290 per 
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100,000 population. This shows the disease burden to be four times higher than 

WHO estimates for the same year (71 per 100,000 population) (Bonsu et al, 2014).  

TB prevalence among adults (15 years and above) by sputum smear microscopy is 

estimated as 111 (76-145) and the new smear positive) prevalence as 356 (288-425) 

per 100,000 populations. The national TB case detection rate was calculated to be 

20.7% (2013). More so, the survey confirmed that the TB burden is higher in males 

431 (327-526) than in females 303 (223-382) (Bonsu et al, 2014). Additional analy-

sis from the survey shows that the TB epidemic in Ghana is generalised, occurring in 

all age groups. Older males (above 45 years) were found to bear the biggest brunt of 

the TB burden (Bonsu et al, 2014).  

2.4 Overview of Ghana national tuberculosis control programme (NTP) 

The term ‘national TB control programme’ in this study includes two components. 

First, a TB control programme is a comprehensible set of activities conceived to con-

trol and eliminate TB (Cairncross et al., 1997). Second, a TB control programme is 

‘an institution, with a specific administration, technical staff, and logistical and fi-

nancial resources to control one particular health problem’ (Criel et al., 2004). 

A TB control programme has strong central administrative, technical, and financial 

control, with defined and focused objectives for specialised services and rapid re-

sponse-ability and is suitable to external donors (Cairncross et al. 1997; Mills 1983; 

Criel et al. 2004; Atun et al. 2008).  

The colonial government recognising the burden of TB in Ghana initiated measures 

to combat the disease due to the threat it posed to the larger society. Therefore, since 

the 1950s there has been a structure in place for the care of TB patients (Bonsu et al., 

2014).  

The current national TB programme (NTP) in Ghana was established in 1994 after 

the launch of the WHO DOTS strategy. The programme is managed at the central 

tuberculosis unit situated in the central capital city of Ghana (Accra). The NTP has 

been implemented nationwide and involves ensuring regular drug supply, surveil-

lance, building capacity for TB treatment and control, and directly supervising TB 

treatments. TB treatment is free in Ghana: The Government of Ghana supports the 
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programme financially every year but the main funding for NTP activities is from the 

GF (Bonsu et al., 2014). The NTP is implementing the new Stop TB Strategy of 

WHO to pursue high-quality directly observed therapy short course (DOTS) expan-

sion and enhancement, to address TB/HIV, MDR-TB, and other challenges.  

In contributing to health system strengthening, the NTP engages all care providers, 

empowers these providers through training in TB control, establishes partnerships 

with communities, and promotes research (Bonsu et al., 2014). The NTP DOT strat-

egy follows the global recommendation of community involvement in public health 

approaches and the delivery of health to people (WHO, 2008). Ever since, the estab-

lishment of NTP, its has developed and implemented community-directed pro-

grammes to address the burden of TB in the country (Agbenyegah, 2019). The gen-

eral collective efforts of the NTP and the Ghana health service has been directed at 

improving and expanding DOTS as well as expanding public sector facilities. Simi-

larly, private sector participation and implementing community-based DOTS pro-

grammes such as community TB care as well as strengthening community systems to 

improve TB outcomes is the focus of the NTP (Bonsu et al., 2014). Also, the NTP as 

the technical wing for the implementation of TB-specific GF TB grants are charged 

for planning, budgeting, and providing technical oversight of all TB control activities 

(Sohn & Lee, 2007).  

2.4.1 Actors in the TB control programme 

In this study, policy makers, TB programme monitoring officers, frontline communi-

ty health workers and TB treatment supporters are considered as health systems ac-

tors relevant to TB control. 

The head of the NTP provides the overall technical leadership and is responsible for 

developing programme policies and guidelines and publish these documents. The 

regional TB management team is made up of various professionals: regional biomed-

ical laboratory scientist, pharmacist, the doctor in charge of TB clinic, deputy direc-

tor of nursing services, regional disease control/surveillance officer, regional TB co-

ordinator and deputy director of public health. In some regions, the full complement 

of the team may not be available (MOH, 2015). 
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The functions of the regional team include data management, report writing, plan-

ning, and budgeting, commodity distribution (anti-TB medicines, laboratory sup-

plies, and materials), training of district managers, monitoring and supervision at the 

district level, and organizing regular quality assurance visits for sputum smear mi-

croscopy. Each region has one trained doctor (the referral clinician) to provide sup-

port in the management of treatment failures, chronic cases, and other clinical prob-

lems that require assistance (MOH, 2009). 

In each district, the district director of health services (district managers) has primary 

responsibility for TB control, with one technical person who is appointed as the dis-

trict TB coordinator to assist in coordinating TB control activities. These activities 

include planning and budgeting, training and supervision of health staff, and pro-

gramme monitoring through supportive supervision. As health services are integrat-

ed, all-district TB coordinators assume various other responsibilities outside of TB 

control. 

Healthcare facility and community level TB treatment can be accessed at both public 

(including mission health facilities) and private accredited healthcare facilities. More 

than 1,600 facilities provide TB DOTS. As health services are integrated, a designat-

ed public health nurse (or any other health worker) is responsible for TB control ac-

tivities such as TB registration, follow-up of TB patients, and compiling quarterly 

reports through cohort analysis (MOH, 2009).  

Community volunteers participated in TB control through their involvement as 

treatment supporters (caregivers). They assisted lost to follow up prevention and 

tracing of TB patients. The NTP collaborates with NGOs in several ways to enhance 

public awareness about TB to increase TB case detection (Bonsu et al., 2014). 

2.4.2 TB funding for NTP in Ghana 

The GF has been the major source of funding for NTP. Funding from the GF TB 

grants has constituted between 15 to 60% of available funding for each year begin-

ning from 2003 to 2015. Even though the NTP claim other sources of funding for 

NTP, they have not focused directly on TB services delivery. For instance, the Gov-

ernment of Ghana (GOG) funds went towards the payment of workers’ salaries. 
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Technical assistance was provided by USAID's TB CAP, TB CARE I Projects, 

WHO and DANIDA. One of the purposes of the GF TB grants is to help NTP im-

prove treatment success and reduce adverse treatment outcomes aiming to bring un-

der control the prevalence of TB in Ghana.  

As at the time of this study, NTP had received and used three rounds of the GF TB 

grants. These are Rounds 1, 5 and 10. Funding from the GF (Round 1) which includ-

ed the enablers’ fund was used to finance the enablers’ package concept which began 

in 2003 with an initial emphasis on two cities (Kumasi and Takoradi) (The Global 

Fund, 2010). The enablers’ package concept was born out of awareness by the NTP 

leadership about the need to improve access to TB diagnosis and treatment and ur-

gently improve TB treatment outcomes. Also emphasising the need for TB patients 

to receive support from healthcare providers and people from their community as 

well as bringing into existence supporters of the TB patients a scheme that enables 

and motivates these key people to provide adequate care to TB patients (Auer et al, 

2009). The enablers’ fund was not only meant for the TB patients but also to support 

the healthcare workers to render expected extra care (Hanson-Nortey et al., 2009). 

The NTP proposed a guideline for the distribution of the enablers’ fund as 50% for 

the patient, 30% for the health staff and 20% for the participating facility. For each 

TB patient registered for treatment, NTP provided 100 dollars during the Round 1 of 

the GF grant and reduced it to 40 dollars during Round 5. (Auer et al, 2009). 

After the Round 1 grant, Ghana further benefited from Rounds 5 and 10 of the GF 

TB grants from 2003 to 2015 to strengthen TB control services delivery across the 

whole country. By 2012 the implementation of the grants as well as the enablers’ 

package concept have covered all districts in Ghana (Auer et al, 2009; Hanson-

Nortey et al., 2009).  

Round 5 of the GF grants included health systems strengthening components pre-

sented in Figure 2.3. Under GF grant round 5 which span from 2006 to 2011, the 

NTP successful implemented the enablers’ package concept at the level of patient 

care and those supporting patient care to achieve cure. Community healthcare work-

ers were to provide the following additional activities in support of patient care: pre-

treatment home verification and lost to follow up (defaulter) prevention. Community 

healthcare workers were to visit patients in their residence at months 2, 5 and 6, and 
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provide supervision and supervisory support of treatment supporters (caregivers) 

(The Global Fund, 2005). 

FIGURE 2.3: NTP SYSTEMS STRENGTHENING COMPONENTS FINANCED BY GF TB 

GRANTS.  

 

Source: https://data.theglobalfund.org/investments/grant.  

With the support of the enabler’s fund, treatment supporters were to provide daily 

supervision of DOT, community education, psychosocial support to TB patients, re-

ferral and accompany presumptive TB patients to diagnostic sites and also participate 

in review meetings (The Global Fund, 2005).  

In the round 10 NTP proposal (concept note) seeking for the GF TB grant, the NTP 

aimed to reduce the burden on the socially disadvantaged and improve access to TB 

services for the vulnerable and high risks group. The NTP through the GF grant en-

visaged to make TB treatment free and to expand access to services and enhance di-

agnostic facilities. Similarly, under the community systems approach, the NTP made 

provision to enhance community actors to undertake household advocacy, communi-

cation, and social mobilization (ACSM) and TB screening services. The very poor 

will not be denied access to TB care because, under community TB care, specimen 

collection and transportation in the communities were to be handled by community 

actors. Financial in-accessibility to care has been provided through the provision of 
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enablers’ funds for patient care. The nutritional needs of moderate to severely mal-

nourished, pregnant women and children and men are provided (The Global Fund, 

2010). To understand the effect of the GF grants on the delivery of TB services, the 

study focused on the components of activities provided in rounds 1, 5 and 10 as it 

relates to strengthening the delivery of TB services in Ghana.  

Nonetheless, in all the GF funded rounds received by the NTP, the NTP enshrined 

activities in the grant proposals imply strengthening of TB healthcare system to im-

prove the delivery of TB services for a better TB treatment outcome. This is done 

through timely case detection, case diagnosis, case treatment and programme man-

agement (Floyd, et al., 2013; Bonsu et al., 2014). 

The country coordinating mechanism (CCM) plays an essential leading role to en-

gage stakeholders meaningfully in inclusive country dialogue including agreement 

on proposal (concept note) development, funding split, and participation in the de-

velopment of National Strategic Plan (NSP) discussions for the three diseases at 

country level. These stakeholders include representatives across geographies, gen-

ders, expertise, sectors. The composition includes government representatives, civil 

society representative, private sectors representative and other multilateral and bilat-

eral partners working in the country (The Global Fund, 2018). However, transparen-

cy and inclusiveness of the concept note development with the CCM in Ghana was 

consultant-driven and the selection of members to the concept note development 

committee is highly guided by the technical competence limiting experiential input. 

The CCM Ghana participation for concerned communities covers PLWHIV and TB. 

However, Key populations such as men having sex with men, adolescents, and youth 

groups, although known by the CCM, are represented by interest groups such as 

West Africa Project to Combat HIV/AIDS (WAPCAS). The reason is that groups 

such as men having sex with men are not legally accepted groups in Ghana and thus 

cannot be admitted to the CCM following the constitution of the CCM and the legali-

ties involved in engaging such a group (Arthur, Ametepey, & Asare, n, d,). 

In Round 10, the NTP aimed to reduce the burden on the socially disadvantaged and 

improve access to TB services for the vulnerable and high risks group. Through the 

GF grant, the NTP envisaged to make TB treatment free and to expand access to ser-
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vices and enhance diagnostic facilities. Similarly, under the community systems ap-

proach, the NTP planned to enhance community actors to undertake household advo-

cacy, communication, and social mobilization (ACSM) and TB screening services. 

The very poor would not be denied access to TB care because, under community TB 

care, specimen collection and transportation in the communities were to be handled 

by community actors. Financial accessibility to care was foreseen through the provi-

sion of enablers’ funds for patient care. The nutritional needs of moderate to severely 

malnourished, pregnant women and children and men were to be provided for (The 

Global Fund, 2010). To understand the effect of the GF grants on the delivery of TB 

services, the study focused on the components of activities provided in rounds 1, 5 

and 10 as they relate to strengthening the delivery of TB services in Ghana.  

Table 2.1 provides details of Round 10 activities and GF acquired grants to the NTP 

which also shows TB healthcare systems strengthening activities. Similarly, Table 

2.1 shows the NTP implemented objectives and activities funded by the GF. Table 

2.1 shows that the GF funds provided to the NTP were meant to cover re-

sources/logistics provision, programme management and TB services delivery in-

cluding funding for the enablers’ package strategy. Appendix L provides the dis-

aggregated funds from 2011 to 2015. 

According to Uplekar (2015), in most countries, the provision of comprehensive TB 

prevention and care that will prevent impoverishment to those who need it is mostly 

hampered because of the absence of universal health coverage and social interven-

tion and protection systems. 

The TB enablers’ package was introduced to help increase TB case detection, im-

prove treatment adherence and successful treatment by reducing the cost associated 

with the TB treatment to the patient and health workers (Auer et al., 2009; Bonsu et 

al., 2007). 

Though the GF TB grants continued beyond 2015, the enablers’ fund component of 

the grants for routine TB was withdrawn from 2015 upwards due to GF TB grants 

reduction. The non-implementation of the enablers’ package for routine TB cases but 

only MDR-TB cases is likely to affect the better TB treatment outcome as anecdotal-

ly thought (Auer et al., 2009). 
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Tables 2.1 NTP GF grants 2011-2015 

Service delivery area Total 

Objective 1: Reduce patients and health services diagnostic delay and increase TB case findings in-

cluding DR-TB.  

Activities 

Improving diagnosis (Smear microscopy) 5,173,418 

Improving diagnosis (DR- TB) 1,015,897 

Human Resources Development (HRD) 13,362,402 

Health facilities (Enablers’ support) 988,710 

Contact tracing and household Investigation 492,00 

Involving all care providers 12,780,464 

TB/HIV 1,106,500 

Childhood TB 642,905 

Improve radiologic diagnoses 2,046,796 

Infection Control 61,875 

ACSM (Advocacy, communication, and social mobilization)  7,199,010 

Objective 2: To ensure higher treatment success through improved quality clinical care and commu-

nity TB Care  

High Quality DOTS  6,637,276 

DR-TB Management  3,194,733 

Patient care and support (Enablers’ support)  8,400,860 

Community Based TB care (Enablers’ support) 495,121 

CSS Material Resources  2,255,50 

Drugs Management (first line drugs)  7,420,115 

Objective 3: Strengthen capacity and programme management coordination Monitoring and Evalua-

tion and operations research to support increased TB case finding and treatment success.  

Programme Management & Supervision  825,000 

Programme Management & Supervision national level 14,705,037 

Monitoring and Evaluation  2,618,154 

Operational Research 450,575 

Round 10 91,872,349 

Source:https://data.theglobalfund.org/investments/grant/GHN-506-G05-T/1/-

/Tuberculosis. All in USD 

However, the End TB strategy recommends the global elimination of TB by 2035. 

This calls for the NTP in Ghana to intensify its efforts to eliminate TB in Ghana by 
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2035 (Uplekar et al., 2015; WHO, 2015). It is against this background that motivated 

the researcher to understand how the GF TB grants impacted on strengthening TB 

service delivery in Ghana envisaged to achieve the End TB strategy recommenda-

tion. It is worth noting that, to date, there is a paucity of studies on how the GF TB 

grants and the withdrawal of its enablers’ fund component have impacted the capaci-

ty of the TB control programme in Ghana to deliver TB services.  

2.5 Conclusion 

This chapter has provided information about the Ghanaian context of the GF TB 

grants and the enablers’ fund withdrawal situation. The researcher has also provided 

an overview of the Ghana health systems structure. The structure of the health sys-

tem begins from the national level to the community level. The chapter has also illus-

trated the interconnections and function between the various systems including the 

NTP working together in their own right to deliver TB services. The next chapter 

provides the literature review. The literature review is in two parts. The first part 

which is Chapter 3 presents literature review on the impact of global health initiative 

on health systems and the second part which is chapter 4 presents literature review 

on systems thinking and health systems framework as well as how the health systems 

framework has been applied in numerous studies.  
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CHAPTER 3 

 Literature Review 

3.0 Introduction 

Global Health Initiatives (GHIs) refers to humanitarian initiatives that raise and dis-

burse additional funds for the control of infectious diseases. These initiatives were 

established as an emergency response to accelerate and scale-up to control major 

communicable disease, particularly HIV/AIDS (Biesma et al., 2009). 

Financial investments provided by these initiatives to low- and middle-income coun-

tries (LMIC) have been linked to performance of the health system (Biesma et al., 

2009) measured by improved health outcomes (Rahnama et al., 2017; Marty et al 

2017). Even with the differences across GHIs approach in providing financial assis-

tance to low- and middle- income countries, they are reported to have a substantial 

contribution to national health systems and programme outcomes (Kapilashrami & 

McPake, 2013).  

The World Bank multi-country HIV/AIDS programme (MAP), the Global Fund to 

fight HIV infection, TB, and Malaria and the Presidents Emergency Plan For AIDS 

Relief (PEPFAR) has been the three GHIs, investing above two-thirds of all direct 

external funding to scale up prevention and care of communicable diseases in low- 

and middle-income countries (Biesma et al., 2009; Oomman et al., 2007) 

Literature abounds in the area of the GF care and management for HIV/AIDs includ-

ing delivery of HIV/AID services. However, there is little evidence available about 

the GF impact on TB services delivery in sub-Saharan Africa. Yet one of the aims of 

the GF for providing funding to low- and middle-income countries is to strengthen 

the health systems in these countries to deliver TB services. Understanding the ef-

fects of the GF on the TB healthcare system in these countries will add to the paucity 

of evidence in the literature. Because of the limited literature on the impact of the GF 

on TB healthcare systems in sub- Saharan Africa and in particular TB service deliv-

ery, the literature reviewed in this chapter includes the broader context of the impact 

of GHI on health systems in Africa. In this chapter, a brief on the GF principles is 
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provided which is followed by the impact of the GF and GHI on the health systems 

in Africa.  

In recent time, there has been a global attempt to address human resources crises in 

low- and middle-income countries. Described as the keystone, the pivot of all efforts 

to overcome health crises the chapter presents a review of literature on human re-

sources (health workforce) issues by focusing on human resources training and how 

that has impacted service delivery.  

The literature review is organized in three parts. The first section examined literature 

on the GF impact on health systems in Africa. In the second section, global TB re-

sponse and the impact of the GF on TB treatment outcomes is presented. Finally, in 

chapter 4 the theoretical frameworks used in undertaking the research is presented. 

3.1 The Global Fund (GF) 

3.1.1 Brief GF history and working mechanisms   

The GF work as an independent, multilateral, financing entity designed to attract, 

manage, and disburse significant new financial resources. The focus of the financial 

resources is to be used to mitigate the impact caused by HIV/AIDS, tuberculosis 

(TB) and malaria in countries in need, particularly in low- and middle-income coun-

tries. Additionally, the fund was designed to fill financing gaps and help scale up 

programmes for country-led national plans, implemented with support from other 

international partners (Radelet & Calnes, 2005; Global fund framework document, 

2012; Global health policy, 2019).  

The GF was first proposed in 2001, however, its operations began in January 2002 

(Global Health Policy, 2019). Unlike other funding agencies, the GF uses a country-

defined and results-based financing model that focuses on country ownership of its 

programmes (Global health policy, 2019). Country ownership is one of the core prin-

ciples which was recognized in the Paris Declaration. This is defined as countries 

exercising effective leadership over the development of their policies, and strategies 

as well as coordinating development actions (OECD, 2005). Therefore, the GF base 

its work on country-led programmes that reflect national ownership and respect 

country-led implementation processes (GFATM, 2001).  
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Funding into the GF is pooled from multiple sources. This includes donor govern-

ments, the private sector, and private foundations. To have access to the fund, indi-

vidual interested countries submit proposals to the GF and if approved, funding is 

provided using a performance-based approach. In this performance-based approach, 

the allocated grant is regularly monitored and evaluated to determine if the given 

grant should be extended or discontinued based on the effectiveness of the pro-

gramme of which the grant has been provided (Global health policy, 2019). With the 

intentions of the GF to incentivize recipient countries to increase their domestic in-

vestments and increase country ownership, the GF requires a minimum of 15% co-

financing for each approved grant (Global Fund, n.d.) Funding from the GF supports 

a wide range of care, treatment, and prevention activities as well as health systems 

strengthening (Global Health Policy, 2019).  

Distinct from most multilateral organisations, the GF does not have an in-country 

presence or representation. As an alternative, the GF relies on a model where a 

Country Coordinating Mechanism (CCM) lead to developing proposals, Principal 

Recipients (PRs) receive grants and implement programmes and a Local Fund Agent 

(LFA) contracted by GF provides in-country monitoring (McGill, 2014). The CCM 

brings together key stakeholders with balanced and well-qualified representation to 

seek their active engagement in decision making at the country level. These stake-

holders include representatives across geographies, genders, expertise, sectors. The 

composition includes are government representatives, civil society representatives, 

private sectors representatives and other multilateral and bilateral partners working in 

the country (The Global Fund, 2018). 

Therefore, the CCM is an important part of the GF working mechanism at the coun-

try level. However, the presence and the minimum requirement of the CCM has been 

criticized. The reason is for allowing the GF Secretariat staff to exercise a considera-

ble amount of discretion in applying these requirements to the screening of proposals 

(Garmaise, 2009). The criticism also relates to the mandate of the CCM which is re-

ported not to be clear. According to the World Bank Independent Evaluation Group 

(IEG) report that CCMs lack both the authority and the resources to exercise effec-

tive oversight over GF grants since they are not conventional governing bodies. Sim-

ilarly, the UNAIDS study concluded that, while 80 per cent of countries had national 
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AIDS authorities with a clear mandate to coordinate, only 41 per cent had the author-

ity to allocate resources (UNAIDS, 2005). CCMs have small secretariats that are on-

ly responsible for the administration and execution of CCM decisions such as sub-

mitting proposals to the GF but are not responsible for implementing the GF funded 

programmes in the country. Rather, the Geneva-based GF Secretariat directly con-

tracts PRs to implement the grants (IEG, the World Bank, 2012). However, with the 

introduction of the GF New Funding Model (NFM) in March 2014, CCMs play an 

even more important central role, convening stakeholders to engage meaningfully in 

inclusive country dialogue, agree on funding split, and participate in the development 

of National Strategic Plan (NSP) discussions for the three diseases at country level. 

(Arthur, Ametepey, & Asare, n, d,) 

Accordingly, in the GF High-Level Panel Report in 2011, while country ownership 

was applied largely across the GF model, understanding of the term in practice was 

not clear. The term country ownership is used to explain and defend almost every 

aspect of the GF’s business model and decisions. However, country ownership is a 

founding principle emphasised in the framework document but does not appear to be 

a shared perception within or outside the GF about what the term means in practice 

(High-Level Panel, 2011). According to the GF High-Level Panel Report, the GF has 

constantly reinforced, but vaguely defined the ideology of country ownership and has 

kept culture of passivity in grant management. This practice confuses PRs and leaves 

the grant portfolio vulnerable (High-Level Panel, 2011).  

Another concern raised is that closer coordination among donors in the GF, limit the 

policy space of developing countries. This is based on power imbalance towards the 

consortium of donors acting in unison (Murray et al, 2007), whereas the seeming 

global unilateralism is linked to the global health agenda in the interest of the U.S. 

(Kickbusch, 2002). Some authors have also proposed that as the debate over aid ef-

fectiveness lingers, all U.S. governments, fight severe domestic battles to justify for-

eign aid disbursements at the U.S. Congress. Therefore, the four Es – economics, ef-

fectiveness, efficiency, and evidence become the contended cries for the develop-

ment community (McGill, 2014). This is then translated into implementation dis-

course, the GF model of performance-based funding which originates from this polit-
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ical battlefield and is meant to prove to GF donors, principally to the US, that its 

programmes are effective (McGill, 2014). 

On 13-15 December 2010, at the 22nd GF board meeting in Sofia, Bulgaria, a docu-

ment, secretariat response to findings of the office of the Inspector General (OIG) 

and joint communication on Inspector General matters was disseminated (Garrett, 

2012). The main agenda was concerning issues over respective countries corrupt 

practices put forward in the OIG audits report. Regarding a large number of coun-

tries, and dissimilarities in governance and management capacity across the GF port-

folio, the GF secretariat and the OIG agreed that the OIG’s findings in specific cases 

should not be used to draw general conclusions across all grant programmes or about 

the GF (McGill, 2014). The secretariat and the OIG have agreed that it is important 

that cases of fraud, financial abuse and misappropriation are put in their proper con-

text (Heilprin, 2011).  

The GF emphasised its zero tolerance for corruption and eagerly seeks to uncover 

any evidence of misappropriation of its funds. Regardless, the news report that has 

caused concerns refers to well-known incidents that have been reported by the GF 

(McGill, 2014). Jon Liden, the GF communications director, in an interview with the 

DevEx news service, called the controversy surrounding his organisation a grave 

misunderstanding. When answering a question on whether this was a wake-up call 

for the GF that it needed to tighten its monitoring of how the grant money was used, 

Liden answered, Not really (Taylor, 2011).  

These statements triggered a wave of criticism from other agencies, which felt the 

Fund was attempting to divert attention from itself. Reactions followed from critics 

and supporters of the GF about corruption in foreign aid in general and the Fund ‘s 

response to corruption in particular, including the perspective of the newly elected 

U.S. Congress to hold hearings concerning halting aid dispersion to the Fund (Bate, 

2011).  

Besides, media revelations also resulted in closer scrutiny of the GF ‘s work, and a 

drop in its funding. This prompted Germany, the European Commission (EC), and 

Denmark to withhold $457 million (Euro 315 million) in funding. Sweden also sus-

pended its annual donation (McGill, 2014).  
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On 8th February 2011, the GF released a statement by the Board Chair and Vice-

Chair saying that it had instituted several measures to reinforce its financial safe-

guards and increase its capacity to prevent and detect fraud and misuse in its grants 

(McGill, 2014). 

On 5th April 2011, the U.S. Senate Foreign Relations Committee released a minority 

report, containing recommendations on how to strengthen the oversight of GF grants, 

among them are:  

• Make U.S. contributions to the GF contingent upon the GF Board’s adoption 

of reforms laid out by the U.S. Department of State.  

• Have the U.S. Representative to the GF reiterate in the strongest terms to the 

GF Board that the US has no tolerance for fraud and abuse and that the OIG 

needs to acquire adequate resources and personnel to audit and investigate 

programs on the ground. 

•  Have the GF take any steps necessary to ensure that LFAs and CCMs are ca-

pable of managing grants and are professionally trained on how to spot and 

mitigate suspected fraudulent activities (US Senate, 2011).  

On 16th March 2011, the GF announced that the former secretary of the U.S. De-

partment of Health and Human Services, Michael Leavitt, and the former president 

of Botswana, Festus Mogae, would lead a high-level panel of international experts to 

review and reform GF systems (CRS, 2011).  

The head of the high-level panel was Gabriel Jaramillo who later became a GF gen-

eral manager. On 9th September 2011, the High-Level Panel Review was released. It 

acknowledged the GF oversight systems were imperfect and stressed the need for 

Fund to get over the unpleasant period (McGill, 2014). 

Whereas the GF can never tolerate dishonesty, sub-standard performance is always 

disappointing. However, it is important to view certain aspects of these reports in 

their historical context. The early years of the GF’s life were a period during which 

the institution went from a standing start to deploying resources quickly in dozens of 

countries at the same time, in response to an evident worldwide emergency. Donors 

and recipients felt the urgency. Goals and expectations were unclear, and oversight 
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mechanisms were imperfect (GFATM, 2011). The major concern at the initial stages 

of GF operations was the large numbers of applicants which affected grant pro-

cessing time and disbursement speed (Radelet & Caines, 2005). In addition, many of 

the stakeholder’s expectations were not fully resolved and an attempt to resolve the 

challenge was problematic (Radelet & Caines, 2005). Generally, Global stakeholders 

naturally have a range of different expectations and concerns. For example, the U.S. 

focuses on speed, costs and demonstrable results and is not concerned about harmo-

nisation and tends to favour vertical approaches. European donors on the other hand 

place a high priority on harmonisation, integration, and budget alignment (Radelet & 

Caines, 2005). Civil society groups highlight participation and transparency, support 

the focus on the diseases, and are wary of government domination and too much 

funding going through budgets (Radelet & Caines, 2005). However, funding from 

the GF to beneficiary countries has resulted in measurable improvements in health 

outcomes (Marty et al., 2017). These include expansion and access to HIV services 

and treatment in low-and-middle-income countries (LMIC) (Atun et al., 2011).  

3.1.2 The new funding model (NFM), changes in the GF after 2012. 

 

An article released on January 23, 2011, by the Associated Press discussed instances 

of corruption discovered by the GF’s Inspector General’s Office, highlighting allega-

tions of fraud and corruption in 4 out of the 145 countries that receive GF grants: 

Mali, Djibouti, Mauritania, and Zambia (Salaam-Blyther & Kendall, 2012). The 

findings of the GF investigation recounted that the corruption cases included im-

proper bookkeeping, indicating that some money was pocketed and accounted for 

with forged documents. The investigation by the GF indicated that some drugs do-

nated by the GF ended up being sold on the black market (AP Reports, 2011). For 

example, the claim made by the Price Waterhouse Coopers indicated that the Local 

Fund Agent for Uganda, engaged in inadequate and inappropriate management of the 

GF funds. The findings of the audit led the GF concluded that payments to all grants 

should be suspended and new management structures put in place (Kerry et al, 

2011). 

The GF Board approved a new strategic plan to replace the existing round-based 

model aiming to improve the structures of the GF and increase the impact of the GF 
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programmes. According to the GF this strategy was to make management of the fund 

more flexible, iterative, and better-informed (GFATM, 2013).  

Notwithstanding, the new funding model (NFM) brought uncertainties as to how it 

will ensure the GF core principles of demand-driven and country-owned responses to 

the three diseases. While UNAIDS described the NFM ‘s focus as supporting the 

countries with the most serious epidemics and least able to pay (UNAIDS, 2013), 

Glassman et al. (2013) noted that a new regional GF focus would disqualify middle-

income countries from accessing GF funding at the time when the global disease 

burden was shifting more towards them.  

The GF Executive Director Mark Dybul addressed a global health conference in Os-

lo. He stressed: We need to move past the tyranny of averages. We all see the coun-

try and regional average rates of HIV, TB, and malaria, but they mask micro-

hyperlipidaemic where transmission rates are remarkably high. A micro-hyper epi-

demic is an outbreak of disease that is highly concentrated among a part of the popu-

lation, putting a wider population at risk of infection. By focusing on high impact 

interventions where new infections are occurring, countries will get the biggest bang 

for the buck. (McGill, 2014). 

This statement suggests a further narrowing of the scope of GF-supported interven-

tions, as well as the GF narrowing its responsibility zone. The GF new deliberation, 

manifested clearly through the NFM, makes the question of whether it merges with 

the country ownership principle that GF programmes reflect national ownership and 

respect country-led formulation and implementation processes (GFATM, 2001), es-

sentially rhetorical.  

However, the GF has categorised the countries in which it finances programmes into 

three overall portfolio categories. These are core and high impact which is defined by 

the size of the allocated amount, disease burden and impact on the GF mission to end 

the three epidemics. Countries are also classified into two crosscutting categories: 

those under the additional safeguard policy and those under challenging operating 

environments. The safeguard policy is a set  by the GF provides extra measures to 

strengthen financial controls and oversight in particularly, risky environment. The 

challenging operating environments are countries or regions characterized by weak 
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governance, poor access to health services, and man-made or natural crises (McGill, 

2014). 

Ghana was the first country to sign a GF grant in 2002 and has been categorised un-

der high impact. The GF continues to financially support Ghana, with total grants of 

US$965 million signed to date, out of which US$804 million has been disbursed. 

The allocation from the GF is used to finance the three diseases HIV/AIDs, Malaria 

and TB as well as health systems strengthening (The Global Fund, 2019). As part of 

the reforms instituted by the GF as a result of the 2011- 2012 corruption scandal, and 

a recommendation from the OIG report, the Ministry of Health has created a resource 

mobilisation unit (RMU) that works on strategies to mobilize health sector resources 

and has supplementary responsibility of providing oversight, improve visibility and 

coordination over the three diseases and of donor-funded programmes, including the 

GF. At the implementation level, Ghana Health Service has created a programme 

secretariat unit (PSU) to coordinate the three national disease programmes and cross-

cutting investments in health system strengthening. However, according to the OIG 

report, the two units (RMU and PSU) have overlapping roles, and these structural 

complexities hamper the disease programmes. For example, 70% of the roles of the 

heads of RMU and PSU are similar, as well as 86% of the roles of the finance spe-

cialist for the two units (The Global Fund, 2019).  

Further, key performance indicators, targets, and deliverables for these two units are 

yet to be finalized. This dilutes clear accountability for results. For example, over-

sight is part of the roles of both RMU and PSU. However, despite 32% absorption 

and below-average programme performance of the grants after six months of imple-

mentation (i.e., June 2018), neither RMU nor PSU have been able to address the un-

derlying challenges or assume responsibility for the results or focus on correction 

(The Global Fund, 2019).  

Additionally, the grant implementation structures are complex; while the Ministry of 

Health is currently the Principal Recipient, grant operations are largely executed 

through Ghana Health Services, while some other interventions involve teaching 

hospitals. The responsibilities and reporting lines for each of these actors involved in 
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GF grant implementation have not yet been clarified in the RMU/PSU roles, hamper-

ing smooth implementation (The Global Fund, 2019). 

3.1.3 The GF HSS debate  

The renewed attention on the long-standing debate on vertical (disease-specific) ver-

sus horizontal (overall strengthening of health systems) approaches within interna-

tional health assistance began at the beginning of the 2000s when the Global Health 

Initiatives was launched including the GF (Mills, 2005). The vertical approach sug-

gests attention and most funding goes to disease-specific interventions. This implies 

setting up parallel structures that highlight disease-specific strategies. This means, 

‘planning, staffing, management, and financing systems are separate from other ser-

vices’ (Travis et al, 2004). This approach delivers quick, visible, and measurable re-

sults. 

In contrast, the focus of the horizontal approach lies in strengthening basic health 

care needs and the wider health system. The idea of the horizontal approach is to 

work through existing health-system structures and to strengthen them. This is 

claimed to be more sustainable in the long term, though results are less easy to meas-

ure. Even though the GF has been effective in fighting disease, its aim has come un-

der examination (Steurs et al, 2018). This has led to a debate within the GF on the 

extent to which it should focus on health systems strengthening (HSS) (Hafner & 

Shiffman, 2013). 

The GF framework document provides support to programmes that address the three 

diseases in ways that strengthen health systems. The Fifteenth Board meeting held on 

April 2007, confirmed that the GF strategic approach to health system strengthening 

consists of investing in activities to help health systems overcome constraints to 

achieve improved outcomes. By this, the burden of HIV/AIDS, TB and malaria' 

(ATM) will be reduced. However, how GF invests in strengthening health systems 

need to be understood (The Global Fund, 2007) 

The claim is that programmes are part of systems, and it is artificial to separate the 

HSS and disease-specific programmes. The practical challenge with having HSS 

within a disease component is that individual programmes will focus more on dis-
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ease-specific interventions and will pay less attention to addressing health system 

constraints in a truly systemic way (The Global Fund, 2007). The risk of unintended, 

unwanted effects on other programmes and services will be greater. One more argu-

ment in favour of combining HSS activities within disease components is that the GF 

proposal development process is made simpler, meaning countries have less work 

while remaining sufficiently flexible (The Global Fund, 2007). 

Others have also argued that, having a separate HSS component create opportunities 

for integration. That is viewed to be the only way to initiate truly system-wide 

strengthening. This approach signals an additional and easier way for the GF to mo-

bilise HSS technical support (The Global Fund, 2007). However, the main practical 

challenges with having a separate HSS component are to do with determining what 

goes into that component as opposed to a disease component. In addition, creating 

another application channel is also observed as a challenge. However, there is a sug-

gestion that it might be helpful to reduce the number of application channels from 

three to one, rather than increase them from three to four. Yet, the current GF appli-

cation process emphasis on systems integration (The Global Fund, 2007).  

In reaction to the criticisms and as an example from the Vaccines Alliance GAVI, 

Round 5 of the GF (in 2005) included for the first time a specific category for HSS. 

However, there was debate on this within the GF board. Opponents of HSS indicated 

that the allocations towards HSS went too far, while proponents of HSS claimed that 

the ‘health system activities’ contributed only to specific programmes, rather than 

strengthening the system as a whole (Hill et al. 2011). According to McCoy et al. 

(2012), only three out of 30 HSS applications were approved. The reason was that 

there was inadequate clarity and guidance about the development and evaluation of 

HSS proposals. Regardless of the civil society organisation’s (CSO) pushing to keep 

HSS interventions as a specific category, the separate channel for HSS funding dis-

appeared again in 2006 (Steurs et al, 2018). However, the topic persisted on the 

agenda and ideas were tabled to transform the GF to fight HIV/AIDS, TB, and ma-

laria into a Global Health Fund (Steurs et al, 2018).  

A constant struggle within the GF on the issue of HSS has persisted over the years 

attracting attention on the issue. However, despite several steps to slowly ‘de-
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verticalize’ the GF structure and activities, HSS mostly remained a secondary con-

cern for the Fund during the first decade of the 2000s, due to internal opposition as 

well as opposition from other organizations (McCoy et al. 2012). Moreover, many 

authors have claimed that GHIs like the GF understand HSS in a narrow, instrumen-

tal way, using well-targeted and specific interventions with clear, measurable out-

comes (Steurs et al, 2018). However, the GF claim to ensure that health systems in-

vestments are efficient and effective. A way to do this is by encouraging applicants 

to apply systems thinking approach. This can be achieved by considering needs 

across HIV, TB, malaria, and related health programme, as well as the broader health 

system which includes the community. For example, applicants are inspired to delve 

into how common systems constraints such as laboratory systems, supply chains or 

human resources impede progress in the fight against the diseases (The Global Fund, 

2021). 

While considerable research has been done on the GF, research into its relationship 

with the various components of the health system, and specifically the question of 

horizontality versus verticality, has been scarce. Therefore, this study investigates the 

effect of the GF on TB healthcare within the health system in Ghana and the with-

drawal of a component of financing on the delivery of TB service.  

3.2 Impact of the global health initiative and the Global Fund on African health sys-

tems including lower-middle-income countries. 

In spite of the ongoing debate about if and how vertical disease-specific programme 

funding undermine health systems performance in most recipient countries (Atun et 

al., 2011), the GF continue to provide financial assistance to strengthen the national 

Tuberculosis Control Programme (NTP) in low-and-middle-income countries (Bala-

banova et al., 2010). Some have argued that programmes funding has created vertical 

and parallel service delivery structures and hence weaken health systems in recipient 

countries (Atun et al., 2011). They argue that such funding and conditionalities have 

distorted government priorities in recipient countries (Atun et al., 2011). 

Additionally, some argue that programme funding and demands from financiers have 

increased responsibility and workload on clinicians and nurses which has led to bur-

dening them resulting in worker demotivation. Furthermore, there has been a report-
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ed increase in administrative duties resulting from more patient’s attendance and 

conflict in broader health sector reforms implementation in Cambodia (Paljärvi et al., 

2012). 

Several countries including Ethiopia have benefited from the GF TB grants and other 

GHIs with such interventions resulting in noticeable improvements in the health sys-

tems of the recipient countries (Desai et al., 2010; Katz et al., 2011). Furthermore, 

affordability, equity and access to health services were also reported to have im-

proved in GF TB grants recipient countries (Rudge et al.,  2010). Mounier-Jack et al 

(2014) have noted that in Cameroon, following the GF TB grants intervention, the 

disease surveillance system which is part of the whole health system was strength-

ened. However, the study did not clarify which part of the disease surveillance sys-

tem was strengthened and how that strengthening affected the whole health system.  

In countries like Ethiopia and Malawi, the GF TB grants were effectively used to re-

cruit health workers and train community health workers to address severe workforce 

crises by delivering basic health services to the population (Bowser, 2014). Similar-

ly, in Bangladesh and Ukraine, physicians and nurses were contracted on a short-

term basis with the help of GF TB grants to overcome human resources shortage to 

ensure continued delivery of specific services (Bowser et al., 2014).  

In most countries (including Malawi), the GF TB grants were used to build staff ca-

pacity through several in-service types of training. Beneficiaries of the training in-

cluded medical officers, laboratory scientists and technicians and nurses involved in 

TB, Multidrug-resistant (MDR) TB and HIV care, pharmacists in drug management 

practices, epidemiological courses for staff in public health institutions and data en-

try staff in data management (Vujicic et al., 2012) 

In Ghana, the GF TB grants have financed multiple health projects including facility 

refurbishments,  purchase of laboratory/diagnostic equipment such as microscopes, 

purchase of vehicles for field supervision and monitoring, financing for health work-

ers training (including international training for key staff ) and disease programmes 

for malaria, TB, and AIDS among others (Atun et al., 2011).  The NTP used the fund 

to recruit staff, pay hired staff, provide incentives or honoraria for workers, main-

tained equipment’s, and procure TB medication and supplies (Concept & Instruc-
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tions, 2014). It is worth noting specifically that the GF support for the HIV pro-

gramme in Ghana has improved infrastructure, human resources, and commodities, 

however little is known about the effects of these improved resources on TB actors 

(managers, frontline community health workers, treatment supporters) performance 

on the delivery of TB services (Atun et al. 2011). Studies that have been done in the 

area of HIV have assumed better performance for TB service delivery as a result of 

the improved TB resources but there is little evidence to this assumption.  

Even though the GF TB grants have assisted many countries to expand and improve 

TB services, the grant has also presented some challenges to some of the beneficiary 

countries’ health systems. Brugha et al. (2010) explained that in Malawi, following 

the grant intervention, in-patient’s attendance increased resulting in increased work-

load on health care providers. Additionally, Stillman et al. (2005) have also pointed 

out that the constraint posed by the GF on the health systems include the creation of 

parallel systems of procurement of drugs and commodities defeating existing nation-

al policies on decentralising procurement processes. Similarly, a short turnaround 

time for proposal development affected wider consultation of stakeholders. This has 

created a centralised planning process to respond to the GF leading to a lack of own-

ership of programme implementation at the sub-national level. In countries like Be-

nin, Ethiopia, and Malawi, the sub-national stakeholders complain of disempower-

ment resulting from GF management and describe it as “re-verticalization” of ser-

vices which has defeated the general trend towards integration of health services 

(Stillman et al., 2005). 

3.3 Conclusion       

This chapter continued the ongoing debate of whether or not funding to countries 

such as Ghana, which is not considered one of the wealthier nations of the world 

should be continued; or be increased and to what capacity? The impact or influence 

these funding will have on the overall expected healthcare services. In this chapter 

literature from other countries within Africa, such as Malawi and countries outside 

Africa such as China are discussed on how funding was utilized to improve their 

healthcare system and infrastructures. The chapter also examined incentives, an issue 

that could be easily overlooked. As the funding improved the employee’s expecta-

tions through workload also increased. Workers or employees’ sense of morale has 
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an impact on the type of healthcare service that will be offered. Therefore, some of 

the literature examined incentives and motivation of employees as their work life 

changed such as the case indicated in Malawi, where staff were provided with addi-

tional support and training. The following chapter presents an application of health 

systems thinking to pursue this study. 
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CHAPTER 4 

Overview of health systems thinking and frameworks. 

4.0 Introduction 

This chapter provides an overview of health systems thinking and justifies the sys-

tem's framework applied in this study. The focus of the chapter is to introduce the 

health systems approach adopted to achieve the study objectives. The next section 

provides an overview of systems thinking. This is followed by a review of the litera-

ture applying systems framework in health systems research in lower- and middle-

income countries (LMIC’s) and finally the conceptual framework used for the study. 

4.1 Overview of systems thinking.  

Von Bertalanffy (1956), defines a system as ‘‘a set of elements standing in interrela-

tion among themselves and with the environment’’. This definition, as well as others, 

share four common features: (1) having a group of elements- people, cells, mole-

cules, devices, or organizations forming a network; (2) the relationships and interac-

tions between the elements, within their environment (in an open system); (3) inter-

connectedness making up a larger and unified whole; and (4) serving a common pur-

pose and/or producing their pattern of behaviour over time (Cordon, 2013).  

In recent times systems thinkers contend that approaches to solving a complex prob-

lem by breaking it down into smaller manageable elements are no longer adequate. 

They argue that things are interrelated in this organic world where problems are to be 

addressed holistically. The philosophical tradition of systems thinkers can be traced 

back to Aristotle. He asserts that ‘the whole is not equal to the sum of parts’ (Jack-

son, 2003). Several system thinkers further developed this idea. For example, in the 

1950s the biologist Von Bertalanffy developed the open systems theory. This theory 

became very influential in the 1970s and 1980s. The open systems theory under-

scores the interaction between the living systems with the environment (Von Ber-

talanffy, 1956). Another founding father of systems thinking by name of Norbert 

Wiener, who developed cybernetics. Cybernetics focuses on general laws that govern 

control processes (Jackson, 2003). Forrester developed systems dynamic modelling 

in the 1960s (Forrester., 1968), which was made popular by Senge (2006) in the 

1990s. Systems dynamic modelling proponents argue that the system emerges from 
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underlying structures of flows, delays, information, and feedback relations (Forrest-

er, 1968). Nevertheless, the most significant development of systems thinking is the 

formation of complexity theory or complex adaptive systems. This system is sub-

sumed under complexity science, derived from non-linear dynamics, biological evo-

lution and social systems in the 1980s. Jackson (2003) states that in complexity sci-

ence, phenomena are situated at the ‘edge of chaos, a place in-between ‘order’ and 

‘disorder’ (Jackson, 2003). 

The emergence of health systems thinking has generally been context dependent and 

concord with four major phases of global health development. These phases are part-

ly in response to the unique needs of the international stakeholders who drive rele-

vant thinking (Van Olmen et al., 2012a). For example, vertical disease control strate-

gies were inherited from industrialised countries during the Cold War when the So-

viet Union countries withdrew from the WHO in the 1950s. Primary health care 

(PHC) was adopted between the 1960s and 1970s to respond to the failure of the ver-

tical approach. Responding to the failure of the vertical approach was to provide 

comprehensive approaches to tackle social inequity and the wider determinants of 

health around personal and societal development. 

Selective PHC was formulated in response to the criticisms of the unrealistic and 

idealistic concepts of the PHC during the 1970s and 1980s. In the 1980s health sys-

tems, concepts such as sustainability principles became popular. However, opposing 

factions between PHC and selective PHC co-existed from the late 1970s to the pre-

sent, although the positions of both factions have also shifted over time (Cueto, 

2004). 

The growth of health systems thinking was witnessed in the 2000s which paved the 

rise of Global Health Initiatives (GHIs) discussions. The discussion centred around 

integrating disease control with health systems, or the ‘synergy’ between GHIs and 

local health systems. Around the same time, WHO’s pursuit of health systems 

strengthening generated thinking about health systems performance (Van Olmen et 

al., 2012a). 

During the 1980s-1990s, a number of specific health systems frameworks emerged. 

These frameworks explicitly encompassed many of the holistic features of systems 
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thinking, considering the complex and dynamic relationships between actors or be-

tween systems elements, and even with the context. However, these frameworks dif-

fer in purpose, and the emphasis they place on particular concepts and health systems 

elements, and in the terminology and taxonomy, they use for defining, describing, 

explaining, and classifying health systems objectives, functions, and processes (Sha-

karishvili et al., 2010).  

After the year 2000, there were two distinctive assumptions about system thinking 

that featured in the literature. These are mechanical and adaptive assumptions in 

health systems thinking. Mechanical thinking is the current dominating approach to 

health systems thinking. To justify the choice of a framework for the study which 

emerged from adaptive thinking, it is necessary to discuss the concept and applica-

tion of the mechanical thinking vis- a- vis the adaptive thinking.  

A mechanical approach to health systems observes organisations and systems as or-

dered compositions with defined valid components. In this philosophy, human be-

haviour is considered to conform with, authority, regulations, and organisational 

change. In mechanical systems, predictable results are in response to a given stimu-

lus, usually under different circumstances. In a complex mechanical system like an 

automobile, it involves many interactions between distinct parts. However, the parts 

do not show emergent behaviour and ignore local adaptation (World Bank, 2007; 

Gilson, 2012a).  

In   WHO’s 2000 world health report, health systems performance framework fea-

tured under 'Health Systems: Improving Performance', (WHO, 2000). This frame-

work contributed to the health system debate. In the report, the health system is de-

fined as ‘all organizations, people, and actions whose primary intent is to promote, 

restore or maintain health (WHO, 2000).’ Four key functions of a health system are 

identified in the report. These are resource generation, financing, service provision 

and stewardship. These functions are considered as inputs driving the system and 

transforming it into health system outcomes (WHO, 2000).  

Roberts et al. (2004) propose a model to further the WHO 2000 health systems per-

formance framework. Roberts et al. derived their model from industrial organization 

economics. In the model, health systems are structured by state actions or non-
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actions that evolve to serve societal needs. The authors conceptualise the health sys-

tem as a set of relationships with five critical structural components (means), or ‘con-

trol knobs. These components are financing, payment, organization, regulation, and 

behaviour. These components are causally connected to the intermediate and final 

goals (ends).’ Even though these ‘knobs’ seem to be like the functions of other 

frameworks, they are perceived as ‘power mechanisms or policy tools. Actors can 

use these tools to adjust the health system and generate measurable changes in sys-

tem outcomes.  

One of the most widely used Health System Frameworks in Global Health is the 

WHO Building Blocks Framework. The framework states a discrete number of 

“building blocks” that make up the health system and these include: (i) health work-

force, (ii) service delivery, (iii) health information systems, (iv) medical products and 

technologies, (v) financing, and (vi) leadership/governance (stewardship) (WHO, 

2007). The framework offers an easy and useful way for policymakers and research-

ers to detect, explain, categorize, and monitor health system constraints and invest-

ments.  

WHO’s six building block framework presumes that health systems strengthening 

means addressing key constraints in each of these blocks (WHO, 2010). WHO 2000 

framework creates a more static effect and mechanical isolation of effects. It neglects 

the dynamic process and outcome aspects of health systems, thus hindering the un-

derstanding of impacts on the entire systems (Van Olmen et al., 2012b; Mounier-

Jack et al. 2014).  

In addition, these frameworks have adopted the conventional evaluation approach, 

which follows the linear logic of ‘input-output outcome.’ thereby neglecting emer-

gence and local adaptation. Despite their tendency to look at health systems as a 

‘whole’ by linking the processes (functions, policy tools) to outcomes, these frame-

works do not show any feedback and responses between the outcome, functions (or 

processes and inputs) and the contexts of the health systems. This straightforward 

analysis of situations will skip important sources of the challenges and fails to identi-

fy key determinants, interactions, and emerging behaviour as well as contexts that 

explain the overall success or failure of a programme. Design of interventions and 
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policy actions based on the linear logic often neglects the ‘spill-over’ effect of inter-

ventions on other building blocks, causing unintended consequences or ‘policy re-

sistance’ (Zou, 2018).  

Again, all the three frameworks described in the above sections have not considered 

the context within which social systems (including health systems) are rooted. For 

example, despite that, the WHO 2000 framework illustrates the formal architecture 

of the health systems, it does not capture factors outside the health system that will 

influence performance, such as the organisation or other social activities. The ‘five 

control knobs’ frameworks also lack consideration of unique historical, cultural, and 

political contexts.  

In brief, mechanical thinking in health systems research portrays the system as static 

and linear which is reduced to useful components. In some cases, relationships and 

complexity are mentioned, but without considering the evolving or adaptive behav-

iour of the health systems components or actors. In contrast to the mechanical think-

ing in the frameworks presented above the next section presents the adaptive think-

ing frameworks. 

According to Atun (2012), the health system is an open system. The system is inter-

connected with components that interact within the context in which the health sys-

tem is situated. Therefore, the component of the entire system form properties be-

yond its parts. The interacting elements impacts on each other with positive (ampli-

fying) or negative (balancing) feedback to determine the system’s behaviour. These 

concepts are well reflected in the authors' health systems framework formulated in 

the late 2000s (Atun & Menabde, 2008). The framework identifies four health sys-

tems ‘levers. These are stewardship and organizational arrangements, financing, ser-

vice provision, resource allocation and provider payment systems. These components 

will help to achieve intermediate objectives and goals (Atun & Menabde, 2008). The 

framework enables a broader, more complicated, and dynamic analysis of the context 

and health system components. Its usage helps to predict the effect and sustainability 

of disease control programme. Although the framework emphasises the dynamics 

and feedback loops of the health systems, it does not explicitly clarify the role of ac-

tors in the health system.  
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The WHO six building blocks framework was reconceptualised by De Savigny and 

Adam (2009). They proposed that the health system constitute relationships and in-

teractions among the building blocks rather than the blocks working in isolation. 

They explained that one block affects and influences the other and in turn affect oth-

ers. By this phenomenon, the interaction converts the blocks into a system (De Savi-

gny & Adam, 2009). The authors indicate that people play a significant role and not 

only as mediators and beneficiaries but also as actors driving the system. Generally, 

the framework explores the character of health systems, the interactions and feed-

back loops between the building blocks, actors and context, and the intended and un-

intended consequences of interventions (De Savigny & Adam, 2009).  

Recognising the influence of economic theories of markets and political institutional-

ism, Sheikh et al. (2011) formulated a complex health systems framework. The au-

thors claim that complex health systems concern non-linear and dynamic relation-

ships between distinct parts of health systems. Also, the interplays between the in-

tangible software including ideas, interests, values, norms, power, and forces shape 

relationships among system actors. Likewise, visible, and quantifiable hardware of 

systems (i.e., building blocks) (Sheikh et al., 2011). As compared to other frame-

works, this framework demonstrates the interactions between health system hardware 

and software elements.  

Comparing frameworks adopting mechanical thinking and adaptive thinking, the lat-

ter illustrates a more organic style to approach health systems description. These 

frameworks present new insights into the relational nature of health systems. Typi-

cally, these frameworks recognise the value of interrelationships between the health 

systems actors, blocks as well as their interactions to a functioning whole.  

As a result of the strengths of adaptive thinking, this study adopted the health sys-

tems adaptive perspective to analyse the GF TB grants effect on TB control pro-

gramme capacity to deliver TB services. The study analysed both hardware and 

software elements of the TB healthcare system. The health systems adaptive ap-

proach allowed the study to shift away from the mechanical focus of health systems 

opinions on blueprints, detailed plans, searching correct building blocks, functions, 

and tools to more dynamic and organic thinking and analysis and presented an ex-
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planation of the interaction between the effects of the GF TB grants and the TB 

healthcare system.  

4.1.1 Empirical application of health systems adaptive frameworks  

In this section, a review of some empirical studies applying the health system’s adap-

tive view to examine whether and to what extent software components of health sys-

tems are combined with the hardware components is provided.  

There are variations among studies characterizing human interactions or health sys-

tems software. Informed by the WHO’s systems thinking framework (De Savigny & 

Adam 2009), some studies focus to understand the impact of system-level interven-

tions on building blocks. Therefore, Health systems building blocks are systematical-

ly examined and fleshed out to address the research questions.  

For example, Mutale et al. (2017) used the WHO’s systems thinking framework to 

assess the impact of system-level interventions on building blocks. Mutale et al. 

(2017) analysed the system-wide effects of a complex health system intervention in 

Zambia. The intervention was ‘Better Health Outcome through Mentorship and As-

sessment’ (BHOMA). The intention was to improve service quality. The authors il-

lustrated the potential effect of context and its interaction with building blocks (Mu-

tale et al., 2017). Whereas this study provided a systematic and dynamic understand-

ing of the health systems impact, the study tends to be limited in exploring and em-

phasising ‘health systems software’ such as values, trusts and power dynamics of 

actors in driving changes or performance.  

Using the WHO’s systems thinking framework developed by De Savigny et al 

(2009), Yaya Bocoum et al. (2013) categorised health systems effects of task-shifting 

for HIV in Burkina Faso into supply-side factors and patients side factors. In contrast 

to the above study, this study recognised health systems software, for example, job 

satisfaction, staff motivation and performance, the relationship between doctors and 

other staff, professional protectionism, staff frustration (supply side); patients’ satis-

faction with services received by lower cadres (patient side) (Yaya Bocoum et al., 

2013). In studying the health systems effects, both studies identified the positive ef-

fects and the negative, unintended effects (Yaya Bocoum et al., 2013; Mutale et al., 

2017).  
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In the conceptualisation of the hardware and software, some studies explicitly inte-

grate the components of hardware (e.g., building blocks) and software (e.g., values) 

in their framework and analysis. Interpreting the hardware as well as the software 

components together with their dynamic’s relationships depends on the questions of 

the studies. Some studies aim at a hybrid analysis of the hardware and software with 

emergence, self-organising, and dynamic impacts of the elements.  

For example, Barasa et al. (2017) found that the weaknesses in hospital system 

hardware (e.g., resource scarcity) and intangible software (e.g., bureaucratic ineffi-

ciency) resulted in the self-organization of the hospital systems to respond to multi-

ple environmental pressures through revenue maximizing behaviour (emergent prop-

erty). The capacity for revenue generation became one of the important forces influ-

encing priority setting practices of resource allocation at the hospital level in Kenya 

(Barasa et al., 2017). 

To assess the impact of HIV service scale-up on mechanisms of accountability in 

Zambian primary health facilities, Topp et al (2015) identified dynamic influences of 

health systems hardware (i.e., building blocks) and software (e.g., trust and power 

relationships) on accountability and trust. The study found non-linear, short-term in-

fluences of the investments in the health systems hardware and software on the ad-

ministrative accountability (e.g., internal management) and social accountability 

(e.g., provider-patient relationships) in the HIV departments (Topp et al., 2015).  

In other studies, the authors show dynamic relationships between hardware and soft-

ware of health systems in their framework. Nonetheless, they have limited focus on 

the software of the health systems.  

For example, using the health system dynamics framework (Van Olmen et al., 

2012b), Bozzani et al. (2014) conducted a health systems analysis of eye care ser-

vices towards Vision 2020 goals in Zambia. Bozzani et al. (2014) noticed the under-

performing eye health system in all key areas of the framework, and the dynamic re-

lationships between the framework elements. For example, lack of resources (finan-

cial, informational, and physical) adversely affected leadership and governance, 

hampering the delivery of eye health services to the population. These factors jointly 

contributed to the failure of the eye health system to fulfil its values and principles 
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(software elements) of ensuring equitable access to eye care (Bozzani et al. 2014). 

Comparing Topps (2015) study and Bozzani et al (2014) study, in Topps (2015) 

study there was a recognition of the impact of the software issues as well as hard-

ware issues on accountability. However, Bozzani et al (2014) study did not isolate 

the actual software issues but recognised that principles and values had an impact on 

equitable access to eye care.  

Zou et al. (2015) used a framework to demonstrate the dynamic relationships be-

tween health systems context, processes, such as maintenance (e.g., values), man-

agement (e.g., supervision), technical subsystems (e.g., technical support) and out-

come of such collaboration. Guided by the dynamic framework, the study established 

how the different values of the TB programme and general hospital providers were 

shaped by different funding natures of two institutions; and how the management of 

the collaboration was shaped by the prevalent medical and related cultures in China 

(Zou et al., 2015). Similar to Bozzani et al study, Zou et al (2015) in their study rec-

ognises that resources (hardware (funding) had an effect on the values of manage-

ment and providers. However, less emphasis was placed on the software issues. 

The health systems dynamic framework was used to study extended prevention of 

mother to child HIV transmission (PMTCT) policy to Option B+, in Uganda. The 

health systems dynamic framework was used to explore the rapid changes and adop-

tions of new PMTCT policies as well as the health system preparedness to imple-

ment such programmes. Whiles actors and implementing partners attempted to 

strengthen resources at the district level, there was unintended consequences of gen-

erating dependence and uncertainty regarding sustainability (Doherty, 2017). 

In DCR Congo, Chenge et al (2010) identified an explosive increase in private medi-

cal schools that attracted vast numbers of students while lacking adequate teaching 

facilities. This resulted from the economic liberalization policies instituted by the 

government. Likewise, there was lack of the health and education ministries influ-

ence on coordination (e.g., of quality), organizations, regulation and financing mech-

anisms. An added effect was that both public and private health facilities increased 

their prices to enable them to cover staff costs. However, if the aspect of quality con-

trol is neglected, then the competencies of these health workers, their distribution and 
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the skill mix are easily distorted and thus the quality and efficiency of health care 

delivery are endangered (Chenge et al., 2010). 

Whereas the studies provided above aim on the health systems building blocks, or 

their interplay with the software of health systems, many of the studies provide dy-

namic analysis and exploration of the mechanisms of policy implementation or hu-

man behaviour. The studies used systems adaptive thinking, to explain a defined 

health system issue. 

Other studies emphasise the network of the numerous agents and their interactions 

and relationships or other health systems software (e.g., trust), and how they learn 

from external environments and adapt to the changes happening in systems. 

In Qianjiang, China, Tang et al. (2016) compared cooperative behaviours from both 

organizational and inter-professional levels among community health and hospital 

services before and after integrated care reform. It was discovered that the integrated 

care reform did not achieve its desired effect of improving continuity of care. The 

health organizations and services were loosely integrated as well as low cooperation 

levels between organisations and professionals. This was reportedly due to low mu-

tual trust among the health organizations. Principally it was due to poor financial in-

centives, lack of sustainable cooperation mechanism, and an effective communica-

tion platform (Tang et al., 2016).  

Ager et al. (2015) used systems dynamics analysis through participatory group model 

building to describe how service provision was threatened by the crisis that influ-

enced service quality; and how health systems actors adapted and responded to the 

crisis to maintain the service functioning in the Yobe State, Nigeria. The authors ex-

plained the dynamic relationships among health systems hardware (e.g., financial 

resources) and software (e.g., community cohesion, staff commitment and motiva-

tion) that influenced service adaptation and functioning (Ager et al., 2015).  

Generally, the above studies have a solid emphasis on the human elements, interac-

tions or ‘health systems software.’ On the other hand, other studies tend to be less 

organic as they hardly employ human elements to expound on the health systems is-

sues. 
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For instance, using systems dynamics, Agyepong et al. (2014) identified a non-

linear, indirect relationship between provider payment method and incentives of pro-

viders to see more active insurance cardholders or provide more inputs (drugs) per 

client. The study suggested that the wider national context, together with the charac-

teristics of the health system where the provider payment method was introduced, 

had contributed to shaping and modifying supply behaviour and incentive 

(Agyepong et al., 2014). 

Based on the studies discussed in this section (4.1.1) adopting adaptive frameworks 

principles have a greater possibility to capture the dynamic factors and their interac-

tions to explain health systems issues. Studies mainly focusing on the building 

blocks of assessing the systems-wide effect of health systems interventions may ig-

nore the assessment of the health systems software and human interactions. If aspects 

of the health system encompassing the hardware and the software elements are ne-

glected or not studied together, then the competencies of health workers, their skills 

and behaviour will not be identified thus the driving forces to the functions and the 

performance of desired programme outcome will be missed. Therefore, this study 

adopted an adaptive system framework to understand the effect of the GF TB grants 

on the NTP service delivery within the larger healthcare system as well as the with-

drawal of the GF enablers’ fund (package) on TB services delivery. 

4.1.2 Conceptual framework   

Van Olmen et al (2010) framework (Figure 4.1) was carved out of the Complex 

Adaptive System thinking. It is used to analyse health systems at the national, inter-

mediate, and local levels (Van Olmen, et al., 2010). The framework can also be used 

to focus on distinct levels in the health system or on specific programme or problems 

(Van Olmen, et al., 2010). By analysing the functions of the various elements and 

their interrelations within the system, a better understanding of the makeup and func-

tioning of the entire system is achieved. Activities by an actor (people with similar 

functions) often elicit reactions by other actors, leading to reactions, and so on. This 

shows the relative unpredictability of processes in the health system. Therefore, 

analysis of the health system needs to be complemented with an analysis of its actors 

with the aim to provide the impact of the actors on the health system functions. 
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Nevertheless, to strengthen health systems entails continuous development to im-

prove the performance of existing health systems. This entails a core analysis of 

problems as well as the power and interests of important actors emerging from issues 

in their relations. Health system interventions often lead to tensions between actors 

and resistance  

FIGURE: 4.1 VAN OLMEN ET AL. GENERIC HEALTH SYSTEMS 

FRAMEWORK 

 

to change. Because the health system affects the existing power relations or the dis-

tribution of resources and because actors are required to adapt (Van Olmen, et al., 
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The handling of this process is part of governance and leadership, which encom-

passes the coordination, the interaction and negotiation between actors; the creation 

of mechanisms for priority-setting; balancing of different interests; and steering ac-

tors (Van Olmen, et al., 2010). 

Principles that guide any health system efforts are as follows: 1) The most important 

capacities of health system need attention first: the governance function, the health 

workforce component and the service delivery component; 2) Strengthening the 

overall system capacity involves the coordination of efforts founded on a coherent 

policy, vision and long-term view, which are linked with goals and values; 3) 

Strengthening governance is a long-term effort, necessitating continuity in time and 

the creation of structures to ensure institutionalisation of processes; 4) Alignment 

and coordination should be improved through dialogue, in addition to other steering 

mechanisms such as bureaucratic control and financial incentives; and 5) health sys-

tem entails a continuous interaction with and adaptation to context and transfor-

mations in time, in which gradual change prevails (Van Olmen, et al 2010). Based on 

the strengthens as well as the adaptive nature of the Van Olmen et al (2012) frame-

work this study adapted the system's framework proposed by Van Olmen et al 

(2012).  

This analytical model provided by Van Olmen et al (2010) for health system analysis 

was applied to provide analysis of the GF effects on the delivery of TB services 

within the Ghana national TB programme systems structure. In addition, it was used 

to provide the consequences of the withdrawal of enablers’ funds (package) on TB 

service delivery (Figure 4.2). 

The framework was used to provide analysis and understand how the full GF TB 

grants impacted on the TB actors (managers, frontline community workers and 

treatment supporters) practices within the Ghanaian TB Healthcare system to deliver 

TB services and how the withdrawal of the GF enabler’s fund influenced TB service 

delivery. 

The service delivery components examined in this study were case search, TB pa-

tients care and support, monitoring and supervision. The study also applied Sheikh et 

al (2011) to highlight the interplay between the visible and quantifiable hardware of 
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the health system (resources) and the intangible software, such as relationships 

among system actors and the factors influencing such relationships. (Schematic dia-

gram of the framework is shown in figure 10.1). 

FIGURE 4.2: ADAPTED FRAMEWORK FOR ANALYSING TB HEALTHCARE SYSTEM IN 

GHANA  
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expended to strengthen the delivery of TB services as well as the withdrawal 

of a GF enablers’ fund (incentive package). 

• Health systems elements and processes relevant to this study, including gov-

ernance and leadership, resource distribution, organisation of TB service de-

livery during the administration of the GF TB grants and with its enabler’s 

fund (package) component and when the enablers’ package was withdrawn. 

This is explained as follows:  

• Governance refers to the management procedure within the national TB con-

trol programme services delivery in Ghana. Areas of inquiry may include re-

cruitment and training, monitoring and supervision, resources allocation, mo-

tivation, and incentives. This was examined across the spectrum of the TB 

healthcare delivery system in Ghana. 

• Resources refer to human resources and physical infrastructure, medication 

supply, financial and equipment allocation and information sharing required 

for TB service delivery.  

• The population in this study refers to TB patients who have completed their 

TB treatment regimen. 

• Services delivery includes TB case search, case detection, TB patients care 

and support. 

• The outcome of interest in this study is GF TB grants effects on behaviour 

(practices) of managers, frontline workers and treatment supporters that re-

sulted in NTP programme indicators (TB treatment success and adverse TB 

outcome). 

• Values and principles reflect the professional culture of TB service provision 

among actors (managers, frontline community health workers and treatment 

supporters) in TB healthcare facilities within districts, and values embedded 

in practices between different actors of health professionals and treatment 

supporters.  
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4.2 Conclusion 

The chapter has presented an overview of the health system thinking and justified 

studies applying systems adaptive thinking. Some of these studies have focused 

on both the visible and quantifiable health system hardware and the intangible 

system software to identify the impact of policies, interventions, and human re-

sources on the health system functioning. The selection of the framework which 

guided this current study was also provided. In the following Chapter 5 (Method-

ology), the researcher discusses the study design, data collection and analysis 

process and conclude with reflections of the study.  
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CHAPTER 5 

 Methodology 

5.0 Introduction 

In order to study the effects of the GF TB grants on the TB control programme to 

deliver TB services in Ghana, the researcher used a case study design with a prag-

matic mixed-method approach. The study used a sequential mix of qualitative and 

quantitative methods for data collection and analysis (Creswell, 2017).  

The chapter presents the study design, research approach, and data collection meth-

ods used in the study. Subsequent sections discuss data processing and management 

as well as analysis methods, ethical considerations, and reflections on the research-

ers' position as a researcher in the field and how this impacted the research.  

5.1 Study design 

5.1.1 Case Study design 

Case studies in health care can provide in-depth insights into healthcare interven-

tions, to understand why health programmes succeed or fail, or to identify mecha-

nisms underlying intervention effects (or absence of such effects) (Wensing & Grol, 

2005). Yin (2014) explains that one single definition of the case study has not been 

established. Yin (2014) further state that a case study has been interchangeably 

adopted as a method and/ or a research design. The case study is also defined by the 

interest in the individual cases, experiences, and events and not a specific method of 

enquiry (Denzin & Lincoln, 2011). Kumar (2005) suggests that the case study re-

search design is useful when the study is extensively anchored on exploring and un-

derstanding rather than quantifying and confirming. Following these recommenda-

tions, a mixed-method case study was employed to understand the effects of the GF 

TB grants on tuberculosis service delivery in Ghana and the withdrawal of the GF 

enablers’ fund on the frontline workers behaviour (practices) to deliver tuberculosis 

services.  

Yin (2003; 2014) indicates that a case study can illustrate certain topics within an 

evaluation, through descriptive and explanatory modes. Following Yin (2014), this 

study examines and describes the activities of NTP related to the GF TB grants for 
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TB control activities, as well as explaining the perceptions and experiences of TB 

control actors who were engaged with these activities. In doing that, the qualitative 

results were useful to present some explanation that was associated with the quantita-

tive findings. This allowed conclusions to be drawn on the behaviour (practices) of 

the TB actors (managers, frontline community health workers and treatment support-

ers/ caregivers) involved in the TB control programme and how that impacted the TB 

control programme indicators. The quantitative aspect of the study involved a retro-

spective secondary data analysis to determine the patterns of case detection, treat-

ment success and adverse treatment outcome during the full GF TB grants period 

(2012-2014) and when enablers’ fund component of the grants were withdrawn 

(2015-2017). 

Critics of the case study approach have mentioned its low generalisability, per the 

limited number of cases under investigation. Anyhow, a case study employs diverse 

ways to reach generalisation, for example, instead of generating findings of the sam-

pled population to the defined population (statistical generation), a case study com-

pares its findings with an existing theory. This way case study contributes to the 

‘generation’ of the theory. While more case studies can strengthen or broaden such 

generalisations (Yin 2003; De Saint-Georges, 2018), in this study, for example, Van 

Olmen (2010) framework which illustrates systems thinking was used to explain TB 

actor’s practices in the context of GF TB grants to strengthen the delivery of TB ser-

vices during and after GF enablers’ fund (package) was withdrawn.  

Critics comment on the rigour of construct validity in the case study. They claim that 

the researcher may have frequent field visits leading to closer interactions with the 

research participants as compared to general qualitative studies. In such a case, the 

results may be more vulnerable to the researcher’s influence. This necessitates the 

establishment of a chain of evidence for sufficient reference, and the use of triangula-

tion, which uses multiple sources and multiple methods of evidence (Riege, 2003; 

Yin 2003). In this research, adopting systems thinking lends to accomplish construct 

validity because it encourages holistic thinking and data collection, which brings to-

gether the health systems context, health systems components and processes, to ex-

plain the actor’s practices to strengthen the delivery of TB services. Besides, the re-

searcher used different data collection methods to guard against bias. Also, partici-
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pants narratives were not altered in any way, and in some cases, direct quotations 

were used. 

5.1.2 Case Study: The NTP 

According to Bryman and Bell (2012), a case study, allows the researcher to under-

stand individuals’ perceptions and experiences, as well as organisational and mana-

gerial processes. The NTP was selected as an organisation within the larger health 

system to study the organisational processes to achieve the GF TB grants implemen-

tation objective. Besides, the researcher had previous working experience with the 

tuberculosis control programme at the regional health directorate as explained in 

Chapter 1. Based on that, the researcher was granted access to conduct interviews 

with workers involved in TB control activities. The NTP annual reports reflected that 

some NTP activities are seemingly improving the NTP programme indicators which 

are believed to be motivated by the impact of the GF TB grants administration. To 

understand this reality, the researcher studied the GF TB grants on activities per-

formed by the NTP and engaged with the managers, frontline community health 

workers, treatment supporters/ caregivers who conducted these activities.  

5.2 Research approach  

A mixed-method approach was used in this study. A mixed-methods approach has 

generally been associated with a pragmatic epistemological position since it offers an 

‘umbrella’ paradigm allowing the convergence or combination of quantitative and 

qualitative methods. In pragmatism, less emphasis is placed on epistemological puri-

ty. Pragmatism relies more on ‘what works’ stressing on the research questions that 

call for “real-life contextual understanding, multi-level perspectives and cultural in-

fluences” (Creswell, 2007). In this study, the aim was to explore the perspectives of 

actors working in different capacities. Their working environment and position will 

reflect different ‘realities’. This is because different work experiences provide differ-

ent views and perspectives. These views may not always represent a single ‘truth’ 

but multiple ‘truths’ including conflicting truths. 

In the pragmatism paradigm, methods are not predefined but depend on the problem 

and the research objectives (Creswell, 2008). Pragmatism is therefore about freedom 

of choice to draw on different approaches and procedures for what best serves the 
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purpose of the research. It also draws its strength from the theoretical and methodo-

logical differences of qualitative and quantitative approaches to generate more in-

sight from the study than can be achieved by using either one on its own (O’cathain, 

A. & Thomas, 2006). Additionally, the research explored and identified issues aris-

ing from NTP grants administered to strengthen the delivery of TB service. The 

choice of the pragmatic approach was driven by the research objectives. The prag-

matic approach provided a complete and expressive image of understanding the ef-

fect of the GF TB grants offered to the NTP to strengthen the delivery of TB ser-

vices. Furthermore, it was also useful in identifying the intangible (relationships, 

trust, power etc) effects between managers and frontline community health workers 

as well as treatment supporters (caregivers) working together within the NTP. The 

approach also provided a means to better understand the enablers’ fund withdrawal 

effect on the frontline community health workers and treatment supporters (caregiv-

ers) commitment to care for the TB patients during the TB patient’s treatment period. 

In appendix A the researcher has provided a schematic representation of the research 

depicting the objectives of the study and the means utilized to address the study 

methods. It is intended to provide an immediate understanding of this study. 

5.3 Pilot Study 

The purpose of the piloting was to determine the strengths and weaknesses of the in-

struments. The outcome of the exercise was to shape the question format, wording, 

order and to identify if the intended participants understood the questions. After the 

process, participants were allowed to give their views. However, due to insufficient 

time, they forwarded their concerns by email regarding the use of the study instru-

ments. Audio recording and note-taking during the process were done. This was to 

further help revise the instruments.  

Piloting of the study instruments (interview guide and topic guide) was done using 9 

purposively selected individuals from the regional TB diagnostic hospitals in the 

capital city of Accra. Two of the selected participants were researchers. They also 

worked with the TB control programme both during the full GF TB grants imple-

mentation period and when the enabler’s component of the funding was withdrawn. 

The remaining 7 participants were a combination of 3 frontline workers, 2 treatment 

supporters and 2 managers.  
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The instruments for the quantitative TB patients record review (data extraction tool) 

was adapted from two already published studies. One from Danso et al (2015) and 

the other from Billingsley et al (2011). Piloting was done at Lekma hospital located 

in Accra. The process helped to redesign the instrument to make the sequencing of 

the interested variables to be entered unto the data extraction tool follow a similar 

order as in the TB registers to make entries on the data extraction tool easier and also 

to prevent recording skips. The final instruments (Appendix D, Data extracting tool) 

were developed after approval from the researcher’s supervisors.  

5.3.1. Lessons learnt from the pilot phase. 

The study revealed that besides the district health director, each district had a TB fo-

cal person who was responsible for the TB control programme in the district. These 

workers are responsible for the disbursement of TB funds allocated from the regional 

level to the community level and coordinate all TB activities in the district. These 

officers were found to also be useful to provide better information to understand how 

the GF TB grants provided to the district was used for TB activities in the districts. 

Therefore, in the main study, the researcher included these officers as part of the re-

spondents.  

In addition, the researcher observed that the structure of and wording of some of the 

questions on both the interview guide and the topic guides did not elicit the right re-

sponses. Table 5.1 provide an example of how some of the questions on the inter-

view guide was reviewed.  

In the pilot study, the researcher learnt how to build rapport to facilitate data collec-

tion and gained practical insights on how to conduct data review. The researcher also 

gained insight into the operational activities of the TB healthcare system and funding 

allocation at the district level. This helped to focus the main study in terms of the 

qualitative data collection and a good discussion of the results.  

Furthermore, the researcher noticed that it was difficult to identify frontline commu-

nity health workers who had worked both during the period of the full GF funding 

(2012-2014) and the withdrawal period (2015-2017) because of staff attrition. Snow-
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balling was identified as more appropriate to select eligible workers to be engaged in 

the focus group discussion.  

The pilot study also revealed that more time was required for the interviews: an aver-

age of 2 hours was used for the interview and the focus group discussions, respec-

tively. Therefore, in the main study, the duration on the participants’ information 

sheet (Appendix, B) was changed to reflect an estimated period of 2 hours. 

TABLE 5. 1 EXAMPLE OF REVIEWED QUESTIONS ON INTERVIEW GUIDE 

 Original question  Modified question Comments  

District managers interview guide 

1. How many people were recruited 

through the GF to support the TB 

control work in your district? 

How many fresh staff 

were posted to support 

the TB work in your 

district? 

District managers 

were not mandated to 

recruit. 

2. What specific deficiencies in 

terms of staff capacity develop-

ment did the GF addressed, 

What specific in-service 

training did you under-

go via the GF TB grants 

to enhance your mana-

gerial capacity in TB 

control services?  

 

 

In addition, the researcher realised that treatment supporters were specific to patients 

during the period of their treatment. They did not remain as treatment supporters dur-

ing both the GF enablers’ fund period and withdrawal period. In the main study, the 

researcher stratified the treatment supporters according to the period of their treat-

ment support. For example, those who received incentives from the enablers’ fund 

during their treatment support and those who did not.  

More so, the data extraction tool did not conform to the format of the facility TB reg-

ister which made extraction more difficult to locate the needed variables to write 

them on the data extraction tool. In the main study, the researcher organised the col-

umns on the data extraction tool to follow the format in the facility TB register to 

make extraction easier and to prevent errors.  
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5.4.  Qualitative methods 

5.4.1 Sampling and participants selection 

One of the strategies to obtain reliable and verifiable data is appropriate sampling. 

According to Morse et al (2002), the appropriate sample consists of participants 

‘who best represent or are knowledgeable of the research topic’. From Braun and 

Clarke (2013), sample links directly to recruitment, and that is how individuals 

discover and obtain participants to participate in a research study.  

Suter (2012) further notes that sampling for congregating texts is often purposive, 

denoting that participants are selected to serve an explicit purpose (not randomly 

to allow generalisation across a population), and the purpose of the sampling is to 

‘maximize the value of data for theory development by gathering data rich enough 

to uncover conceptual relationship’ (Suter, 2012). Therefore, selected participants 

in this study were limited to people possessing knowledge and experience in TB 

control programme who responded to the research question. These participants 

were purposively chosen to participate in the study. 

The study participants were policy makers, TB programme monitoring officers, 

managers and providers involved in providing TB control services (Table 5.2). This 

study recognises policy workers, TB programme monitoring officers, and directors 

as managers because of their management role in the health system. Similarly, com-

munity health workers (community health nurses, TB coordinators, community 

health technical offices, laboratory workers and field technicians) are all classified as 

frontline community health workers because of their role at the district and sub-

district levels of the health system providing direct services to TB patients. Addition-

ally, TB treatment supporters who are not direct employees of the health system but 

provide services to TB patients are considered as caregivers. As earlier explained in 

the pilot study snowball was used to select frontline community health workers who 

were present both during the full GF TB grants implementation and the withdrawal 

of the enablers’ component of the grants.  

These participants were chosen with specific reasons in mind, for instance, their sig-

nificance to the topic of the investigation and their presence during both the full GF 

TB grants period (2012-2014) and enablers’ fund withdrawal period (2015-2017). 
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The choice of these participants gave a good representation of the mix of workers to 

gather perspectives and their linkages on practices within the TB healthcare system 

from the national policy formulation level to the frontline provider who is directly in 

touch with the TB patients.  

The selection of the participants was based on the structure of the health system de-

scribed in sections 2.2.1 to 2.2.5. At the national level, there is only one national lev-

el TB control manager likewise there is only one director-general of health services. 

These participants were therefore selected as key informants. A national-level partic-

ipant involved in health systems strengthening who worked outside the government 

setting (USAID) but participated in TB activities was also selected as a key inform-

ant.  

The entire country is divided into two (southern and northern) based on the spatial 

economic structure which was of interest to the colonialists. The forest belt region 

produced major economic activities and the coastal port towns played a crucial role 

in import-export activities (Songsore, 2010). These regions are considered the south-

ern part with its cities and towns more developed. These southern regions are the 

Western, Central, Ashanti, Greater Accra, and Eastern Regions. 

In principle, the northern part of the country was excluded from any activities that 

brought development and benefits thus necessitating the birth of a developmental gap 

between the northern and southern regions (Dickson, 1968). This partly accounts for 

the least urbanised and underdevelopment nature of the modern-day three adminis-

trative regions comprising Upper West, Upper East, and Northern Regions of Ghana. 

As a matter of proximity and sharing similar dispersed settlements Brong Ahafo and 

Volta Regions are added in this study to consist of the Northern Regions in Ghana. 

Having the characteristics of the southern/northern regions in mind participants se-

lection at the regional level was based on the southern/northern divide and the will-

ingness of the regional TB manager (regional TB coordinator) to participate in the 

study. Therefore, out of the 5 regional managers contacted on phone, each from the 

southern and northern regions, 2 of the managers from each region who were present 

both during the full GF funding and the withdrawal of the enabler's fund were in-

volved in the study (Table 5.2).  
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At the district level, 3 districts each from the southern and northern regions were 

purposefully selected from the regions where the regional managers were selected. 

The regional managers provided the contacts of the 3 districts managers (district di-

rectors) and 3 TB coordinators to be interviewed based on their availability both dur-

ing the full GF period and when the enablers' fund was withdrawn. Each of these dis-

trict participants were then contacted and interviewed after accepting to participate in 

the study (Table 5.2). 

Even though the random selection was done to select the health facilities to conduct 

the records review explained in section (5.5.1) not all the heads of the selected health 

facilities were present both during the full GF funding period and when the enablers' 

fund was withdrawn. Therefore, 4 out of the 6 district managers (healthcare facility 

heads) who were interviewed did not work at the healthcare facilities where the rec-

ords review was conducted for the quantitative study. However, they assisted to pro-

vide names of health facility heads who were present both during the full GF funding 

period and when the enablers' fund was withdrawn. 

In each of the 3 districts both in the southern and the northern regions the district TB 

coordinator assisted with the names of the frontline community health workers and 

the contacted persons also provided names of frontline community health workers 

who were present both during the full GF funding period and when the enablers' 

component of the fund was withdrawn. These participants were contacted by the re-

searcher who accepted to participate in the study.  

The selection of the treatment supporters followed the same procedure as the front-

line community health workers. However, in this case, two groups of treatment sup-

porters were identified and participated in the study. Those who were health workers 

and those who were not health workers (Table5.2). Nevertheless, in each selection, 

the criteria for the participants' selection were based on their availability both during 

the full GF funding period and the enablers' withdrawal period. Figure 5.1 shows the 

location of the interview participants.  

The sampling approach provided the researcher, flexibility to focus on critical partic-

ipants to answer the study questions (Denscombe, 2007). Though the approach does 
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not provide a representative sample it offers rich data which is not otherwise availa-

ble through other sampling methods.  

TABLE 5.2: PARTICIPANTS SELECTION METHOD  

Participant’s 

category 

Method Method of 

selection 

Number Criteria for selec-

tion 

Notes 

 

 

 

National and 

regional level 

leadership 

involved in 

TB control 

and health 

system 

strengthening 

 

 

 

Key In-

formant 

interview 

 

 

 

 

Purposeful 

 

 

 

 

7 

1. National TB con-

trol Manager,  

2. Director-General 

3. Health system 

strengthening spe-

cialist (USAID)  

There is only one National 

level TB control manager 

likewise there is only one 

Director General of Health 

Services and one focal 

person from USAID in-

volved in systems 

strengthening.  

Regional level selection 

2 from southern region 2 

from the northern region 

Regional level 

managers selection 

4/10regions * 100 

=40% 

 

District and 

Health facili-

ty-level lead-

ership in-

volved in TB 

control activi-

ties 

 

One-on-

one semi-

structured 

interview 

 

 

Purposeful 

 

 

18 

District level selec-

tion 6/216 districts 

*100=2.7%  

 

3 districts each in northern 

and southern regions in 

Ghana  

District TB coordi-

nators 6/216 dis-

tricts *100=2.7% 

3 districts each in northern 

and southern regions in 

Ghana 

Health Facility lev-

el leadership 6/817 

health facili-

ties*100=0.7% 

3 districts each in northern 

and southern regions in 

Ghana 

Treatment 

supporter who 

are health 

workers and 

those who are 

not. 

Focus 

group 

discussion 

(FGD) 

 

Purposeful 

 

 

10 

30/300 community 

health work-

ers*100=10% 

 

30/150 non-

community health 

workers*100=20% 

 

5 FGD from northern and 5 

FGD from southern. 

 

2 groups of non-health 

workers who are treatment 

supporters.  

3 groups of health workers 

who are treatment support-

ers  

 TOTAL 35   

5.4.2 Preparation and gaining entry.  

According to Creswell (2014) gaining entry to a study site and the ethical issues that 

might occur are also components of the investigator’s responsibility. He argues fur-

ther that it is imperative to gain the right of entry to research or archival places by 

pursuing the approval of gatekeepers and individuals at the site who also gives entry 

to the site and accept the study to be carried out. Getting ready to enter the sites for  
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FIGURE 5.1 LOCATION OF SELECTED SITE IN SOUTHERN AND NORTH-

ERN REGIONS WHERE PARTICIPANTS INTERVIEWS WERE CONDUCTED.

 

data collection comprised, identifying the sample frame, visiting all study sites, get-

ting approval and access to participants as well as the health facilities selected to be 

involved in the study. As part of the preparation, the national TB control programme 

manager was contacted first to seek approval to conduct the study and to establish 

rapport aiming to gain support during the data collection exercise at the selected sites 

and acceptance of the study at the sites. This was necessary because the national TB 

control programme manager was responsible for both material and human resources 

used to ensure services delivery.  

Similarly, to enhance the relevance of the study and promote the uptake of findings 

by the national TB control programme, the manager was consulted and included in 

the study as much as possible from the very beginning. Also, a comprehensive list of 

all health facilities in Ghana providing TB treatment services was obtained from the 

district health information management system (DHIMS) database at the national TB 
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control headquarters. This is the operational office for the national TB control pro-

gramme manager. This was done in preparation for a random selection of TB treat-

ment healthcare facilities for records review.  

Establishing a collaborative relationship with the various districts was imperative to 

gain access to information for the research. Therefore, as customary, the researcher 

asked for permission from the regional  directors of health services to gain ac-

cess to the districts where the district level participants were reached. Selected dis-

trict directors, regional supervisors, health facility heads, community health nurses 

and treatment supporters were then engaged to participate in the study. The research-

er explained the purpose of the study to the selected participants at each level of the 

data collection. 

5.4.3 Data collection methods 

Methods used for qualitative data collection in this study comprised: Key informant 

interviews (n=7), in-depth interviews (n=18), focus group discussions (n=10) as well 

as the researchers’ field notes (Table 5.1). 

The researcher began the process by obtaining approval from national, regional and 

district directors of health services. Consent was further sought from participants and 

appointments were arranged. Together with the participants, an agreement was 

reached about the venue and time for the interviews to be conducted. 

A four-step bottom-up strategy illustrated in figure 5.2 was followed during the data 

gathering section of the study. This bottom-up strategy was used to gather general 

ideas about the usefulness of the GF TB grants on TB control activities from the 

frontline workers who provided direct services to the TB patients first. The approach 

was useful to identify emerging issues from the frontline workers. The emerging is-

sues from the frontline workers became the basis of the enquiry during the following 

sessions of the data gathering. Below is the stepwise description of the process. 

STEP 1: The researcher initially conducted a focus group discussion (FGD) to gen-

erate ideas about perceptions, experiences, and operations of the frontline treatment 

supporters (Appendix E, Topic guide) and frontline community health workers (Ap-

pendix F, Topic guide) who provide direct supervision to patients. Emerging issues 
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from the discussion’s latter became the triggers for the discussions and interviews in 

the following stages of the data gathering.  

STEP 2: District-level managers who provide direct supervision to community 

health facility staff were interviewed on issues concerning finances, human re-

sources, governance, supervision, and delivery of TB services.  

STEP 3: Regional level monitoring and evaluation staff were also interviewed after 

the district level interview was conducted. The main reason for the involvement of 

these participants was to gain insight into how the GF TB grants supported service 

delivery, monitoring and governance system at both the district level and regional 

level.  

STEP 4: Finally, the national level participants were interviewed to gather issues on 

policy, governance, service delivery and TB control programme financing.  

In all the interviews, probes and prompts were used to gain more in-depth insights 

and to stay focused on the topic at hand. One research assistant was recruited to pro-

vide data collection support to the researcher, especially during the focus group dis-

cussion.  

FIGURE 5.2: DATA GATHERING PROCESS.  

        STEP 1: Community based data collection Service Providers 

a) FGD with treatment supporters 

b) FGD with community health workers  

c) One-on-one Semi-structured interview with Health Fa-

cility Heads 

 

                                 STEP 2: District based data collection Managers and supervisors. 

a) One-on-one Semi-structured interview with the district 

directors of health services 

       STEP 3: Regional based data collection Monitors and supervisors 

a) Key informant interview with regional TB control focal 

persons 

                               

                                   STEP 4: National based data collection Policy formulators, 

                                                monitors and supervisors.  

        Key informant interview with the programme manager,  

        director general and NGO’s 
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He managed the tape recording as well as taking notes during the focus group discus-

sion. The researcher coordinated all the data gathering process and moderated both 

the interviews and the focus group discussions using the thematic guide.  

5.4.3.1 Focus Group Discussions 

According to Lewis (1995), a  focus group is broadly defined as a small gathering 

of individuals with a common interest or characteristic, assembled by a moderator. 

The moderator uses the group and its interactions to gain information about an is-

sue. Kielmann et al, (2012) have also stated that a focus group is useful to explore 

and generate common ideas. The authors indicated that it is also used to assess per-

ceptions and identify common trends, assumptions, and idea differences. In this 

study, the focus group was conducted among treatment supporters and community 

health workers. Five different focus group discussions were conducted with a hetero-

geneous group of 2 non-health workers who are treatment supporters and 3 health 

workers who were treatment supporters. Heterogeneity serves to encourage various 

perspectives on the topic being discussed (Table 5.2). Participants of the focus group 

were selected to ensure that all the key areas of relevance to the topic were covered 

and that there was diversity (Ritchie et al., 2013). 

Names and locations of treatment supporters were identified from the district TB 

treatment registers. Participants were contacted on the phone to ask about their con-

sent to participate in the study and every detail about the study was explained to 

them. Those who agreed were invited and those who did not were ignored. In each of 

the districts, one frontline community health worker from each selected healthcare 

facility within the district was identified through the help of the district disease con-

trol officer to be included in the focus group discussion.  

The focus group discussions were conducted in the conference rooms at the district 

health directorates. The venue was very peaceful, relaxed, reachable, and free from 

interruptions. In each district, the discussion started at 12noon. The time duration for 

each discussion was 2 hours.  

Before the interview session started, the researcher introduced himself to the partici-

pants and revealed the key aim of the study. The researcher informed the individual 
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participant that the interview would be audio recorded and the interview session 

would last not more than 2 hours. Also, participants were informed that the interview 

would be transcribed for data analysis. The researcher also informed participants that 

there was no right, or wrong answers and the main idea of the interview was to doc-

ument their experiences, opinions, and feelings about the topic, therefore, they 

should take their time to think about the questions and respond. This was done to es-

tablish rapport, build trust and confidence as well as encourage more dialogue.  

5.4.3.2 In-depth interviews 

Braun and Clarke (2013) state that an in-depth interview is a principal method for 

qualitative interviews. Flick (2015) explains that for in-depth interviews, a list of 

questions is prepared to cover the proposed breadth of the interview. For example, 

an interviewer develops an interview guide to direct the interview. The purpose of 

the interview is to get the individual opinions of the interviewees on an issue un-

der investigation, and interviews should ideally start as a conversation between 

interviewer and interviewee. According to Savin – Baden et al (2013), the inter-

viewer does not only determine the questions but includes supplementary issues 

based on the participants’ remarks and answers. The issues tend to be open-ended 

enough to permit interviewees to direct their views on a topic or issue and allow 

for similar data to be compared across interviewees. 

In this study, in-depth interviews with the managers were conducted because of rich 

and detailed data that would be generated about the manager's experiences and 

perceptions. In-depth interviews also provided flexibility to probe and ask un-

planned questions (Braun & Clarke, 2013). 

All interviews were audio-recorded with consent from the participants. The venue of 

the interview was mostly in the offices of the participants. The atmosphere was re-

laxed but there were some interruptions. This happened when officers entered the 

offices to either explain or enquire from their bosses. When this happened, the re-

searcher had to pause the audio recording and resume the interview when they had 

finished responding to the intruder. This affected the consistency and flow of the in-

terview and prolonged the appointed time. On average, each interview lasted for 2 

hours. 



 

68 

 

During each interview, the aims and objectives of the study were explained to all 

participants and written consent was obtained after the participant information sheet 

had been read. Further clarification and emphasis were made on the use of the infor-

mation, as well as measures instituted to preserve the privacy and confidentiality of 

participants. Consent was also sought for each interview to be audio-recorded. Notes 

were taken to complement the audio-recorded data and capture the non-verbal com-

munications. The notes helped the researcher to reflect on the daily activities at the 

end of the interview to gain insight into the participants’ viewpoints that they were 

unable to express verbally during the interview session. Four interview guides (Ap-

pendices, F to K) open-ended question protocols were used as a guide for the inter-

views. These guides were used for managers and supervisors.  

5.4.3.3 Key Informant interviews 

According to Marshall (1996), a Key informant is an expert source of information. 

Patton (2002) defines Key informants as individuals who are particularly knowl-

edgeable about the inquiry setting, and whose insights can prove useful in enabling 

the investigator to understand what is happening and why. Key informants within a 

society or organisation can provide more information and a deeper insight into what 

is going on around them (Marshall, 1996). Marshall notes that the principal ad-

vantages of the key informant method are the quality of data that can be obtained in a 

relatively fleeting time. On the other hand, its potential weaknesses are the unlikeli-

ness of the Key informant to represent, or even understand, the majority views of in-

dividuals in their community. Similarly, any difference in status between informant 

and researcher can result in an uncomfortable interaction.  

In this study, the selected key informants were experts who have diverse back-

grounds and their speciality areas tallied with the study topic. Some were TB control 

programme managers who participated in the implementation of the GF funded TB 

control programme. Others were health systems strengthening experts who engaged 

in training managers, community health workers, monitors and supervisors and the 

rest were monitoring the evaluation workers involved in monitoring TB control ac-

tivities implementation at the regional and district levels. The interviews were con-

ducted face to face. These interactions provided important background information 

on TB control programme policy, application for GF TB grants and functions and 
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relationships of TB control programme workers as well as the structure of the TB 

control programme.  

On average, an interview lasted for 2 hours. The interesting component was the shar-

ing of their institutional memories and insights on preparing to retire from their cur-

rent positions. All the participants without hesitation signed the consent forms and 

allowed audio recording as well. All the interviews were conducted in the offices of 

the participants. The major challenges were cancellations and rescheduling and reap-

pointments which delayed the scheduled appointment times. 

5.4.4 Data management and analysis  

All the audio-recorded data were transcribed into textual form. While qualitative re-

search may require reliance on three I ‘s which are insight, intuition, and impression 

(Mining, 2015). Creswell (2007) suggests that data analysis goes a spiral way. The 

author, says the analysis begins with the gathering of data, and moves into data man-

agement, organization of files and records, writing memos, and reading data. Others 

are reflecting, then describing, classifying, and interpreting, categorising, and com-

paring and finally, representing and visualising the data. Miles and Huberman (1994, 

pp. 11- 12) however encapsulate Creswell’s spiral presentation of qualitative data 

analysis and defined three major stages of data analysis: 1. Data reduction (sharpens, 

sorts, and focuses complex data by, for example, extracting recurring themes via 

coding). 2. Data display (e.g., matrices, charts, graphs, etc.) 3. Drawing conclusions 

and verifying them as a means of assessing the validity of findings. 

Lacey and Luff (2007) indicate that regardless of the approach used, all qualitative 

data analysis goes through stages which may include familiarisation with the data, 

transcription, organisation and indexing of data, coding, development of themes and 

categories, exploration of relationships, and development of theory. In this study, the 

method of analysis followed what has been described by Lacey and Luff (2007) 

however the development of the theory was not the intended focus of the study. The 

reason for using Lacey and Luff (2007) approach in this study were as follows: it al-

lowed the use of emergent themes, and so the research objectives were analysed as 

themes. The approach also allowed the researcher to collect all data before the analy-

sis and provided a systematic process that show third parties (e.g., funders and other 
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stakeholders) how results have been arrived at. Lacey and Luff (2007) approach pro-

vided the opportunity for the researcher to reconsider and rework ideas because the 

analysis has been documented and therefore accessible (Lacey & Luff, 2007). 

5.4.4.1 Thematic analysis  

Thematic analysis in this study followed the following process: 

The researcher transcribed all the recorded interviews and translated and transcribed 

those not in English. The transcripts were verbatim but did not include pauses, in-

flexions, and other elements of discourse since the interest was in the substantive 

meaning of the accounts rather than the structure. The researcher read the transcripts 

several times and listened to the tapes to become familiar with the content. The tran-

scripts were actively read in such a way of searching for meaning and patterns which 

also reflect the theoretical framework guiding the study.  

After familiarising himself with the data, the researcher then began to identify initial 

themes. Themes included features of the data that appeared interesting and meaning-

ful and related to the study questions as well as unexpected topics but relevant. The 

initial themes were generated by writing the relevant theme notes in the margins of 

transcripts. After the researcher consolidated the list of themes. This formed the basis 

of a coding system. Further, an initial working definition of how the codes will be 

applied on subsequent transcripts was developed (coding framework). Six of the in-

terview transcripts was used to develop the coding framework. This was then piloted 

on 9 selected interview transcripts. Revision of the coding framework was made until 

the codes were universally applicable to all the different transcripts. This was done to 

have one coding framework representing the various levels of respondents to make 

comparison across the groups easier. 

Subsequently, the researcher brought all the thematic notes together that enabled the 

development of a set of codes that were applied across the data. This involved sort-

ing the different codes into potential themes and collating all the relevant coded data 

extracts within the identified themes. At this point, the researcher started to have a 

sense of the significance of individual themes. At this third step, the process of inter-

pretive analysis of the collated codes began. The codes used in the initial stage were 

both descriptive and interpretive using both sentences and paragraphs as units of 
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analysis. Relevant data extracts representing the codes were sorted (combined) and 

categorised under each theme. The researcher ensured that the selected extracts reso-

nated with the theme. These themes were derived from the research objectives, issues 

arising from the qualitative transcripts, field notes and existing theories.  

The researcher then refined the identified themes through deeper review to verify 

whether initial themes needed to be combined, refined, separated, or discarded. This 

was done to have a clear and identifiable distinction between themes. The researcher 

then summarised each code according to the main topics or the range of issues 

brought up on each code. Furthermore, the researcher went back to the research ob-

jectives and questions to ensure that further analysis through charting, mapping and 

interpretation addressed the research objectives. It became evident that some of the 

initial themes had to be revised or discarded, for example, if there was not enough 

data to support them, or the data was too diverse; in other cases, themes could be col-

lapsed. 

After creating a satisfactory thematic map of the data, the researcher developed suit-

able theme names to capture the essence of each theme concisely. An ongoing analy-

sis was conducted to further enhance the identified themes, through refining potential 

subthemes within the data set, i.e., identifying the essence of each theme and deter-

mining what aspect of the data each theme captured. It was important not to try to get 

a theme to do too much or to be too diverse and complex (Braun & Clarke, 2006). At 

this point, the goal was to develop a unified story of the data emerging from the 

themes.  

5.5 Quantitative methods 

Worster et al (2004) indicate that the term ‘medical record review’ (MRR) refers to 

any study that uses pre-recorded, patient-focused data as the primary source of in-

formation to answer a research question. Sarkar et al (2014) explain that medical 

record review is a process aimed at obtaining retrospective data to answer queries. 

Panacek (2007) claims that medical review studies have several advantages. First, 

they are relatively inexpensive to perform. The researchers simply commit to the re-

view time. Secondly, they can be accomplished quickly. Records are generally avail-

able at any time. Thirdly, they do not require special laboratories or equipment. 
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Sarker et al (2014) state that the sources of medical review information include: phy-

sician and nursing notes; ambulance call reports; diagnostic tests (e.g., electrocardio-

grams, radiographs, laboratory tests); clinic, industry, administrative, and govern-

ment records; and/or computerized databases.  

In this aspect of the study, retrospective quantitative data collection procedures were 

used. The study collected data on treatment outcomes during and after the introduc-

tion of the GF enablers’ fund in selected TB treatment healthcare facilities in Ghana. 

Tuberculosis healthcare facility registers2 records (treatment information of TB pa-

tients) were reviewed retrospectively to extract data on all registered TB cases be-

tween 2012 and 2017.  

The TB treatment outcomes data were analysed to observe the patterns (trend) of the 

TB patient’s treatment outcomes (TB control programme indicators) during the full 

administration of the GF TB grants (2012-2014) and when the enablers’ fund com-

ponent of the GF TB grants was withdrawn (2015-2017). Accordingly, the centre for 

disease control (CDC), states that retrospective review can be done quarterly, bian-

nually, or annually, which helps to monitor the progress of treatment outcomes and 

also to identify programme challenges (CDC, 2014). This part of the chapter explains 

the sampling method, participant’s selection, records review process and data analy-

sis. 

5.5.1 Sample selection 

A total of 1,193 TB treatment healthcare facilities were identified from the district 

health information management database (DHIM II). Tuberculosis treatment 

healthcare facilities were made up of 9 government-owned regional hospitals, 140 

district hospitals, 38 polyclinics, and 1006 health centres.  

Tuberculosis patient’s treatment outcomes records review was conducted in 30 TB 

treatment healthcare facilities which reported at least 50 cases of tuberculosis within 

the study years (2012-2017) (10 TB cases per year). Tuberculosis patient’s treatment 

 
2 The register of TB suspects and confirmed cases. It is used to record information on the patient (e.g., 

name, age, sex, address), date the sputum was sent to a laboratory, the results, and observa-

tions/clinician’s diagnosis. 
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outcomes data were extracted from these randomly selected 30 TB treatment 

healthcare facilities across Ghana.  

The 30 TB treatment healthcare facilities were selected using Microsoft excel gener-

ated random numbers. All the names of the 1,193 TB treatment healthcare facilities 

were entered into Microsoft excel.  

Random numbers were generated using the random numbers generation tool in Mi-

crosoft excel. The generated random numbers were sorted together with the health 

facility names. The first 30 TB treatment healthcare facilities which were randomly 

sorted by the Microsoft excel sorting function were selected. The researcher visited 

all the 30 selected TB treatment healthcare facilities to conduct retrospective TB pa-

tients records review in the healthcare facility TB patients register. Figure 5.3 shows 

the locations of the TB treatment healthcare facilities which were randomly selected 

and visited for data collection. 

The study population was TB patients registered for treatment in all the 30 TB treat-

ment healthcare facilities which were in existence before 2012. All TB patients on 

treatment and registered in the TB treatment healthcare facility registers except 

MDR-TB cases were extracted.  

5.5.1.1 Inclusion criteria for TB patient’s treatment outcome data extracts   

The study included all forms of TB (pulmonary and extrapulmonary) both clinically 

and laboratory confirmed TB as well as the patient’s treatment outcome records. The 

TB patient’s treatment outcome record extracted was between January 2012 and De-

cember 2017. Only data that had accurate and complete TB patient’s treatment re-

cording in the TB patient’s healthcare facility treatment registers 3 were extracted 

onto the data extraction instrument and included in the data analysis.  

Records which were extracted from the TB patient’s healthcare facility treatment 

registers had complete recording of date TB patient’s treatment started and date 

treatment of the TB patients were completed. Again, only records that had the accu-

 
3 The register of TB suspects and confirmed cases. It is used to record information on the patient (e.g., 

name, age, sex, address), date the sputum was sent to a laboratory, the results, and observa-

tions/clinician’s diagnosis. 
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rate sequence of registered dates recorded in the TB patient’s healthcare facility 

treatment registers were included. For example, the date treatment started was before 

the date treatment was completed. Patients records which had recordings of TB pa-

tient’s treatment outcomes (treatment completed, cured, relapse, lost to follow up, 

died) in the TB patient’s healthcare facility treatment registers were also extracted. 

Table 5.3 explain the data which were extracted. 

5.5.2. TB patient’s data extracts and process 

Out of the 4,424 TB patient’s records (treatment outcomes information) that were 

identified in the TB patient’s healthcare facility treatment registers, 3,019 met the 

inclusion criteria and were extracted and included in the data analysis. Figure 5.4 

shows a flow chart of TB data categories extracted from the TB patient’s healthcare 

facility treatment registers. In each of the health facilities, the researcher was intro-

duced by the head of the facility to the TB control unit staff. The researcher ex-

plained the objectives and procedure for the TB records review to be conducted as 

well as the data to be extracted to the TB treatment healthcare facility TB coordina-

tor. Subsequently, the TB patient’s healthcare facility treatment registers containing 

the records of interest to be extracted were verbally requested. After being provided 

with a working office, the researcher skimmed all TB patients records in the TB pa-

tient’s healthcare facility treatment registers to identify if the registers contained 

complete records of the study period (2012-2017). 

After this initial exercise, those registers which contained TB patients records before 

the study period were returned to the TB treatment healthcare facility TB coordinator 

and those registers which did not contain records up to the study period (2012-2017) 

were further requested. Pen was used to record all qualified records from the TB pa-

tient’s healthcare facility treatment registers onto a data extraction instrument (Ap-

pendix, D) in each of the TB treatment healthcare facilities visited. The major disad-

vantages of retrospective records review are associated with the quality of the data, 

and its completeness. These problems were addressed at two levels to ensure that the 

extracted data were of quality and complete for the purposes of the study. Firstly, the 

researcher randomly selected 20 of the extracted records each next day to compare 

with the data in the TB patient’s healthcare facility treatment registers in which the 

data was extracted to ensure that there were no errors during the extraction. This pro-
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cess was conducted until all the needed data within the study period 2012-2017 were 

extracted. 

TABLE 5.3: VARIABLES EXPLANATION 

Variable               Operational definition                   scale of measurement            data source 

Age                           Age as at last birthday                  continues (years)                TB register 

 

Gender                       
         Male or female                                        Nominal                  TB register 

 

Type of TB              Whether it is pulmonary positive,            Nominal                  TB register 

                                 pulmonary negative or  

                                 extrapulmonary 

 

Type of patient        Whether a new patient or,                        Nominal                  TB register 

                               Retreatment 

 

Treatment                Someone who assists a TB patient to        Nominal               TB register 

supporters                take his medication and provide 

                                 other assistance 

 

 

Treatment                 successful (cured and completed)            Nominal                 TB register 

success 

 

 

Treatment                 Lost to follow up and treatment failure     Nominal              TB register 

Adverse outcome 

 

Secondly, the researcher checked and compared the recorded extracts with the dis-

trict TB register4 to ensure that the extracted data tallied with what has been captured 

in the district’s TB registers. Records that were found not to have been captured in 

the district TB register, the individual folders were requested to verify that the pa-

tients were truly registered as TB patients. Records that could not be verified were 

excluded from the extracts. 

 
4 The district TB register records information on the patient, the disease site (pulmonary or extrap-

ulmonary), and the patient’s category (i.e., new case, relapse, treatment after failure, treatment after 

lost to follow up (default), transfer out. 
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After the data extraction exercise, the researcher returned all the registers to the head 

of the healthcare facility and thanked them for allowing access to the facility and 

availing the TB patients records for use. 

 

FIGURE 5.3 LOCATION OF SELECTED HEALTHCARE FACILITIES USED IN THE STUDY. 

  
            Source: developed by researcher-based TB healthcare facilities 

 

5.5.3 Tuberculosis programme indicators (TB treatment outcomes and case detec-

tion) 

According to WHO indicators for TB programme outcome are used to monitor 

progress towards the achievement of national targets for TB case detection and 

treatment outcomes. These indicators are also used to monitor programme quality 

and effectiveness (WHO, 2004a). 

The selected outcome indicators for the purposes of this study were treatment suc-

cess (cure + treatment completed) and adverse treatment outcome (lost to follow up 

+ treatment failure). The selection of these indicators was based on the adopted indi-
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cators and targets used by the NTP for evaluating TB treatment outcomes (Ghana 

health service 2007; WHO 2004a,). WHO (2004a) have indicated that treatment suc-

cess measures the capacity of a programme to retain patients through a complete 

course of chemotherapy resulting in a favourable clinical outcome. The treatment 

success is useful because it is the only outcome indicator that can be applied at all 

levels (e.g., from the operational level to the international level). Similarly, the 

selected indicators are useful for following trends within a country or region and 

cross-country comparisons. These indicators are also used to monitor and evaluate 

the impact of specific interventions (WHO, 2004a ). According to WHO, there is a 

direct and immediate link between treatment success and the impact on TB mortality. 

Therefore, for new smear-positive cases, the target for treatment success is pegged at 

85%, based on what can reasonably be achieved assuming the baseline proportion of 

adverse outcomes (treatment failure and lost to follow up) is 15% (WHO, 2004a).  

Outcome indicators measure changes in health status that can be attributed to care 

(Mainz, 2003; Donabedian, 1966). However, broader perspectives include health-

related knowledge, attitudes and behaviour and patient satisfaction with care. Ac-

cording to Donabedian (1966) outcomes measures are suitable for studying whole 

system performance and for spotting problems in the implementation of processes of 

care. The advantage of using outcomes as a measure is the ability to be able to pre-

cisely measure their validity. 

The major disadvantage of outcomes measures is that they are unable to distinguish 

between healthcare-related influences and others. Outcome indicators are described 

as having a low signal to noise ratio, i.e. they are likely to be affected by factors oth-

er than healthcare-related factors (Lilford, Brown,  & Nicholl, 2007).  

5.3.5.2 Procedures for data analysis 

The individual data extraction forms from all the 30 TB treatment healthcare facili-

ties were coded to reflect the healthcare facility where the data extraction took place 

and the register in which the extracted data could be traced. The data were then thor-

oughly cross-checked according to the healthcare facility codes before merging them 

into a national data and exported from a Microsoft excel sheet into an SPSS for fur-

ther data analysis. 
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Successful treatment outcomes were categorised into two (Figure 5.4): Treatment 

success which comprised cure and treatment completion, and adverse treatment 

outcome 

FIGURE 5.4 CATEGORIES OF EXTRACTED DATA  

  

which comprised lost to follow up (defaulter) and treatment failure. The others were 

the socio-demographic characteristics of the TB patients which are age, gender, 

treatment supporter, receiving the enablers’ package support. Also, the classification 

of the TB disease (pulmonary positive, pulmonary negative and extrapulmonary) and 

type of TB patient (new, relapse, treatment after failure, treatment after lost to follow 

up (default). 

Data were analysed using SPSS Version 20. Descriptive statistics were used to sum-

marise the data as frequencies and proportions for categorical variables and mean 

(SD) for continuous variables. Percentages were used to compute the treatment out-

come during the full GF TB grants period (2012-2014) and the enablers’ fund with-
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drawal period (2015-2017) to observe the pattern of the treatment outcomes (Chapter 

9).  

During data analysis, the outcomes of TB treatment were re-categorised as successful 

(cured and completed treatment) or adverse (treatment failure and lost to follow up) 

Using the SPSS software, the raw data was also transformed into proportions and 

percentages to be used to compute the output of the treatment outcome indicators for 

each year, during enablers’ fund period (Phase A) and after enablers’ fund period 

(Phase B). The values for TB patient treatment period (GF enablers’ fund period and 

withdrawal period) were computed and presented in tables. This was to describe the 

data on treatment outcomes over the period of the study to observe any trends and 

differences across the TB treatment periods (When the GF enablers’ fund was pre-

sent and when the GF enablers’ fund was withdrawn). Therefore, Chi-square (Χ2) 

test was used to identify any significant differences in the TB patient’s treatment pe-

riods (during and after the GF enablers’ fund period).  

5.6 Ethical considerations 

Ethical approval was obtained from the Ministry of Health in Ghana and the ethics 

committee from Queen Margaret University Institute for Global Health and Devel-

opment (QMU) before the commencement of the study.  Patton (2002), indicates that 

the personal and conversational nature of interviews highlights many of the basic 

ethical issues of any research method. The researcher was mindful of biases. Elimi-

nating bias on the part of the researcher was prioritised throughout the research. The 

researcher maintained and remained neutral and objective, as well as reflective 

throughout the study. The researcher clearly stated his status as a candidate at QMU 

to ensure a neutral stance was maintained throughout the data gathering period. This 

engendered trust and allowed the participants to communicate openly.  

Confidentiality – During the pre-interview communication, participants were assured 

that every effort would be made to store the data safely and that the researcher would 

not collect any personal or other information that might directly link a participant 

with a particular response. The interviews were largely conducted in the health 

workers’ offices. The interviews with all the participants were more direct, as they 

spoke freely. The researcher used codes in the place of participants’ names to anon-
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ymise the source of data. Further, the researcher ensured confidentiality through the 

following means. Secured the research data by the use of passwords and pseudo-

nyms, and restricted access to the data. The research data and other related record-

ings were kept under lock. Non-disclosure of embarrassing information in publica-

tions signed consent forms were kept separately and coded differently from corre-

sponding interviews. 

Informed consent – Time and care were committed to each participant or group of 

participants to sign, or thump print the consent forms. The researcher maximised 

every effort that the participants understood the aims and the scope of the study pro-

vided to them on the participants’ information sheet. The researcher took every nec-

essary step to safeguard the confidentiality and anonymity of the participants. This 

began from the instant the FGDs and interviews took place. Recordings did not con-

tain names, but a unique reference code attributed to each participant or group of par-

ticipants. Once they had been recorded, they were downloaded into a password-

protected computer belonging to the researcher. This was further backed up onto a 

password protected Ministry of Health web storage platform.  

Risk assessment - It was important to consider all potential risks and include them in 

the informed consent process. Even though "just talking" may seem inherently harm-

less, people who participate in open-ended interviews may experience psychological 

stress or pressure by peers or staff who believe that the participant may say unflatter-

ing things about them or their organisation to the interviewer. To mitigate the risk of 

potential peer pressure, every effort was made to space out the meetings and loca-

tions. Independent arrangements with each study participant were also made. Simi-

larly, an enclosed location was selected to hold the interviews and focus group dis-

cussions. This arrangement largely prevented intruders from passively participating 

during the sessions. It also prevented disruptions, obstructions, and interferences. 

Consent for the location of the interview was agreed upon by all participants before 

the commencement of the interviews and the FGD’s. 

Trustworthiness - Validity of social research as proposed by Yin (2014) is deter-

mined by including internal validity, external validity, construct validity and reliabil-

ity. To attain validity, five varying measures were taken to assure the validity of the 
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research. Firstly, the researcher developed and pre-tested the interview guide. Sec-

ondly, data were collected from diversified study participants recruited from differ-

ent settings of relevance to gather the experience and expertise of participants. Third-

ly, a research assistant was employed who was an MPH graduate and experienced in 

conducting research. He participated in this study during the focus group discussion 

to provide notes taking and electronic support duties. Fourthly, the researcher's su-

pervisory team checked the data at the end of data collection after summarising ma-

jor themes. The researcher’s supervisory team also reviewed and gave their comment 

on the report many times. Fifthly, detailed information about the data collection pro-

cess, categories driving the process, and decisions making process throughout the 

study are described.  

To minimize interpretation bias, the researcher focused on the idea of participants 

and shared the study findings with some of the participants who gave feedback. This 

was to ensure that their responses were not misinterpreted. The study report was also 

reviewed by the researcher’s supervisory team who also focused on the context idea 

of participants. Moreover, the research supervisory team checked the consistency of 

the interpretation with the quotations taken from the study participants. 

5.7 Reflection and Reflexivity  

This study aims to understand managers, frontline community health workers and 

treatment supporter’s practices to deliver TB services in the context of the GF TB 

provided grants to the NTP. Therefore, the main purpose of the study was not to 

identify statistically generalisable laws (positivism) or to identify the lived experi-

ence or beliefs of social actors (interpretivism). Rather, the researcher aimed to pro-

vide deeper levels of explanation and understanding or identify the mechanisms of 

how the GF TB grants influenced TB managers, frontline community health workers 

and treatment supporters (caregivers) practices to deliver TB service (McEvoy & 

Richards 2006; Gilson 2012b).  

The development of the themes was based on the interpretation of the perceptions 

and/or experiences of the participants. In some cases, these were based on the re-

searcher’s intuition. In the process, the researcher acknowledges that the researcher 

has an impact on the course of the study. Rather than being objective and removed 
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from the study process, the researcher can influence the process (Palaganas et al., 

2017). This concept is called reflexivity.  

Reflexivity is an especially vital component of research. This is especially the case 

given that, the researcher's involvement in the interpretation of the participants’ re-

sponses and their experience could influence the process of the study (Division of 

Counselling Psychology, n.d.). Attaining reflexivity is making ‘the relationship and 

the influence of the researcher and the participants explicit’ (Jootun, Mcghee, & 

Marland, 2009, p. 45). This requires openly outlining and reflecting on the research-

er’s background, experiences, and beliefs, and the impact of these on the research. 

The issues of reflexivity addressed in this study follows Bourke (2014) definition. 

Bourke states that reflexivity is a continuous process of self-conscious awareness of 

the relationship between the researcher and the participants. The researcher requires 

to be reflexive about his own culture and contexts (Bryman, 2012), and how those 

affect their conduct and how they are perceived in the field.  

The researcher was a former colleague to some subordinate employees as well as the 

district and national level managers. The researcher worked closely to 10years with 

the regional TB control programme. The researcher’s previous relationship with 

some of the managers opened up an open conversation during the data collection and 

sometimes veer off the focus of the study. The researcher was conscious of such pos-

sibilities and always tried to maintain focus. As a candidate from Scotland, the front-

line community health workers the researcher interviewed considered him dominant. 

Nevertheless, as explained by Soni-Sinha (2008, p.518), the power position of the 

researcher is not monolithic and static and may shift during the research period be-

tween the researcher and the participants. This was witnessed, during some of the 

focus group discussions with the treatment supporters, the culture dictated that they 

stood when talking to put them in a dominant position. The researcher felt empathet-

ic towards the treatment supporters. Some of them cared for TB patients but could 

not provide food for themselves as well as to the TB patients. 

Many of the treatment supporters, therefore, asked for financial or some other sup-

port. This was avoided by taking the time to explain to each participating treatment 

supporter the purpose of the study and assured them of confidentiality. The research-
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er also actively assured the treatment supporters that participating in the study or lack 

of it would not influence the care they provide to the TB patients. Some of the treat-

ment supporters used the time during the interview as a rare opportunity to talk about 

how TB patients travel from the city to the rural area to receive care and attention 

from family members.  

Throughout the process of fieldwork, the researcher wrote his thoughts and feelings 

in a diary so that they would have less effect on what was heard, interpreted, and un-

derstood. The notes also functioned as a constant reminder to keep an open mind 

when listening to the participants’ accounts. Morse et al. (2002) explained that it is 

important for a researcher to learn from the participants’ lived experiences by re-

maining open-minded and utilising sensitivity, creativity, and insight. To display that 

the conclusions drawn are the researcher’s interpretation, this study is presented us-

ing the third person pronoun. 

5.8. Conclusion  

In this chapter, the methodology used was explained at length. A case study pragmat-

ic approach using both qualitative and quantitative methods in data collection and 

analysis was explained and justified. One of the main advantages brought to the 

study by this approach was the flexibility to explore and use every tool that the re-

searcher considered helpful to answer the study questions. The key informant inter-

view, use of semi-structured interviews and focus group discussions as methods for 

data collection have been explained. The site selection and recruitment process are 

described in detail. The data analysis procedure has also been explained. All these 

methodologies and procedures were taken to ensure that, the researcher would have 

the best results, with limited biases and be able to maintain the integrity of the re-

search. 

The following four chapters are the empirical chapters. These chapters show the 

findings of the study. In chapters 6 and 7 a broader focus of the GF TB grants utilisa-

tion effects on the delivery of TB services is presented. Chapters 8 and 9 looks spe-

cifically to the periods when the enablers’ fund was used and when it was with-

drawn. 
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CHAPTER 6 

 Consequences of the Global Fund grants and institutional capacity for 

TB service delivery.  

6.0 Introduction 

Chapter 6 begins with the assertion that understanding the effects of the GF TB 

grants on physical and organisational capacity to deliver TB services comprises a set 

of interrelated elements of the TB healthcare system. The national, district and 

healthcare facility managers capacity to administer effective TB services encom-

passes both visible and quantifiable (hardware) and intangible (software) elements. 

Through the GF TB grants, managers were exposed to various training which gave 

them a deeper understanding and knowledge of TB patients treatment, multi-drug 

resistant TB treatment and frontline community health workers operational activities. 

More so, they developed skills in applying TB management tools, proposal writing 

for resources as well as lobbying for financial resources. Managers, supervisory 

practices improved due to the soft components of deepened TB working knowledge 

and the availability of vehicles, computers, and office accommodation which aided 

the managers supervisory functioning. However, tensions emerging from the GF TB 

grants centralised allocation practices were evident between national and district lev-

el managers. 

6.1 The Global Fund grants for training and knowledge building  

The capacity to provide efficient monitoring and supervision is extremely vital for a 

TB healthcare system that intends to maximize the success of TB prevention, case 

detection, diagnosis, treatment, and cure of TB patients. National and district levels 

managers were trained through the use of GF TB grants to provide effective supervi-

sion. According to one district manager, “tuberculosis service delivery pivots around 

TB diagnosis, treatment and care of TB patients and is complex to understand be-

cause it is a technical field” (DHS003). District managers required an in-depth un-

derstanding of the roles of the lower-level staff to be effective to perform their su-

pervisory roles. For example, managers authorized the use of TB screening tools to 

diagnose TB patients. Managers were able to provide corrective procedures to use 

the screening tools when they were not used correctly.  
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The national level managers used the GF TB grants to institutionalise yearly quarter-

ly training workshops between 2012 and 2015. These workshops equipped 136 dis-

trict level managers to understand the frontline workers’ activities such as case 

search, contact tracing and recording patients’ information in the newly developed 

TB recording books. 

“The GF assisted me to have a better understanding of TB activities. I am 

more committed to TB services in my district.” (DHS003) 

“As a manager, I am also involved in performing my technical function. I 

have a disease control background. Just as a medical doctor will go to the 

consulting room. I mostly join in community work with my frontline workers 

because the GF TB training has given me a better understanding.” (DHS001)   

A national-level manager explained that training took different forms: “[there was] 

long training where some managers were taken for further studies for two years or 

more. Others were short courses and conferences. Workshops and orientations were 

also held” (NAT001). The training content for the workshops conducted for all man-

agers included TB epidemiology, effective TB reporting, financial management, pro-

posal writing, grant application writing and TB diagnosis. This arrangement made 

the managers knowledgeable in TB technical duties as well as current trends in TB.  

Two of the managers both from the southern and northern regions clarified that over 

time they became familiar with the various reporting registers and TB cohort analysis 

which further positively impacted their performance. “I understood the Cohort anal-

ysis and verified each submitting TB report to the regional office’’ (DHS005). Two 

other district managers in the southern region attributed their enhanced financial 

management capabilities to the GF TB grants supported training sessions. The strict 

conditions of the financial reports demanded by the GF and the training provided to 

these managers empowered them to be financially disciplined to account for every 

expenditure. One of the managers explicated “As I said one of the benefits is that I 

have become a better spending manager. I follow strictly the financial management 

tools.” (DHS004). Other district level managers corroborated their learning: 
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“Oh, the epidemiology of the disease and all that pertains to the disease, and 

it also helped me to know much about HIV because they are co-infections 

when you are learning about TB, HIV is also added. I am more committed to 

TB work now because I have a deeper understanding of TB control.” 

(DHS004) 

“It has also helped us to reduce mostly administrative letters that come by 

way of auditing and so now we have our strong financial management system 

that has attracted fewer audit queries and some of these things came as a re-

sult of the pieces of training that we had from the GF.” (DHS001)  

In as much as some district managers had limitations in financial management during 

the early periods of the GF TB grants provision, the GF TB grants sponsored train-

ing, developed the capacity of the district level managers to avoid financial audit 

queries in the latter years (2016). 

Both the national level managers and officers were provided with office accommoda-

tions to operate more efficiently. This created an environment that was now able to 

provide remote and onsite supervisory functions to regional, district and community 

TB health workers. For example, district level TB workers were able to receive di-

rect guidance on TB reporting entries from national level managers. Similarly, the 

GF TB grants also provided district managers with available money to pay for per 

diem to embark on supervisory activities in the various health facilities. This super-

visory activity encouraged the supervisors because of the per diem they received. In 

the same way, the GF TB grants used for the payment of the per diem for the manag-

ers allowed supervision to be carried out.  

Managers at the national level recognised the benefits provided by the GF TB grants 

to workers involved in TB control at the national level. National level TB workers 

from 2015 could operate and provide official duties professionally from designated 

offices. They had space to keep confidential correspondence and were willing to 

provide private coaching and guidance to TB workers who were deficient in tech-

nical knowledge of TB diagnosis and management.  
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The majority of the managers both from the southern and northern regions inter-

viewed suggested that resources provided through the GF TB grants allowed them to 

be more effective in their supervisory functions: 

“The GF provided us with vehicles, Computers, and office space. For in-

stance, in my district I did not have a vehicle to help in monitoring and at-

tending meetings at the regional and national levels.” (DHS002) 

The vehicles therefore assisted managers to resolve mobility challenges across their 

geographical areas. Other district level managers lamented that the available vehicles 

were not roadworthy. This challenge existed because of the lack of finances to main-

tain them. But for the GF TB grants provisions, the district managers were able to 

finance vehicle maintenance which made the vehicles roadworthy to support com-

munity outreach programmes. “the only vehicle we had as at 2012 was not road 

worthy. What we did was to use part of the GF money to get our district vehicle to be 

roadworthy.” (DHS002) 

6.2 The Global Fund grants impact on TB monitoring and supervision practices 

The GF TB grants allocations to the national, regional and district levels encouraged 

regular scheduled multi-dimensional monitoring and supervision. On-site team moni-

toring and supervision (teams comprising individual expertise visit TB health facili-

ties), targeted supportive supervision (specific TB related issues are addressed by an 

individual expert from a higher level) and digital supervision (electronic distance su-

pervision) were identified during the interviews.  

Some of the frontline community health workers largely from the northern regions 

welcomed the on-site travels from both the national and regional level teams. The 

physical presence of both monitoring teams boosted the confidence of some frontline 

community health workers. This happened because they were able to meet and share 

their concerns with senior officers outside their working environment. 

 “We prefer to share our concerns with monitoring teams who work outside the dis-

trict because they are directly involved in solving our problem” (FGD004). The op-

portunity for the frontline community health workers to express their concern en-

couraged them to put up a positive work attitude. This was noted from the focus 
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group discussion with the frontline community health workers. For example, they 

were enthusiastic to follow up on TB cases who missed their appointment schedules 

even without any incentives. Equally, the frontline community health workers also 

engaged treatment supporters in telephone conversations to check on TB patients’ 

welfare without the provision of airtime by the district administration. 

The physical presence of supervisors who come from the region and national level to 

perform their duties motivate frontline community health workers to perform their 

tasks with the hope that their concerns will be addressed. In essence, regular supervi-

sory visits from supervisors from the regional level would improve the performance 

of frontline workers when they have confidence in external superior officers to tackle 

their unaddressed concerns.  

Contrary to the frontline community health workers feelings, some district managers 

both in the southern and northern regions described the on-site travels of the national 

and regional supervisors to health facilities to encourage corruption practices. These 

managers described the facility visits by national-level teams as “money-making 

travels” (DHS001). According to some of the district managers, the visiting team 

would expect to be paid in kind or cash after their monitoring and supervision duties 

before leaving the facilities.  

One manager commented: “As tradition demands. When they come you must send 

them off with something. You know the Ghanaian culture and hospitality. You cannot 

look at them come and go like that” (DHS003). This comment implies that lower-

level managers are expected to show gratitude in a form of money or some tangible 

item to the visiting team. Moreover, some managers considered the monitoring activ-

ities conducted by the national-level team as needless. These district-level managers 

explained that the national level monitoring team endanger their lives by plying more 

than 250 kilometres to visit a facility. 

One district manager from the southern region commented that both individual 

health worker and facility performance could be tracked and measured from superior 

officers at the district level. Hence, there was no need to risk travelling for such long 

distances. 
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“After all that is why we are supervisors. We are paid to supervise so we 

should be trusted. Quarterly reports are sent to the national level for verifica-

tion.” District level manager (DHS002) 

“We can team up with the regional level to assess facilities even if they want 

to assess our health facilities and equipment. The regional team is there to 

assist. “(DHS001) 

The comments from the district level managers imply that the national level manag-

ers lacked confidence in the supervisory roles played by the district level managers. 

Besides, some other national-level managers also felt that third-party monitoring and 

supervision firms in close proximity to areas with health facilities should be engaged 

to provide the monitoring and supervision activities. One of them commented. 

“it is not effective for government to implement programmes such as the GF 

TB grants and provide supervision at the same time.” (NAT003) 

The comment above implies that there is less possibility for the health sector gov-

ernment employees to supervise their workers and provide vivid accounts to an ex-

ternal organisation such as the GF.  

6.3 Tensions over development of the GF TB grants administration guidelines  

Reflecting on the allocation of GF TB grants meant for procurements and service 

delivery at the district level, there were conflicting perspectives between some dis-

trict-level managers and national level managers. While some district managers ex-

pected to exercise autonomy over the GF TB grants allocation, others felt that full 

autonomy should be maintained with the national level managers.  

“We know our specific district problems so NTP [National TB Control Pro-

gramme] should be flexible and let us have some control over the grant im-

plementation from the level where the actual work is done.” (DHS003) 

Some of the district-level managers, however, believed that the allocation of the 

grants should follow the routine organisational hierarchy of the health systems. Thus, 

the allocation of the grants should be done at the national level and provided to the 

district level.  
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“Management of the GF TB grants is provided by the national level, and I 

think that it will be good that they continue to provide oversight responsibility 

of the grant implementation at the national level as it has always been.” 

(DHS001)  

One district level manager explained that the geographical and working conditions 

varied across the districts. For example, whiles some districts needed more frontline 

community health workers others had a language barrier between community health 

workers and TB patients. More so, some districts needed more motorcycles to be 

used for patient’s follow-up rather than the allocated financial package for workers 

motivation. Another district manager explained. “A greater autonomy about the GF 

TB grants use at the district level will allow some flexibility to reassign money to ca-

ter for varied unforeseen circumstances.” (DHS004)  

The comments provided by the district level managers suggests a desire for more au-

tonomy over the use and allocation of the GF TB grants meant for the districts. The 

managers needed the flexibility to prioritise the use of the allocated funds in their 

districts to enable them to address their district peculiar needs. In normal practice, 

the allocation of funds for all NTP activities originates from the national level.  

There was a general disagreement between the national level managers and some dis-

trict level managers about centralised power over the development and administra-

tion of the GF TB grants guidelines for expanding the GF TB grants. Autonomy to 

take district-specific decisions on GF TB grants expenditures as commented by one 

of the district managers was needed to strengthen district-level TB control activities. 

The guidelines customization was not suitable for all districts especially when some 

district managers both in the southern and northern regions expressed concerns of 

non-representativeness. Further to this argument, some district level managers com-

plained that the selected managers consulted during the development of the GF TB 

grants administration guidelines did not represent the wider interest of each district’s 

typical situation and so could not address issues pertaining to the varying districts 

contexts. Moreover, the district level managers protested the selection criteria for the 

district representatives during the development of the GF TB grants administering 

guidelines as they were not discussed with them before their selection. 
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Some district managers had limited trust in the national level managers over the 

manner the GF TB grants administration guideline was developed. They felt disre-

spected because they were not consulted during the guideline’s development. Further 

to this challenge, the districts managers felt a sense of policy imposition. Additional-

ly, district managers lamented that there was no further consultation after the devel-

opment of the GF TB grants administration guidelines. On the other hand, the na-

tional level managers asserted that the GF TB grants guideline contents originated 

from selected district level managers who represented the interest of the frontline 

community health workers as well as the managers. Comment from a national level 

manager 

“We also held meetings with regional TB coordinators and other stakehold-

ers including district managers to come up with the application for the GF 

TB grants which has become the guidelines we are using for the implementa-

tion.” (NAT002) 

The views of national level managers did not concur with the views held by some 

district-level managers. The above-stated actions adopted by the national level man-

agers thereby promoted exclusive decision-making practices thus creating room for 

mistrust.  

Meanwhile, the guidelines for the grant’s administration were not widely shared 

among the district managers. National level managers were fully knowledgeable 

about the content of the guidelines for administering the GF TB grants activities, but 

the district level managers did not. For example, guidelines for administering the GF 

enablers’ fund (package) were not widely known to district level managers as well as 

frontline community health workers. This created uneven practices of enablers’ in-

centive provision across districts. Whiles some district managers provided cash for 

transport and travel (T&T) for patient’s others used the enablers’ fund to purchase 

food items for the TB patients and the frontline community health workers. 

6.4 The impact of the GF TB grants on information sharing     

The act of communication and sharing of information within the healthcare system is 

an integral part of its success. The TB healthcare system, in this case, is no excep-
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tion. Effective communication becomes necessary to ensure all actors (managers, 

frontline community health workers and treatment supporters) are in alignment with 

the rules and regulations. This standardization of information ensures confidence 

while dismissing ignorance. The system is then able to function at an optimum ex-

pectation once all actors acknowledge and perform their roles. 

During the interviews and analysis of the data, some interesting findings emerged 

regarding administrative communication on the GF issues within the TB control 

healthcare system. The interviews with the actors (managers, frontline community 

health workers) suggest that GF TB grants fortified an improvement in administra-

tive correspondences such as TB policy documents and treatment protocols among 

actors (managers and frontline community health workers) involved in the GF TB 

grants implementation.  

The frontline workers pointed out that, the administration of the GF TB grants and 

their processes encouraged them to create different social network groups to share 

the information which were centred around their common interests. Some of the top-

ics discussed included TB patients care, health worker stigma and multi-drug re-

sistance treatment for patients. For example, frontline workers within one district had 

created a WhatsApp communication group to share information and monitor patients' 

conditions while receiving treatment at home. Similarly, frontline workers’ discus-

sion on their WhatsApp group chat discussed how management motivated them fi-

nancially for the TB activities they performed. Additionally, frontline workers re-

ported that some regional managers were on their WhatsApp group which motivated 

them during discussions. From the frontline worker’s accounts, some district manag-

ers shared information on how to manage difficult patients as well as issues on TB 

drugs reactions and sputum container shortages. Although this communication ap-

proach has encouraged easy access to information as well as information sharing, 

frontline workers indicated that they were not introduced to any policy on the extent 

to which information to share as well as the content of the information to be shared. 

Below is a quote from one of the district managers.  

“The regional health directorate provides internet but sometimes we do use 

our own money to purchase data for communication. … communicating on 
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TB matters is both formal and informal. We talk about contact tracing, diffi-

cult patients, treatment and a whole lot… when you are out of the office you 

definitely use your own data…There is no money purposely from the GF for 

communication, but you use the allowance you are given when you go for 

trips for that purpose.” (DHS02) 

From the frontline workers focus group discussions, the medium of GF TB grants 

information sharing was discovered to be in three main forms. These were verbal, 

technology (WhatsApp) and print.  

The use of the verbal form of information sharing was mainly between district man-

agers, frontline community health workers and the treatment supporters (caregivers). 

The main information shared between these actors were issues on frontline workers 

outreach service on TB, worker motivation, reporting suspected TB cases and pa-

tient’s treatment progress:  

“Normally what we talk about is visiting patients and treatment supporters to 

see how the patient is doing, how they will motivate us and our schedule for 

the outreach.’’ (FGD 003) 

According to the frontline community health workers they preferred oral communi-

cation from district managers above other forms of communication. They articulated 

the reasons to be as follow: 1) managers do not give them regular funds to purchase 

an internet connection. 2) they can follow up with questions as soon as possible 

when communicated verbally (orally).  

“Even though we have personal phones it is not the directorate that bought it 

for us. We buy data ourselves most of the time. It is our own private phones. 

We prefer they talk to us to give us information rather than messages and 

WhatsApp. When they call too it is okay. We can ask questions. For the letter 

and documents, we don’t have space to keep them.” (FGD 004) 

Frontline workers felt encouraged and supportive when managers spoke directly to 

them and reminded them of their roles and responsibilities. Though they were aware 

of their normal routine duties which included visiting communities once per month 
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to provide outreach services. This personable act of oral communication depicted 

empathy and demonstrated that managers cared about their well-being.  

"We feel confident and know that our Director is in support of what we are 

going to do when we go for outreach. When they keep reminding us that we 

should look for the cases and we take it more serious even though we know 

we are to do it, reminding us to encourage us." (FGD 001) 

Information shared between frontline community health workers and treatment sup-

porters were predominantly verbal and conducted in the local dialect because most of 

the treatment supporters are not formally educated and unable to communicate in 

English. Sharing their views, the frontline workers mentioned that the main commu-

nication headings between the frontline workers and the treatment supporters were 

on guidelines on TB patients care and on how to complete TB treatment cards.  

“they inform us how to tick the TB treatment card when we have observed the 

patient take their medication. They also inform us to see to it that they eat be-

fore taking the medication and report any other sickness or pains they com-

plain about to the TB officer.” (FDT1001) 

The treatment supporters’ viewpoints which emerged from the focus group discus-

sion, indicated they were pleased with the verbal mode of interacting with frontline 

community health workers. They felt more reassured and important when managers 

communicated to them. It gave them a sense of belonging and they felt connected to 

the TB control workers. Apart from this, they felt duty-bound to care for and super-

vise TB patient’s treatment at the patient homes. The treatment supporters also re-

ported they were happy when frontline workers frequently called them on the tele-

phone to ask about the treatment progress of the TB patients they are supervising. 

From the treatment supporters account their morale was boosted when frontline 

workers visited them at home and enquired about the patients and their welfare. They 

also said that frontline workers communicated with them on the phone reminding 

them about appointment times to send the patients they are supervising for review.  
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6.5 Summary  

The GF intends to maximize the performance of the NTP to increase TB case detec-

tion and improve TB patient’s treatment, thereby ensuring better TB programme out-

comes. This chapter suggests that the GF TB grants generally had a positive impact 

on managerial capacity on supervision practices. The multi-dimensional type of 

monitoring and supervision provided checks and balances that assisted both the local 

and national districts.  

Managers’ capacity in TB control knowledge was enhanced through the provision of 

training provided through the GF TB grants. With the provision of the continued TB 

training, managers gained a deeper knowledge of frontline worker’s operational du-

ties. Also, there was an enhancement of managerial supervisory practices which en-

sured the best results from their individual subordinate’s TB workers. Again, the 

threat of limited mobility to health care facilities and office spaces were also elimi-

nated by the presence of the GF TB grants. All of these achievements further height-

ened the interest and commitment of the managers to TB control activities.  

However, there was a cause of disagreement on the centralisation of power as well as 

how the GF TB grants administration guidelines were developed and implemented. 

District managers lacked the autonomy to make specific decisions on the disburse-

ment of GF TB grants to improve TB control services. Nonetheless, autonomy was 

required for the districts to experience optimum success. 

Supervision remains necessary for continuing skill and knowledge development 

among TB control workers. Though all did not agree on the monitoring and supervi-

sion practices, this is a work in progress which with time and practice is expected to 

improve. The next chapter presents how the GF TB grants provided resources for TB 

control activities.  

More so, it was indicative that the treatment supporters (caregivers) for example 

were better supported when communicated to verbally and in their local language, 

therefore, it was not necessary to use ineffective communication tools such as send-

ing them a letter. Paying attention to their needs created a more conducive environ-

ment that eventually produced harmony. Working in harmony will improve TB 
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treatment success and prevent recurring diseases leading to Multi drug resistant TB. 

So, administration of the GF TB grants enabled actors to utilize the fund to also nav-

igate effective customized forms of communication an unexpected yet effective func-

tion in the healthcare system. 

The following four chapters are the empirical chapters, which shows the findings of 

the study. In chapters 6 and 7, the researcher presented a broader focus of the GF TB 

grants utilisation effects on the delivery of TB services. Chapters 8 and 9 specifically 

presents on the periods when the enablers’ fund was used and when it was with-

drawn. 
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CHAPTER 7 

The Global Fund grants and resources for TB service delivery 

7.0 Introduction 

Chapter 6 explored how the GF TB grants enhanced national, district and healthcare 

facility managers capacity to deliver the multi-dimensional type of monitoring and 

supervision. The multi-dimensional type of monitoring and supervision provided 

checks and balances that assisted national and district TB health worker’s efficiency 

of work.  

This chapter focuses on how the GF TB grants dispensed by the NTP influenced 

frontline community health workers and treatment supporters to deliver TB services. 

The chapter shows that the GF TB grants provided TB diagnostic equipment, fi-

nanced TB service delivery and human resources recruitment for TB activities which 

strengthened TB service delivery. The process of recruitment of the new TB workers 

(laboratory employees and task-shifting workers) financed through the GF TB grants 

were generally unwelcomed by some of the current employees. As a result, the cur-

rent employees expressed negative attitudes which created stress in the workplace 

environment resulting in low morale and absenteeism. Despite the existence of ten-

sions between the workers, they were able to maintain a certain level of professional-

ism that did not interfere with patient care and support.  

7.1 Local situation of the Global Fund TB grants allocation of working equipment  

The use of the GF TB grants for TB control activities allowed the TB healthcare sys-

tem operational weaknesses and strengths to be identified. Apart from the expansion 

of TB diagnostic centres in various hospitals, 128 machines for complex TB diagno-

sis for example GeneXpert5 machines were also provided to boost the capacity of the 

laboratories to diagnose drug-resistant tuberculosis. 

“The GF has really supported us, initially we could not diagnose drug-

resistant TB with a microscope. we initially did not have the technology…, it 

 
5 GeneXpert machine is used to diagnose tuberculosis to discover whether a person is infected with 

TB, and if the TB bacterium of the person has resistance to one of the common TB drugs, called ri-

fampicin. 
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is the GF that has supported the provision of GeneXpert machines. Now we 

have about 13 sites having GeneXpert machines in the region.” (DHS003)  

“… for now, the drug-resistant cases in our district we have identified three 

(3) cases that we are managing. We also do the normal sputum and X-ray test 

for extrapulmonary TB.” (DHS001)  

Frontline workers suggested that the GeneXpert machines which were provided 

through the GF TB grants and their continued availability provided them continued 

access to the machines which enhanced their competency to use the machines. The 

results were that it promoted early TB diagnosis. The frontline workers explained 

that TB diagnosis took less than three hours after TB patients’ samples are taken. 

Almost all the managers explained that the GeneXpert helped to minimise facility 

delays which characterised the pre-GF TB grants period.  

“GF exposed the eye of the TB control programme to look for the multidrug-

resistant which I think we have some cases now.” (DHS002) 

“The GeneXpert once it came all stakeholders involved were trained and one 

thing is that it is able to produce results very quickly. For instances where 

clients would have to come and sit down for long and it is able to identify 

those drug-resistant cases straight away so that has helped to facilitate the 

workload and it has lessened the burden of the lab.” (DHS003) 

An uninterrupted power supply was a requirement for the GeneXpert machine instal-

lation in the laboratory. For this reason, the use of the GeneXpert was vital for im-

proving not only the laboratory infrastructural challenges but also eliminating the 

erratic power supply. Meanwhile, laboratories that benefited from the GeneXpert 

machine the health facility management also equipped the healthcare facility with 

standby generators to ensure continued supply of power. 

Even though the installation of the GeneXpert machines improved power supply and 

early diagnosis of TB, most of the district managers interviewed revealed that the 

criteria for the GeneXpert machines allocation was unfair. 
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“There was no equity in the allocation of resources to the districts. They 

don’t consider the districts peculiar need but based on number of cases a dis-

trict is able to report.” (DHS004)  

Some district managers from the northern region felt that the national level TB man-

agers failed to consider the context-specific working conditions before allocating the 

districts with resources. 

The criteria for allocating resources including the GeneXpert machine from the NTP 

to the districts considered the number of TB cases reported from the districts. Ac-

cording to district managers both in the southern and northern regions, the criteria 

was such that, districts reporting a greater number of TB cases received more re-

sources allocated to them. For example, more motor bicycles and trained laboratory 

personnel were allocated to districts reporting higher numbers of TB cases. 

Concerning the installation of the GeneXpert machines, the national TB programme 

managers considered the availability of existing and well-equipped laboratories with 

qualified personnel to operate the GeneXpert machine. They also checked available 

working space and ambient environment. For example, the availability of a function-

ing air conditioner fixed in the laboratory. Finally, the national level managers took 

into consideration the proximity of an already existing laboratory within the district 

to locate the GeneXpert machine. The closer the location of the existing laboratory to 

other neighbouring districts the high the chances of selecting the laboratory to install 

the GeneXpert machine. 

Some of the district managers both in the southern and northern region argued that 

inadequate resources in some of the districts as well as poor geographical access to 

the districts resulted in low performance of TB detection, care, and prevention. Ac-

cording to some of the district managers, inadequate resources prevented qualified 

staff to accept postings in these disadvantaged districts, creating an arduous work-

load for the few available frontline workers.  

One of the district level managers suggested that “…districts location, functioning 

many community health and planning services centres (CHPS) in a district, number 

of sub-districts, number of TB cases in the district” (DHS003) should be considered 
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as the criteria for the allocation of the TB service delivery funds and other resources. 

However, a regional level manager explained. 

“… for allocation of the funds reporting cases number of TB cases is consid-

ered. For instance, in monitoring and supervision, the district is supervising 

case management so it means that a district managing more cases will have 

to visit more patients, so we consider all these factors in trying to allocate the 

funds to the district.” (RHDA001) 

District level managers felt that there was lack of equity regarding allocation of re-

sources to the district. The managers felt that not all district challenging factors were 

considered by both the national and regional managers during planning stages to al-

locate resources to the districts. According to the district managers the issue of disre-

garding districts challenging factors before allocating resources has negatively im-

pacted more on the already disadvantaged districts because they are already poorly 

resourced, and the allocating criteria have also not favoured the poorly resourced dis-

tricts. The pattern of disagreement concerning the resources allocation criteria was 

observed among both the southern and northern districts managers who considered 

their district to be less privileged in terms of geographical accessibility. 

7.2 The vagaries of financial dependency of the GF for TB services   

The GF has been the major financier for TB services in Ghana. Government funding 

mainly goes into the payment of workers’ salaries. A key informant said, “the Gov-

ernment of Ghana (GoG) budget goes into paying employees compensation and 

wages, so you find out that not much is left for the health sector to run.” (NAT002) 

 Another key informant commented: 

“For Ghana, our main funding partner is the GF when it comes to TB. Gov-

ernment of Ghana also supports it. We do not have multiple partners, unfor-

tunately; we receive little support from the government. Government pay for 

X-rays for patients.” (NAT001)  

As at the time of the interview GF provided 70% funding for medicines.  



 

101 

 

“Right now, the GF until this year they have financed 100% of medicines. 

Now they are funding about 70% of programme commodities that is: medi-

cines, from next year the government of Ghana is expected to pick up 30%.” 

(NAT002) 

According to a key informant, the GF is gradually transitioning and have asked the 

government to provide counterpart funding for TB. The government is expected to 

pay 30% of the total budget for TB control programme activities. 

“It is a transition I said they started by funding 100% all these years. The GF 

has been financing 100% and now preparing our government to assume this 

additional responsibility. Government is going to take 30% as GF decreases 

its proportion of funding the government of Ghana steps up.” (NAT001) 

“So, a time will come when the GF will not finance infrastructure again be-

cause you are a lower-middle-income country we will not fund all your medi-

cines again because you are a lower-middle-income country you must pro-

vide a counterpart.” (NAT002) 

The interview with a national level manager revealed government uncertainties 

around the provision of funding to finance TB activities. According to some of the 

national level managers, as at the time of the interview, the national TB control pro-

gramme has presented a budget to the Minister for Health to provide funds for TB 

service delivery, however, they were uncertain about the release of funds by the Min-

istry. 

“Unless our government can raise all that amount and guarantee the same 

predictable level of funding and I am saying that with the government of 

Ghana which I call the grace of God those resources are dependent on avail-

ability.” (NAT001) 

Some district managers explained that there are no existing plans for financial assis-

tance for TB activities apart from the GF TB grants support provided to the districts 

from the NTP headquarters. According to one of the key informants’ past experienc-

es from government’s shows its lukewarm attitude to release funds to support TB 

service delivery. For instance, the government has not yet provided funding to sup-
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port treatment supporters and TB patients when the enablers’ fund (package) to en-

courage TB treatment was withdrawn.  

The continued allocation of the GF TB grants to the districts encouraged all the dis-

trict level managers interviewed to depend solely on the GF TB grants for TB ser-

vices delivery. As a result, district managers became dependant on the GF TB grants 

allocations even though the allocations were often released late. The effect of the late 

release of the district allocation was those district managers engaged in advanced 

borrowing of funds from other sources for TB service delivery.  

“Well, the GF brought some kind of predictable funding in terms of predicta-

ble supply of commodities that you can use to plan your delivery of interven-

tions.” (DHS002) 

“I told you one of the advantages of the GF funding mechanism is that it’s 

predictable and it’s almost guaranteed that it will come so it makes people 

plan without thinking because they know it’s going to come so whether the 

resources are in or not, they will still go ahead and do whatever expecting 

that the funding will come you see what I mean.” (NA001) 

For example, money was taken from the neglected tropical disease budget to cater 

for community health workers transport fares to perform TB patients home verifica-

tion and treatment supervision at the TB patient’s residence. A manager explained 

that they provided financial returns (report) to reflect the activity of which the funds 

were originally intended for but not that for which the funds were used. A district 

manager remarked. 

“We used money meant for meningitis contact investigation especially when 

we had meningitis for TB contact supervision likewise, we use other pro-

gramme allocated funds for TB for other programmes is all part of strength-

ening the system.” (DHC002) 

“but as I said when the TB money was coming other activities were also ben-

efiting.” (DHC003) 
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“even though when you are providing financial report for the allocated funds 

you can’t mention those things you used the money for. You will strictly re-

port per the TB activities, but it also helped the general system so as well. 

When we have other programme, funds are left after the programme activities 

like Yaws and so on… we use it for whichever TB activity is available.” 

(DHC003)  

Two district managers explained that they made some financial savings from allocat-

ed programmes funds. They use such saved funds to finance TB activities when TB 

allocated funds from the NTP delays.  

“…as a district if you are not getting Government of Ghana money (GoG) 

funds. What happens is that if we have any other programme like we have 

plan Ghana with us here if we run programmes and some small thing (mon-

ey) is left we also use it to cushion the TB programme.” (DHC004) 

Likewise, other districts managers have integrated TB activities with other district-

level programme activities which were organised in the districts. For instance, they 

merged TB advocacy with district immunisation and HIV advocacy activities. 

“it depends on when the world day falls, you know World TB day falls in 

March and World HIV/AIDS day falls in December. Strategically, we in the 

region have designated those months for such diseases (TB, HIV) so if we are 

in March, we intensify TB and HIV advocacy and when it is in December, we 

also do the same.” (RHDB001)  

Finances play a pivotal role in the upkeep of the NTP for its service delivery as they 

help to create overall stability. The proven surety of expected funds from the GF TB 

grants gave management assurances that they can move forward with business as 

usual. However, gradual changes of funding cuts left many wondering whether the 

government of Ghana is ready to take on its new role as the main financier for TB 

activities and what will be the after effect. The regular expected funds from the GF 

TB grants gave room for managers to advance funds for services delivery without 

prior approval which could lead to funds misappropriation. When funds meant for 

TB services delivery is misused TB patients and NTP indicators will not be optimal-



 

104 

 

ly attained. When district-specific conditions are not considered before the allocation 

of funds. The pattern observed from the analysis shows that districts that are consid-

ered deprived with fewer TB resources struggle to deliver services hence, hampering 

effective TB service delivery.  

7.3 Global Fund grants supported the recruitment of service providers.  

“Do we have the right mix and quality to manage the programme of this na-

ture where several interventions are taking place at the same time? GF re-

cruited personnel to fill these gaps all right so we can provide adequate im-

plementation support to the programme that is one clear example.” 

(NAT001) 

The comment above indicated that the GF TB grants provided an avenue to recruit 

required human resources to fill existing vacancies. A national-level manager ex-

plained that technical workers were more required than management workers. “can 

management find all the missing cases? It is not management that finds the missing 

cases.’’(NAT002). Workers who were recruited through the GF TB grants included 

regional TB monitors, laboratory staff, and task shifting officers.  

These recruited TB monitors were supervised by the regional TB coordinators at the 

regional level. The TB monitors were responsible for TB data reporting as well as 

coordinating TB related monitoring and supervision at the district level. The recruit-

ed regional monitors were paid through the GF TB grants. The payment offered to 

those who were recruited through the GF TB grants created envy among the gov-

ernment recruited workers. A quote from a regional level manager. 

“…their pay came through the GF TB grants. I am not aware of exactly how 

much that they are paid but I hear they are paid in dollars. They were paid in 

dollars, as I later understood. It created envy among the workers.” 

(RHDB001) 

Some managers at the regional level indicated that the role of the TB monitors con-

tributed to accurate data reporting as well as timely reporting due to monthly data 

verification and synchronisation of TB report from the district level. However, other 

districts and regional managers were dissatisfied with the way those recruited 
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through the GF TB grants occurred. The district managers complained about exclud-

ing their decisions in the staff recruitment process. “We were not consulted and did 

not also know the criteria used for the recruitment process.” (DHS002)  

The managers preferred that the staff recruitment was decentralised. “They should 

have allowed the districts or even the region to do the recruitment. All of them were 

recruited from the national level” (DHS001). Almost all the district level managers 

commented that the recruitment should have begun from the district level and even 

within the locality. This would have prevented further burden placed on the district 

to provide accommodation for those staff who reported to the districts to resume du-

ty.  

One district manager was concerned about the expressive unhappy feelings of those 

community members who had worked with the district directorate and qualified to be 

recruited but were denied the opportunity because of the direct recruitment from the 

national level. The district-level managers felt those treatment supporters (caregiv-

ers) at the district level who worked as volunteers and qualified should have been 

given priority during the recruitment process by the national level managers. Accord-

ing to a district manager, this has led to working rivalry and bitterness between task-

shifting workers recruited through the GF TB grants and the treatment supporters 

who were hoping for regular employment. This has led to silent internal conflicts 

among the treatment supporters leading to less work enthusiasm. 

“The complaints that came from this treatment supporters were unbearable. 

They suddenly retracted to work. We have engaged them hoping that we will 

find permanent work for them, but this has not been so. They have felt we are 

deceiving them.” (DH003) 

In contrast, other district managers felt that district managers should not be part of 

the recruitment process because of a conflict of interest. These district-level manag-

ers commented that when district managers were allowed to recruit staff, they would 

recruit people who were known to them which will compromise fairness. “…masa 

(master) you know the system already. They have their people and have to fix them 

first” (DC002). So, favouritism according to some is a factor in the hiring process. 
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Apart from the tensions that existed between managers over the recruitment process, 

tensions also existed among frontline workers. For instance, laboratory workers who 

were recruited through the GF TB grants were solely responsible for examining la-

boratory samples for TB. A district manager commented that Ghana health service 

(GHS) employed workers who were already working in the laboratory compelled the 

GF recruited workers to assume additional roles. The focus group discussion re-

vealed that workload remained a concern for the GF recruited workers. A frontline 

worker strongly acknowledged that the GHS employed colleagues gave them addi-

tional duties to perform which was not part of their responsibilities. One frontline 

worker explained: “the behaviour from our counterparts further increased our work-

load they made us examine malaria slides which are not part of our schedule.” 

(DL003) 

The GHS recruited laboratory workers who were enviable of those who were recruit-

ed through the GF TB grants. The differences in the salary between the GHS workers 

and the workers recruited through the GF TB grants created this tension. Those who 

were recruited through the GF received a higher salary and were paid in dollars. 

Meanwhile, according to the frontline community health workers, those who were 

recruited through the GF TB grants only examined TB slides and were paid a high 

salary implying that they performed fewer tasks and were paid higher salaries. Below 

is a comment from a manager. 

“I was told that they are paid in dollars so have to do most of the work in the 

laboratory I just came, and my pay is higher than those who have worked for 

a longer period.” (DL002)  

An interview, with the district managers, revealed that the GHS existing laboratory 

employed workers felt displeased to work with those who were recruited through the 

GF TB grants. In some of the facilities, those who were recruited through the GF TB 

grants were not allowed by the GHS recruited staff to use equipment that did not be-

long to the TB control programme. For example, those who were recruited through 

the GF TB grants were restricted to use instruments that were not branded to have 

been provided through the GF TB grants. A frontline worker commented, “They 

provided me with slides to use and prevented me from using equipment not provided 
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by the GF” (DL001). During the interview, a frontline worker revealed that where 

working harmony existed between government existed workers (GHS) and those 

who were recruited through the GF TB grants, the GF recruited workers were fewer 

than GHS employed workers. This tension brought stress and uneasiness to work 

among those recruited through the GF TB grants. This resulted in frequent absentee-

ism from work among those recruited through the GF TB grants.  

Even though tensions existed in the laboratory environment one district manager re-

ported that the work performed by those recruited through the GF TB grants contrib-

uted to reduced waiting time for the TB patients to receive their laboratory results. 

“One benefit of the GF is that now patients no longer wait and get their results the 

following day, but they receive it early’’. (DHS002). According to the frontline 

community health workers patients received their laboratory results within a day. A 

frontline worker commented, “…unlike previous, patience laboratory results are re-

leased the same day…” (DL003). 

Apart from the tensions exiting between laboratory workers due to differences in sal-

ary and workload, there was disagreement between national and district managers 

about the process of recruiting task-shifting workers. Despite the approval provided 

by the national managers for district managers to submit names of potential appli-

cants to be employed as task-shifting workers, the national level posted the task shift-

ing officers only to high TB burden areas living the smaller healthcare facilities. 

“What they did was that they wrote to the facilities involved to come out with 

people to be engaged as task shifting officers.” (DHS002) 

“… the GF TB grants was used to employ some task-sharing staff and those 

staffs were sent to the high burden high TB burden district where there are 

hospitals clinics and other things so they will help in detecting TB cases but 

as to as for small districts like Mpoho which is not part of the highly bur-

dened district nothing like that happened.” (DC003)  

The presumptive TB patient screening work performed by the task-shifting workers 

were found to advance early TB case detection as well as increased case detection in 

the hospitals where they were posted to provide services. A national-level manager 

noted this.  
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“case detection improved in the Greater Region when screening services 

were provided by the task-shifting officers. Their screening picked most of the 

cases.” (NAT001).  

The GF TB grants paid task-shifting workers showed excitement for their employ-

ment. Although the task-shifting workers were not professionals, they were trained to 

perform the specific task of screening every patient who reported to the hospital for 

any ailment. They used a screening tool to identify patients who displayed any signs 

and symptoms of TB and reported at the outpatient’s department (OPD). For these 

task-shifting workers, working in the hospital was enough motivation for them to be 

committed to their roles. More importantly, being regarded as a health worker by 

outsiders or colleagues known to them outside the working environment boosted 

their ego and were enthusiastic towards their duty. They were however not stationed 

in all the hospitals in Ghana but selected a few. A national-level manager commented 

that, 

“the work of the task-shifting workers is believed to reduce the workload of 

the frontline general nurses who dealt with general conditions at the OPD in 

the bigger hospitals.” (NAT002)  

According to the treatment supporters, the avoidance of stigmatization was the de-

terminant for the TB patient to choose treatment supporters. TB patients were al-

lowed to identify who they trusted and were comfortable supervising their medica-

tion intake at home. According to the frontline community health workers, some pa-

tients selected health workers to provide treatment support because they did not have 

confidence in their family members. A manager commented “they said their family 

members will not treat their condition confidential.” (DFH001)  

The focus group discussion with the frontline community health workers revealed 

that patients who lived long distances (30km) away from the healthcare facility did 

not receive the necessary regular visits from frontline community health workers to 

supervise the TB patient’s medication intake. Instead of the daily supervision, the 

frontline community health workers were to provide to the TB patients medication 

intake, they did it thrice a week. A quote from a district level manager. 
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“We are not able to supervise their medication intake every day, but we ad-

vise them and ask them to come to the hospital if they had a problem. But we 

make sure we go there three times a week… Hmmm, some don’t want their 

households to know initially but later when we speak to them, they under-

stand but some refuse to allow their family members to attend to them”. 

(DFH001)  

Varied reasons for approval to provide the treatment support job was revealed in the 

study. For instance, some community health workers provided treatment support be-

cause they viewed it as part of their responsibilities. One of the frontline workers 

commented “Taking care of the patients is part of our work” (FGD002). On the con-

trary, other community health workers saw it as an additional job for which they 

were expected to be paid. “The directorate need to pay us for this work, though they 

give us enablers…” (FGD003). Other treatment supporters agreed to this role be-

cause of the compassion they had for the TB patients. “I decided to provide support 

to the patient because I feel the difficulty for him.” (FGD003)  

Family members who provided the TB patients treatment support did so because of 

fear of the death of their relatives. “I have seen a relative die of the TB so I will not 

allow this one to die because I have seen people with the disease cured and they are 

doing the work.” (FGD005)  

To other treatment supporters, supervising a patient to recover from TB was a moti-

vational factor to volunteer for such a role. 

7.4 Summary 

The full GF TB grants provided to the NTP and the grants expending against TB in-

dicated both constructive and dissenting results throughout this section. Opinions 

varied throughout the administration of the GF TB grants for TB services. Favourit-

ism according to some is a factor in the hiring process. Strategies and effectiveness 

of methods utilized were questioned. Personal recommendations, observations of 

managers, alternative approaches that could have been employed were subtly men-

tioned throughout the interviews. The allocation of finances was of concern to some 

who indicated its impact sometimes reflected effective preplanning, at times irre-
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sponsibility, as well as future financial stresses should the GF funding be discontin-

ued. Yet patients care and support did not suffer whiles the system was also strength-

ened by the resources provided through the GF TB grants.  

  



 

111 

 

CHAPTER 8 

The Global Fund enablers’ fund and its effect on frontline community 

health workers practices 

8.0 Introduction 

As noted in Chapter 7, the GF TB grants provided for NTP activities offered TB di-

agnostic equipment and new laboratory recruits. This created room for early labora-

tory diagnosis even though the current employees portrayed negative attitudes, re-

sulting in low morale and absenteeism of the recruits. Despite the existence of con-

flicts between the workers, they maintained a certain level of professionalism that 

did not interfere with patient care. District managers were financially dependant on 

the GF TB grants for service provision without sustainable plans for the GF TB 

grants withdrawal. Little is known about the effects of the enablers’ fund (package) 

provided to the frontline workers at the district level and also how managers at the 

district level implemented the enablers’ fund to secure optimum frontline workers 

practices.  

Therefore, the focus of this chapter is centred on the head of healthcare facilities in-

cluding district managers, frontline community health workers, treatment supporters 

and how the enablers’ fund (package) influenced service delivery activities such as 

TB case detection, contact tracing, and treatment supervision in the communities.  

The chapter argues that the provision of the GF TB grants, and its enablers’ fund 

component encouraged district level managers decisions to provide innovative ways 

to inspire frontline workers to deliver TB services. The chapter illustrates the lack of 

formal training funds for TB   influenced district managers to use the enablers’ fund 

to maintain case search and TB treatment supervision in progress. However, the de-

clining interest of frontline community health workers to supervise treatment sup-

porters and TB patient’s treatment and care was due to lack of formal TB training 

and competing district programme demands. Non-payment of treatment supporters 

transport and travels (T&T), lack of food for TB patients to aid medication intake, 

the resistance of healthcare facility heads to use internally generated funds (IGF) for 
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TB activities as a result of government delay in financial reimbursement were factors 

identified during the interviews to hinder smooth delivery of TB services.  

8.1 Case search and contact tracing.  

As discussed in section 2.2.3 the enablers’ fund (package) was a pro-poor initiative 

by NTP, Ghana which was funded by the GF. The initiative was designed to improve 

early TB case detection and adherence to TB treatment by providing financial or ma-

terial incentives to TB patients, frontline community health workers, and the health 

facility. 

According to the district managers since 2012 they did not receive funds to organise 

training workshops to update frontline community health workers with the required 

knowledge and skills for the TB job. As a result, there was an observed declining 

interest of frontline community health workers to conduct TB case search and con-

tact tracing. It was evident from the focus group discussion that once the TB training 

was not forthcoming frontline community health workers attention was shifting to 

other district programmes that had funding and continued training. According to the 

frontline community health workers, one of their major motivations to provide TB 

services which include case search and contact tracing was the ongoing formal as 

well as the re-fresher trainings. “We feel confident and motivated when we meet to-

gether during training sessions to share our experiences” (FGD001). The frontline 

community health workers were interested in maternal and child health nutrition 

programme (MCHNP) activities. This was because the MCHNP activities received 

continued donor financing placing additional responsibility on them. For example, 

districts were implementing the MCHNP programme, and the frontline community 

health workers role was to provide financial accountability for the MCHNP pro-

gramme which was becoming all-consuming. The responsibility placed on the front-

line community health workers coupled with a lack of TB training workshops and 

continued TB updates was slowly dispelling the interest of frontline community 

health workers on TB case search and contact tracing.  

As a result of the lack of funds to provide formal training for the frontline communi-

ty health workers some district managers used the enablers’ fund to attract frontline 
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community health workers to attend monthly TB meetings. Below is a quote from a 

district manager. 

“When we call for meetings sessions because we used part of the enablers’ 

fund to motivate the workers to attend, we don’t even give them T&T. We give 

them this money as an incentive for motivation.” (DHS005) 

The quote from the district manager implies that motivating the frontline community 

health workers was essential to keep them updated to provide TB services. But with 

the lack of training funds, they used their discretion to motivate frontline community 

health workers for monthly TB meetings in spite of formal training to develop the 

skills and interest of the frontline community health workers to conduct TB case 

search and contact tracing. 

However, not everyone agreed that ongoing training was required to see improve-

ments in the frontline community health worker’s abilities to detect TB overall re-

sults. A national-level manager explained that regular TB training for health workers 

ceased from 2012. “Series of training, capacity building has been done since 2003 

so we are not focusing on training this time. We feel we have trained enough so we 

expect to see improved results." (NAT001). Another national-level manager ex-

plained that, because of the numerous numbers of training sessions held previously 

between 2005 and 2014, frontline community health workers at the district level 

were well informed about TB activities (case search, contact tracing etc.) therefore 

further training of frontline community health workers was not required. “We have 

trained enough frontline workers, so training is not a priority” (NAT002) hence sub-

sequent GF TB grants from 2012 did not provide funding for TB training activities. 

Whiles district level managers required funds for training frontline community health 

workers on TB activities the national level managers assumed that training on TB 

control activities was not needed because of the previous training held for the com-

munity health workers. However, the community health workers interviewed showed 

that they did not possess adequate understanding in dispensing TB medication to the 

TB patients as well as the use of TB screening tools. They relied on their colleague’s 

experience and consulted one another through personal mobile telephone when they 

were unsure about their decision to screen patients with presumptive TB. “We use 
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the TB registers, reporting and screening forms but don’t have much understand-

ing.” (FGD001)  

According to the frontline community health workers, they learnt the usage of the TB 

screening tools on the job by themselves. They explained that within two years NTP 

had changed the TB screening tool twice without a formal update on the usage of the 

tools which have left them unsure about its correct usage. Below is a quote from the 

community frontline workers focused group discussion.  

“There has even been a change in the treatment regimen for the drug re-

sistance TB, but we have not been trained how to give the drug and even its 

reaction. […] We ask from our superior offices from the district office if we 

have difficulties with TB patients on treatment.” (FGD003)  

8.2 TB patient’s support and care  

In Ghana, medication costs for TB patients are sponsored by the GF through the 

NTP. This implies that patients are to pay for their diagnosis and consultation fees. 

During the treatment supporters focus group discussion and the district managers in-

terview, it was indicative that, the payment of the health insurance premium using 

the GF enablers’ fund prevented TB patients from the humiliation they felt when un-

able to afford payment for co-infected illness. Below is a quote from a treatment 

supporter “The patients used to complain about the humiliation they go through 

when they attended the hospital and could not pay.” (FDT001)  

“The TB patients did not struggle to attend to the hospital because it was 

made free for them when the district health directorate paid for their health 

insurance premium. They did not fear they will not be taken care of if they 

reported to the hospital with any health condition.” (FDT002) 

Even though the GF enablers’ fund (package) was not directly meant for the payment 

of health insurance premiums for the TB patients, the initiative by some district man-

agers has fortified a good supervisory relationship between the treatment supporters 

and the TB patients. In essence, the payment of the insurance premium for the TB 

patients prevented the financial barrier of the TB patients to access healthcare. 
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Treatment supporters were at ease to go with them to the hospital for their medical 

check up. Below are quotes from treatment supporters.  

“…Apart from the fact that some of the TB patients are not usually able to 

produce sputum for laboratory diagnosis in the fifth month, we happily ac-

company them to the hospital for their laboratory investigation without fi-

nancial complaints.” (FDT006) 

“The enablers’ fund which was provided to the patients supported them to 

pay for transportation to the laboratory for their laboratory investigations.” 

(FDT004) 

An interesting revelation was that one of the district managers confirmed that the 

payment of the health insurance premiums prevented illegal collection of fees from 

TB patients by the healthcare facility workers.  

However, not all the district managers agreed that payment of the health insurance 

premium was a priority for the TB patients. The interviews with some of the district 

managers revealed that they used the GF enablers’ fund to purchase food items for 

TB patients. According to the majority of the treatment supporters, the TB patients 

complained that the size of the TB medication was too large. Some of the treatment 

supporters complained that they had it tough to encourage the TB patients to take 

their medication because of hunger. According to the treatment supporters the TB 

patients complained about hunger any time they swallowed the TB medication espe-

cially during the first three months of treatment.  

In order to address the issue of the patient’s hunger, some district managers procured 

food items with the GF enablers’ fund for the TB patients. These are comments from 

the treatment supporters.  

“…The food motivated them. They complain that the size of the drug is too 

big but with the food package, they are happy to take it. Without the food, 

they fail to take it.” (FDT004)  

“When they eat the food and take the TB medication, they look good. That 

motivates us to continue taking care of them.” (FDT003)  
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“The food compels them to come for their drugs and take them.” (FDT001)  

The district managers felt that by lessening the food/hunger challenges faced by the 

TB patients, that would foster TB patient’s medication intake. In this example, the 

district managers were in alignment with the needs of the TB patients and sought to 

fulfil that need which ultimately became a benefit to improve TB medication adher-

ence by increasing TB treatment success and the overall patient wellbeing. 

Three of the interviewed district managers applied portions of the GF enablers’ fund 

(package) towards transportation costs for TB patients when patients commuted from 

their residence to the clinic for their monthly medication package. As a result, TB 

patients were able to regularly attend their appointments for the scheduled TB medi-

cation supply. One district manager commented:  

“Because we provided the TB patients with transportation fare, they always 

came for their medication with their treatment supporters.” (DHS004)  

The payment of the TB patients travels expenses took away the TB patients burden 

of their monthly travel expenses for a medical check-up. According to some of the 

treatment supporters, the financial relief enjoyed by the TB patients encouraged them 

to cooperate with the frontline community health workers to attend their scheduled 

check-ups. Below is a quote from a treatment supporter.  

“Because we were given money for out T&T when we are able to borrow 

money when we do not have money for clinic. We pay back when we return. 

The Nurses give us money for transport any time we visit the clinic.” 

(FDT005) 

As a result of the payment of the travel expenses incurred by the TB patients and 

treatment supporters through the enablers’ fund, there was continued regular monthly 

meetings which generated TB patient’s interaction with the district health directorate. 

This allowed the district health directorate to be able to take proper records of the TB 

patients which also created an opportunity for TB patient’s physical examination to 

assess their health condition. The result was that district managers were able to ob-

tain TB patient’s records and documenting these records culminating in better report-

ing of TB patient’s treatment outcome.  
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The treatment supporters (caregivers) interview showed that payment of the health 

insurance premium eased their care job because it boosted the confidence of the TB 

patients to be willing to visit the healthcare facility for any medical check-up when 

they were ill. 

The use of the GF enablers’ fund to finance payment of laboratory investigation fees 

for both presumptive TB patients and confirm TB patients has created an opportunity 

for progressive TB control strategies (case detection, public education, patients’ su-

pervision, and care). It also emerged from the treatment supporters’ focus group dis-

cussion that, the payment of the health insurance premium for the TB patients be-

came an advocacy message. Some of the treatment supporters created community 

awareness about the payment of the health insurance premiums for TB patients. Ac-

cording to the treatment supporter’s their advocacy aimed to encourage some com-

munity members who experienced prolonged cough to report their condition for free 

medical check-up.  

8.3 The Global Fund enablers’ fund (package) withdrawal from the year 2015 

This section of the chapter examines the withdrawal of the enablers’ fund (package) 

provided to health workers, the healthcare facility, and the TB patients. The section 

begins with a quotation from two frontline community health workers.  

“TB case search is down, love for the work has gone down. The patients fail 

to go to the laboratory. The clients take the drug anyhow.” (FGD002) 

“Disease will spread. People will die because we have no support.”  

(FGD005) 

In Ghana, the NTP requires that for any identified presumptive TB patient who re-

port to the healthcare facility, a follow up to the patient’s residence is conducted. 

This was important due to the poor residential address system in Ghana. It was to 

prevent losing the patients and also for the TB patients contacts to be kept under dis-

ease surveillance.  

Some of the healthcare facility managers explained that the inadequate finance for 

TB activities coupled with the withdrawal of the enablers’ fund was a challenge for 

them to ensure continuity of TB patients residence verification and contact tracing. 
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In the past financial and material motivation was provided from the enablers’ fund to 

the frontline community health workers who performed these activities. In order to 

maintain the TB contact tracing duties, some of the healthcare facility managers en-

couraged the frontline community health workers to combine the TB patients follow 

up and supervision with their family planning and child welfare responsibilities dur-

ing their monthly outreach services.  

Contrary to the decision of the managers, it was observed during the study that, not 

all the frontline community health workers obeyed the directive to combine outreach 

services with TB case search, contact tracing and supervision. During the focus 

group discussion, the frontline community health workers commented that they no 

longer consistently perform contact tracing as a result of the withheld financial moti-

vation and lack of sputum containers for collections of patient’s specimens.  

“To be honest with you. We have stop tracing the TB patients to their resi-

dence. Since 2016 we stopped. Sometimes we do but if there are no sputum 

containers to take the sample… We wait when we have some of the sputum 

containers we go for the sample or sometimes we ask the patients to report to 

the regional hospital.” (DHF002) 

“Lack of traceable address for them to be able to trace. Staff (low number of 

staffs) constraints tracing.” (DHF004) 

As at the time of the study, the Ghana government has not continued with payment 

of the enablers’ fund (package) to the frontline community health workers as well as 

the treatment supporters. As a result, the frontline community health workers are no 

longer effectively conducting the case search and contact tracing. The effect of the 

inconsistent conduction of TB patients case search and contact tracing was that TB 

patients were beginning to report to the healthcare facility at the advanced stages of 

their infection. The quote is from a frontline community health worker. “Patients 

come when they are at an advanced stage.” (FDT006) 

Some of the treatment supporters questioned why their previous counterparts were 

provided with food and other items as well as payment of their transportation cost 

but they were not provided with such facilities. However, from the frontline commu-
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nity health workers accounts, the treatment supporters were taking advantage of the 

incentives to provide the treatment support but not wilful volunteers to provide the 

treatment support. Below is a quote from a frontline community health worker.  

“…Ghanaians like free things. When they were given free food and transpor-

tation cost you see people interested to be part of the treatment support job.” 

(FGD004)  

Nevertheless, the issue of long-distance travel and the inability to pay for transporta-

tion costs was found to be a nuisance to the treatment supporters. Below is a state-

ment by one of the treatments supporters. 

“Distance is a problem for us. The T&T for bringing the TB patients for re-

view and taking their medication is not paid… we don’t have money for the 

patients …we are family, but we don’t have money...” (FDT003)  

Deducing from the questions raised by the treatment supporters one would infer that 

there was a lack of transparent communication to the treatment supporters about the 

withdrawal of the enablers’ fund. There was also a failure of the districts managers to 

provide an alternative means for the treatment supporters to continue with their 

committed TB treatment supervisory job.  

Unlike previously, some of the district managers used the enablers’ fund (package) 

to cater for treatment supporters and TB patient’s transportation fare. The withdrawal 

of the enablers’ fund (package) financially disempowered these district managers to 

pay for the transportation fare for both the treatment supporters and the TB patients. 

This required that both the TB patients and the treatment supporters pay for their 

transport fare anytime they visited the healthcare facility with the TB patients for 

medical review. 

Transportation fare for treatment supporters was identified from the data analysis to 

be one of the reasons that hindered treatment supporters to provide effective treat-

ment support to the TB patients when the enablers’ fund was withdrawn. During the 

focus group discussion, the treatment supporters explained that the average distance 

between TB patients’ residences and the healthcare facility where TB patients were 

sent for medical review was about 45km. Some of the treatment supporters men-
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tioned that they present the TB patients for medical review when they had money to 

pay for their transportation.  

Some of the treatment supporters stated that they stopped accompanying the TB pa-

tients for their medical review at the healthcare facility. Below is a quote from a 

treatment supporter. 

“I do not send him for review all the time because I do not have money for 

transportation. I send him when I have money. When he was getting better, he 

did not want to go for a check-up. … It stopped but he has started coughing 

again.” (FDT001)  

As a result of the inability of the district managers to pay for the transportation fare 

for the treatment supporters, some of the frontline community health workers volun-

teered to provide treatment support to patients whose residences were closer to the 

healthcare facility. The frontline community health workers who took up the treat-

ment support work were unable to consistently go to the patient’s residence to ob-

serve the TB patients swallow their TB medication. They were also not able to su-

pervise the eating habit of the TB patients. The reason for the frontline community 

health workers inability to provide effective TB patient supervision was due to mul-

tiple responsibilities. Find below a quote from one of the frontline community health 

workers. 

“…Sometimes you plan to go to the TB patients house but in the morning an-

other issue comes on board, so you forget… Honestly, my visit to the TB pa-

tients is not regular… I asked him to tick the treatment card when he swal-

lows the TB medication.” (FGD004) 

Repeatedly frontline community health workers were stating lack of monetary sup-

port affected their TB job and most of all the TB patient’s supervision and care. 

Apart from the lack of transportation fare for treatment supporters to effectively per-

form their treatment support job, some of the district managers revealed that they 

could not provide funds for TB sputum specimen transportation from the communi-

ties to the district laboratory for diagnosis. This was because during the period of the 

enablers’ fund withdrawal they did not also receive allocated funds from the NTP 
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headquarters to pay for sputum specimen transportation. Comment from a district 

manager 

“Sometimes for an entire year we do not receive fund at the district for ser-

vice. We use the GF funds to manage the district. But off late the funds do not 

come regularly leaving us handicapped.” (DHS003)  

Not all the district managers relied on the NTP headquarters for monies to transport 

TB specimen from the communities to the district for laboratory investigation. Some 

of the district managers directed the healthcare facilities managers to use their inter-

nally generated funds (IGF) to cater for the TB specimen transportation to the district 

laboratory for investigation. 

During the focus group discussion, the frontline community health workers com-

mented that they felt reluctant to comply with the directive to use their IGF for TB 

sputum specimen transportation. According to one of the frontline community health 

workers’ government delays to reimburse health insurance expenses incurred by the 

health facilities. The delay of the health insurance reimbursement put much stress on 

them to manage the healthcare facilities. Therefore, they were not encouraged to in-

cur additional expenses which were not part of their budget to transport TB sputum 

specimen to the district laboratory for investigation. However, it was evident from 

the district managers interview that in some districts, the TB sputum specimen was 

transported when there are available funds.  

When selective laboratory investigation is conducted because of the lack of transport 

cost, potential positive TB patients will not be detected early which could have im-

plications on the spread of the TB. Subsequently, NTP may not be able to attain its 

case detection target. It is also possible that frontline community health workers will 

lose interest in following up TB suspected cases because they would be unable to 

transport the collected sputum specimen to the district hospital for TB laboratory in-

vestigation to be conducted.  

Early detection of any contagious disease such as TB means an early cure, less stress 

on the healthcare system. Financial assistance in the case of the enablers’ fund then 

start to play a pivotal role in not just the infected person but the treatment supporters 
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(caregivers) as well as the managers whose work was eased due to the availability of 

the fund to provide incentives for the workers. Besides, the frontline community 

health workers depicted those monetary incentives as a motivator assisted them in 

performing their roles and responsibilities more effectively. Hence in this case mo-

rale became low and that affected contact tracing which affected what stages a pa-

tient might show up for treatment and in many cases as indicated by some frontline 

community health workers, patients generally arrive at the advanced stage of their 

disease. 

One of the major effects of the GF TB grants and particularly the enablers’ fund 

(package) is the current policy on payment of health insurance premiums for TB pa-

tients. As a result of the enablers’ fund (package), withdrawal districts managers 

were unable to finance the health insurance premium for TB patients. The effect is 

that Ghana government has absorbed the payment of the health insurance premiums 

for TB patients. Therefore, TB patients are able to access free healthcare for multiple 

morbidities. Below is a statement from one of the districts managers. 

“The district health directorate compile the names of all TB patients to and 

give it to the national health authority to register the TB patients for free 

health care.” (DHS001) 

The free health insurance policy for TB patients will result in lessening the financial 

burden of the TB patients to finance their healthcare. The implementation of the NTP 

strategies financed by the GF has yielded a response for the government of Ghana to 

adopt a policy that relieves TB patients from the burden to finance their health at the 

healthcare facility. The free health insurance for the TB patients is expected to im-

prove TB case detection, diagnosis and treatment, patients T&T to access the 

healthcare facility and feeding to aid the TB patients to take their medication but is 

this the case? Hopefully, soon these identified challenges will be addressed to ensure 

service excellence continues to improve in the healthcare sector. 

8.4 Summary 

Throughout this chapter, the researcher discussed and identified the factors that in-

fluence the use of the GF enablers’ fund and the effects of the withdrawal of the ena-
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blers’ fund and also alternative ways the fund was expended to improve the recovery 

conditions of the TB patients and the treatment supporters (caregiver) to provide bet-

ter care for the TB patients. The withdrawal of the enablers’ fund (package) has af-

fected effective TB contact tracing, TB patient’s treatment supervision due to lack of 

incentives. Conversely, the usage of the enablers’ fund has clearly been innovative 

and has allowed the government to introduce a policy for TB patients to enjoy free 

healthcare insurance premium payments. Similarly, the innovative practices of the 

managers and frontline workers indicate that they can and will accomplish unlimited 

solutions when provided with even nominal support. However, with the withdrawal 

of the enablers’ fund, the TB health care proceedings of patients and treatment sup-

ports were in disarray.  
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CHAPTER 9  

Patterns of TB programme indicators: implications of GF enablers’ 

package and its withdrawal.  

9.0 Introduction   

In Chapter 8, the researcher presented findings pointing to how the Global Fund (GF) 

enablers’ fund (package) was used by the healthcare facility to provide both financial 

and material (food item) incentives to the treatment supporters (caregivers), and 

frontline community health workers. According to the participants, (managers, front-

line community health workers and treatment supporters) these incentives influenced 

the treatment supporter’s commitment to care and supervise TB patients’ medication 

intake as well as frontline community health workers supervision of treatment sup-

porters. These incentives also aided in solidifying the relationships between treat-

ment supporters and TB patients as well as frontline community health workers to 

conduct TB patients contact tracing. Ultimately, the enablers’ fund initiative drove 

government policy to finance healthcare insurance for TB patients.  

One will expect that the commitment of both the frontline community health workers 

and the treatment supporters towards patients’ medication and welfare supervision as 

well as the better community health workers and treatment supporters’ patients’ rela-

tionship will influence TB programme indicators (patients’ treatment outcome). Con-

sequently, to quantitatively show whether this observed commitment of the frontline 

community health workers and treatment supporters influenced the TB programme 

indicators, the pattern of the TB programme indicators were observed. 

Therefore, the purpose of this chapter is to show the patterns displayed of TB pro-

gramme indicators (TB case detection, TB treatment success, and TB adverse treat-

ment outcome) during the GF enablers’ fund (package) period (2012-2014) and its 

withdrawal period (2015-2017).  

The TB programme indicators examined in this chapter include TB case detection 

both during and after the GF enablers’ package withdrawal, tuberculosis patients’ 

treatment success and TB patients’ adverse treatment outcome. Even though other 

classifications of TB types such as extra pulmonary TB, new smear negative TB are 

presented in this chapter the “bacteriologically confirmed” (new smear positive) cas-
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es of TB is the most basic TB control programme indicator which is used to measure 

the performance of the TB control programme because it can identify and represent 

infectious cases of TB that are of the highest priority in terms of TB control (WHO, 

2004). 

9.1 Demographic profile of patients  

A total of 3,019 TB patients (all classified types of TB and all ages) were evaluated 

from 30 selected TB healthcare treatment facilities in Ghana between 2012 and 2017 

(Table 9.3).  

TABLE 9.1 DEMOGRAPHIC PROFILE OF TB PATIENTS, DURING GF ENABLER’S FUND PE-

RIOD (PHASE A) AND GF ENABLERS’ FUND WITHDRAWAL PERIODS (PHASE B) 

  

 

Total 

  

      Enablers’ fund  

  

       Phase A                 Phase B 

  During (2012-014)           After (2015-017) 

 N % n % n % 

Total 3,019 100 1,498 100 1,521 100 

Gender        

Female 1,012 34 503 33.6 509 33.5 

Male 2,007 66 995 66.4 1,012 66.5 

Age       

< 20 279 9 151 10.1 128 8.4 

21-30 551 18 275 18.4 276 18.1 

31-40 717 24 359 24.0 358 23.5 

41-50 654 22 315 21.0 339 22.3 

51-60 381 13 184 12.3 197 13.0 

61 > 437 14 214 14.3 223 14.7 

Median Age 40 

years, Mode 30, 

Minimum age 1 

Maximum 93 

            

New smear positive patients were 1,938 (64.2%), new extra pulmonary TB 164 

(5.4%), new smear negative 872 (28.9%) relapse 29 (1.0%) and other classifications 

16 (0.5%) (Table 9.3). The male to female ratio was 1.98 (male 66.5%, n = 2,007, 
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female 33.5% n = 1,012) (Table 9.1). The TB patients’ ages ranged between 1 and 93 

years (median 40 years) with a modal age of 30 years (Table 9.1). 

9.2 TB case detection   

In the year 2012 during the enablers’ fund period, among all the classified types of 

TB patients detected at the 30 TB treatment healthcare facilities, 68.8% were new 

smear positive (bacteriologically positive) (Table 9.2). At the end of 2017 when the 

enablers’ fund was withdrawn, among all the classified TB patients at the 30 TB 

treatment healthcare facilities 78.9% bacteriologically positive TB patients were de-

tected (Table 9.2).  

 TABLE 9.2 PATTERN OF TB CASE DETECTION FROM 30 TB TREATMENT HEALTHCARE 

FACILITIES IN GHANA DURING GF ENABLERS’ FUND PERIOD PHASE A (2012-2014) AND 

GF ENABLER’S FUND WITHDRAWAL PERIOD PHASE B (2015-2017) 

TB Classifica-

tion 

Enablers’ fund 

 

Phase A                                                             Phase B 

2012 2013 2014 2015 2016 2017 

N % N % N % N % N % N % 

Total 
349 100.0 551 100 598 100.0 697 100.0 615 100.0 209 100.0 

New Smear 

Positive 
240 68.8 289 52.5 388 64.9 418 60.0 438 71.2 165 78.9 

New EPTB 
13 3.7 50 9.1 27 4.5 43 6.2 27 4.4 4 1.9 

New Smear 

Negative 
93 26.6 203 36.8 172 28.8 222 31.9 142 23.1 40 19.1 

Relapse 
3 0.9 4 0.7 6 1.0 9 1.3 7 1.1 0 0.0 

Others 
0 0.0 5 0.9 5 0.8 5 0.7 1 0.2 0 0.0 

Considering Phase B when the GF enablers’ fund was withdrawn (2015 to 2017) 

there was a steady increase of the bacteriologically positive TB patients recorded in 

all the 30 TB treatment healthcare facilities from 60% to 78.9% (Table 9.2).  

Between the GF enablers’ fund period (Phase A) and GF enablers’ fund withdrawal 

period (Phase B) there was a 1.5% increase in case detection for all classified TB 

types (Table 9.3). There was an 11.3 % and 23.1% increase in case detection be-

tween Phase A and Phase B for bacteriologically positive TB patients and relapse TB 
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patients respectively (Table 9.3). In contrast, between phases, A and B there was a 

17.8%, 13.7% and 40% reduction in new extra pulmonary TB, bacteriologically neg-

ative and other classifications respectively (Table 9.3).  

 TABLE 9.3 CASE DETECTION OF TB PATIENTS, GF ENABLER’S FUND PERIOD (PHASE A) 

AND GF ENABLERS’ FUND WITHDRAWAL PERIODS (PHASE B) 

                    

            

Total 

Enablers’ fund 

  Phase A Phase B 

    
During (2012-

2014) 

After (2015-

2017) 
Variation  

  N % N % N % % 

All cases                                      3,019 100 1,498 49.6 1,521 50.4 1.5 

NSP 1,938 64.2 917 47.3 1,021 52.7 11.3 

New EPTB 164 5.4 90 54.9 74 45.1 -17.8 

NSN 872 28.9 468 53.7 404 46.3 -13.7 

Relapse 29 1.0 13 44.8 16 55.2 23.1 

Other classi-

fications 
16 0.5 10 62.5 6 37.5 -40.0 

Classification of TB types (NSP= New Smear Positive TB, EPTB= Extra pulmonary TB, NSN = 

New Smear Negative TB) 

9.3 Treatment Success  

Comparing the treatment success for all classified TB patients in 2012 during the GF 

enablers’ fund period and 2017 when the enablers’ fund was withdrawn in all the 30 

TB treatment healthcare facilities, TB patients who were declared successfully treat-

ed in 2012 was 78.2% while in 2017, 88.0% were declared as successfully treated 

(Table 9.4). Regarding bacteriologically positive TB patients, those who were de-

clared successfully treated in 2012 in all the 30 TB treatment healthcare facilities 

was 78.3% and at the end of 2017 when the enablers’ fund was withdrawn, the new 

smear-positive TB patients who were successfully treated was 86.1% from all the 30 

healthcare facilities (Table 9.4). Between the three years (2012 to 2014) when the 

enablers’ fund was expended to the TB patients the average treatment success rate 

from all the 30 TB treatment healthcare facilities for bacteriologically positive TB 

patients was 85%. However, between the three-year period (2015 to 2017) when the 

enablers’ fund was withdrawn an average of 84% of the TB patients were successful-
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ly treated from all the 30 TB treatment healthcare facilities for all TB types (Table 

9.4). Chi square test shows that the proportion of TB patients whose final treatment 

outcome was successful did not differ by the period of treatment (enablers’ package 

period or enablers’ package withdrawal period), X2 (3, N=3019) =6.1, p=.104. 

TABLE 9.4: PATTERN OF TB TREATMENT SUCCESS FROM 30 TB TREATMENT 

HEALTHCARE FACILITIES IN GHANA DURING GF ENABLERS’ FUND PERIOD 

PHASE A (2012-2014) AND GF ENABLER’S FUND WITHDRAWAL PERIOD PHASE 

B (2015-2017).  

 

Enablers’ fund 

 

              Phase A                                  Phase B 

 

 

Treatment out-

come  2012 2013 2014 
Mean 

2015 2016 2017 
Mean 

 

Successful treat-

ment outcome 
% % % % % % % % 

P 

value 

Treatment Success 

All cases (Cured + 

Treatment Com-

pleted) 78.2 86.9 88.0 84.4 86.2 88.8 88.0 87.6 

 

 

 

0.104 

 

Treatment Success 

new smear posi-

tive (Cured + 

Treatment Com-

pleted) 78.3 90.3 86.6 85.0 83.3 87.2 86.1 85.5 

 

 

 

 

 

 

 

 

9.4 Tuberculosis adverse treatment outcome  

The pattern of TB treatment adverse outcome for all types of TB patients from the 30 

TB treatment healthcare facilities was 5.2% in 2012 and at the end of 2017, TB 

treatment adverse outcome for all types of TB patients in all 30 TB treatment 

healthcare facilities was 3.8%. This indicates a reduction of 1.4% in adverse TB 

treatment outcome for all TB types in all the 30 TB treatment healthcare facilities 

(Table 9.5).  

New smear positive TB treatment adverse outcome patients recorded from all the 30 

TB treatment healthcare facilities in 2012 was 7.5%. At the end of 2017, TB treat-

ment adverse outcome for new smear positive TB patients recorded from all the 30 
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TB treatment healthcare facilities was 4.8%. Between 2012 and 2017, there was a 

reduction of 2.7% in the rate of TB treatment adverse outcome for new smear posi-

tive TB patients recorded from all the 30 TB treatment healthcare facilities (Table 

9.5). 

TABLE 9.5: RATES OF TB ADVERSE TREATMENT OUTCOME  FROM 30 TB 

TREATMENT HEALTHCARE FACILITIES IN GHANA DURING GF ENABLERS’ 

FUND PERIOD PHASE A (2012-2014) AND GF ENABLER’S FUND WITHDRAWAL 

PERIOD PHASE B (2015-2017).  

Treatment outcome 

Enablers’ fund 

 

              Phase A                                  Phase B 

 

 

  
 

2012 2013 2014 
Mean 

2015 2016 2017 
Mean 

 

Adverse treatment 

outcome 
% % % % % % % % 

P 

value 

Adverse treatment 

outcome All cases 

(treatment failure + 

lost to follow up) 5.2 3.4 2.8 3.8 2.0 2.9 3.8 2.9 

 

 

 

0.104 

 

Adverse treatment 

outcome New smear 

positive cases 

(treatment failure + 

lost to follow up) 7.5 4.5 4.1 5.4 2.9 3.7 4.8 3.8 

 

 

 

 

 

 

 

 

 

Chi square test shows that the proportion of TB patients whose final treatment out-

come was adverse did not differ by the period of treatment (enablers’ package period 

or enablers package withdrawal period) X2 (3, N=3019) =6.1, p=.104 (Table 9.5) 

9.5 Limitations  

The literature identifies diverse types of limitations found within retrospective rec-

ords reviews (Buxton, 2021). The limitations for using records as a data source in-

clude missing records, incomplete documentation, and difficulty interpreting infor-

mation found in the documents (Gearing et al., 2006). Additional limitations include 

restricted data and data that is often documented in several different places in the 
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records (Connelly, 2008). Despite the attention and time taken on the quantitative 

data collection (retrospective records review), the researcher faced some of the 

above-mentioned limitations. Incomplete documentation, including missing dates 

and information that were unrecorded, made it difficult to correctly interpret the 

treatment outcome information found in the TB registers. This proved problematic 

verifying the accuracy of TB patients' information and establishing the effect on the 

quality of information extracted from the TB registers (Dworkin, 1987; Hess, 2004; 

Pan et al., 2005; Von Koss, 1995). However, to address the incomplete documenta-

tion issue, the researcher checked and compared the recorded extracts with the dis-

trict TB register to ensure that the extracted data tallied with what has been captured 

in the district's TB registers. For records that were found not to have been captured in 

the district TB register, the individual folders were requested to verify that the pa-

tients were truly registered as TB patients. Records that could not be verified were 

excluded from the extracts. 

Because of the limited time for the PhD training, 30 TB treatment healthcare facili-

ties was selected out of 1,193 TB treatment healthcare facilities which were identi-

fied in the district health information management database (DHIM II). The re-

searcher could have selected more TB treatment healthcare facilities. However, the 

laborious nature of conducting record review sorely by the researcher did not allow 

him to review the records beyond the 30 selected TB treatment healthcare facilities.  

The sample size of participants at each 30 TB treatment healthcare facility used in 

determining the overall treatment outcomes was small, particularly the numbers of 

records used in the determination of treatment success and adverse outcomes. The 

small number of records was due to the 5-year period which was short for individual 

health facilities to record more cases because the health facilities engaged in passive 

case search rather than active case search. This meant that statistical power for sig-

nificant inferences was very low. The 30 selected TB treatment healthcare facilities 

out of the 1,193 were limited which prevented a much wider study of the TB treat-

ment healthcare facilities covering a larger study population. Including a larger num-

ber of healthcare facilities would have increased the number of data records which 

may have provided a more comprehensive investigation into the issues explored in 

this current study. Similarly, the period of observations (data points) was too short, 
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that is, the interval between when the study was conducted, and the withdrawal of the 

enabler's fund, which could potentially affect the outcome of the results presented in 

this chapter. Without more frequent data points, it is exceedingly difficult to deter-

mine what the long-term trend actually would look like, therefore a longitudinal 

study would have been more appropriate. 

9.6 Summary  

Chapter 9 displayed tracking that covers the periods during and after the GF ena-

blers’ fund. The analysis of the quantitative data shows there was no significant dif-

ference in the TB programme indicators during the period of the enablers’ fund and 

after the withdrawal of the enablers’ fund.   
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CHAPTER 10 

DISCUSSION 

10.0 Introduction 

In this study, the researcher adapted the dynamic health systems framework put for-

ward by Van Olmen and colleagues (2010) to examine the effects of the GF TB 

grants on the Ghanaian NTP. Further, the thesis applied concepts put forward by 

Sheikh et al (2011) to examine the tangible TB healthcare systems hardware ele-

ments (human resources, financing, infrastructure) and intangible software elements 

(trust, knowledge, and information). These elements are mediated by actors (manag-

ers, frontline community health workers, treatment supporters/caregivers) and the 

interaction of these elements and actors’ processes impact the TB healthcare system. 

This chapter discusses the study findings before drawing out the practical and theo-

retical implications of the study for understanding the impact of GHI on health sys-

tems strengthening and improving TB service delivery for the TB control programme 

in Ghana and other LMICs.  

10.1 Suitability of framework to understand the relationships of TB healthcare sys-

tem elements in Ghana.  

Van Olmen’s dynamic health systems framework allowed the researcher to examine 

the interplay between working ‘tools and resources (hardware) and unquantifiable 

human interactions (software) at the centre of the health systems as an alternative 

way of looking at the TB healthcare system's performance. This study advances 

knowledge on national TB control programme performance to deliver TB services 

with the provision of GF TB grants in Ghana, an arena where ‘hardware’ thinking 

has directed most health systems studies. This study also contributes to other GF 

studies in LMICs, which tend to consider the software issues, but not necessarily 

based on systems thinking. The framework proved useful in explaining the actor’s 

practices in the context of the GF TB grants provision and withdrawal of the GF en-

ablers’ fund on TB service delivery in Ghana. Key health systems elements and pro-

cesses in the local Ghanaian NTP context were captured through the application of 

the framework, which was refined with the locally specific content and details of 

health systems actors’ behaviours/ practices (Figure 10.1). 
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FIGURE 10.1 REFINED FRAMEWORK  

                           

 

 

                                                                                                                                    

   

 

 

 

 

 System Software Issues    System Software Issues           

TB Healthcare system tension  Demotivation/ dissatisfaction             

 

 

System Hardware Issue 
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             System Hardware Issues   District managers knowledge           

about frontline workers job 
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 Context: The GF TB grants to 

strengthen delivery of TB services as 

well as the withdrawal of the GF ena-

blers’ fund. 
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The health systems framework put forward by Van Olmen considers knowledge and 

information as software. There were some emergent elements from the data analysis 

which are expounded in the current study. The researcher originally understood 

‘leadership and governance’ of the framework to consist of policy guidance and reg-

ulation of distinct functions of the health system. With regards to GF TB grants ex-

pending to deliver TB services, the relationships between the national level TB man-

agers, district-level managers, and frontline community health workers as well as the 

treatment supporters, especially the tension between the national level TB managers 

and district level managers emerged as an influence of mistrust in working relation-

ships (Figure 10.1). This was due to lack of transparency on the process of adminis-

tering GF TB grants guidelines. Similarly, the national level managers criteria for 

allocation of GeneXpert machines and TB service delivery funds was considered as 

an imposition on districts regardless of their peculiar district working conditions 

which affected optimal district TB treatment supervision.  

Medication supplies did not emerge as an issue because there was a regular provision 

of TB medication. Human resources (workforce) issues such as differences in the 

payment of GF recruited workers and government recruited workers emerged as im-

portant influences on the demotivation and dissatisfaction of TB workers in the dis-

tricts (Figure 10.1). With regards to infrastructure, there was expansion and refur-

bishment of TB laboratories as well as provision of vehicles which made managers 

mobile and improved their ability to provide better TB healthcare facility level su-

pervision. There was also a greater awareness of TB treatment, diagnosis, and usage 

of GeneXpert machines among designated TB workers. District managers under-

stood the technical duties of frontline community health workers and became com-

mitted to district TB work.  

Poor widespread consultation of all TB actors on the development of GF TB grants 

administering guidelines led to tensions between national managers and district man-

agers. This was worsened by the lack of clear working guidelines after the withdraw-

al of the enablers’ fund. Managers, discretionary use of funds at the district level to 

avert TB service delivery challenges (TB) in the context of the withdrawal of the GF 
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enablers’ fund was motivated to maintain an already standardised practice (regular 

meeting with TB patients, regular visits to TB patients and treatment supporters etc.).  

The use of the enablers’ fund to provide incentives for both TB patients and treat-

ment supporters created a strong treatment supporter’s reliance on the TB healthcare 

system. The withdrawal of the enablers’ fund preventing the provision of incentives 

created a condition, where frontline community health workers and treatment sup-

porters showed signs of fatigue to provide efficient TB services. The lack of contin-

ued enablers’ fund created a situation where district managers could no longer re-

ward frontline workers, and treatment supporters, thus inducing dissatisfaction 

among the frontline community health workers. Lack of government continuity to 

provide the TB patients support system (provision of food items, transport fare) 

which was instituted by the enablers’ fund, further demotivated the frontline com-

munity health workers.  

Several unanticipated software issues emerged as mediating factors. For example, 

managers’ commitment to TB control activities were influenced by their knowledge 

of subordinate workers technical duties as well as the availability of funds, working 

spaces and vehicles. Similarly, job satisfaction and motivation of frontline communi-

ty health workers and treatment supporters were influenced by working conditions 

(availability of incentives) and power relationships. Autonomy over control of funds 

between national-level managers and district level managers influenced by working 

confidence (trust). During the GF enablers’ fund period regular supervision provided 

by district managers was linked to trust between the frontline community health 

workers and the treatment supporters. The trusted working relationship promoted 

effective provision of the TB patients.  

In terms of the TB healthcare system, district managers’ attention to TB control ac-

tivities were dependant on the availability of the GF TB service delivery fund. Dis-

trict managers were willing to maintain a commitment to case detection, TB patients 

contact tracing, TB patient’s treatment supervision but the withdrawal of the ena-

blers’ fund hampered their progress. They devised ways to maintain continuity of TB 

case search, contact tracing and TB patient’s treatment supervision. They also im-

plemented part of the enablers’ fund as a financial waiver for TB patients to enable 



 

136 

 

them to seek proper health care. The presence and the use of the enablers’ fund pro-

vided strong rationales to follow up TB patients until the end of their treatment regi-

men. However, unavailability of the enablers’ fund expanded the rather close treat-

ment supporters- TB patient relationships. Also, treatment supporters-frontline com-

munity health workers relationship was widened. Additionally, there was a gradual 

diversion of frontline community health workers attention from TB control work to-

wards other district funded programme activities. Having presented the refined 

framework, sections 10.2 to 10.4 discuss the main components of the framework. 

10.2 Leadership and governance  

Chapter 6 of this thesis indicates that the GF TB grants helped the NTP as well as 

district managers to organise training programmes. Consistent with a previous study 

that used the GF TB grants for training health care professionals who performed 

technical TB duties (Vujicic et al., 2012), this study finds that managers were trained 

to develop their understanding of frontline community health workers’ operational 

role. Training provided to both national and district managers enhanced their 

knowledge and technical confidence in TB control. This initiated managers stronger 

involvement in TB control activities. This study found that district managers under-

standing of the technical duties of the frontline community workers promoted their 

interest to provide immediate support towards the frontline community health work-

ers duties such as TB case detection, diagnosis, and treatment. Managers’ under-

standing of frontline community health workers duties through regular training pro-

moted positive working relationships between the frontline community health work-

ers and the district managers. This encouraged confidence among the frontline com-

munity health workers to perform their TB control related duties. It appears that 

when confidence is high, commitment is achieved. However, the lack of continued 

training which characterised the enablers’ fund withdrawal period contributed to 

community health workers declining interest in TB control activities. They had to 

resort to personalized techniques to understand the new reporting forms and TB med-

ication policy changes to sustain continuity of work.  

Supervision and monitoring are extremely vital to the TB healthcare system in max-

imizing success for TB prevention, case detection, diagnosis, treatment, and cure of 
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TB patients. Baatiema et al (2016) study in Ghana found that inadequate supervision 

of community health workers was a challenge in improving health care services. In 

contrast, this study found that through the GF TB grants, the TB healthcare system 

combined multiple ways of providing monitoring and supervision (on site and digital 

reporting and communication) of frontline community health workers. The provision 

of the GF TB grants eliminated primary supervision obstacles to achieving successes 

of the NTP programme indicators. Regular supervision at the district level promoted 

good working relationships between the frontline community health workers and the 

managers from the national headquarters. Although the GF TB grants support did not 

change the nature and structure of monitoring and supervision conducted within the 

TB healthcare system, monitoring and supervision was strengthened. This finding 

resonates with a study in Rwanda, where donor funding strengthened monitoring and 

supervision systems (Ejughemre, 2013). While these achievements in Rwanda and 

this study are laudable, the impact of donor funds in improving health systems is dif-

ficult to holistically evaluate (Ejughemre, 2013). According to Hanson and Tarp 

(2000), there is a lack of a strong ‘analytical framework to compare and evaluate the 

causal relationships between donor funding and systems performance. The multi-

dimensional type of monitoring and supervision at the local and national level pro-

vided checks and balances to ensure work efficiency. This finding agrees with a 

study by Adejumo et al. (2016) in Nigeria which showed that effective supervision of 

community health workers contributed to increased TB case reporting and detection. 

In addition, the current study found that the GF TB grants facilitated regular supervi-

sion by managers and frontline community health workers at all levels of the TB 

healthcare system.  

Even though the qualitative findings of this study show that the GF TB grants im-

proved supervision practices, the improvement in treatment success rate, from 78% 

in 2012 to 88% in 2017 cannot be linked solely to the improved supervisory practices 

by the managers and the TB health workers. Because TB treatment success is an out-

come of TB patient's treatment and outcome measures are non-specific and not very 

sensitive (Mainz, 2003). Similarly, the enablers' package intervention and ongoing 

district supported programmes such as the maternal and child health nutrition pro-

gramme might also affect the treatment outcome due to shared working resources. 
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The GF TB grants also supported, for example, vehicles that made travel to the 

healthcare facilities and communities easier thereby providing the logistical needs for 

both managers and frontline community health workers to perform their supervisory 

duties progressively.  

According to Petasnick (2007), trust and commitment of workers are vital in collabo-

ration; trust involves agreeing on ground rules for working and abiding by these rules 

to ensure that programme objectives are achieved. Hudson et al. (1999) suggested 

that the importance of using personal relationships is a strategy for investing trust. 

Conversely, this study found that there was a lack of cohesion among national man-

agers and district managers about the development of the GF TB grants guidelines 

for administering the GF TB grants for service delivery. The lack of wider represen-

tation of the district managers and frontline community health workers inputs about 

the development of the GF TB grants administration guidelines lead to lack of trust. 

The district level managers perceived national level manager selected their favourites 

to be part of the decision to develop the GF TB grants administration guidelines. El 

Ansari and Phillips (2001), in an attempt to elicit the consequences of this challenge 

of lack of inputs for decision making, stated that when stakeholders in a cooperative 

relationship are restricted with their inputs in decisions affecting their work, they feel 

marginalised. The authors however indicated that having a sense of ownership influ-

ences commitment of stakeholders (El Ansari & Phillips, 2001). Thus, in this study, 

it was found that the customization of the GF administration guidelines which was 

initiated by the national level managers did not suit every district, leading a lack of 

mutual understanding and experience sharing, which brought unequal standardised 

practices, among all district-level managers.  

10.3 Infrastructure and human resources   

The GF aims to strengthen health systems by improving the quality of TB care in-

cluding TB prevention and enhancing treatment outcomes. Consistent with previous 

studies (Atun et al, 2011), this study found that the GF TB grants which was used by 

national level managers enhanced institutional capacity. The national level managers 

used the grants to purchase computers and vehicles which provided the means for 

national, regional and district managers to be more capable to perform their duties 
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efficiently. This finding is consistent with the resource-based view (Ralston et 

al.,2013) which posits that resources lead to capabilities which leads to performance. 

However, Ogbuabor et al (2019) in their study in Nigeria stated that the institutional 

capacity to provide TB services was limited even though stakeholder’s involvement 

in TB control activities increased. While in this current study the NTP in Ghana fo-

cused on providing working logistics that benefited managers and made workflow 

flexible, the Nigerian study focused on stakeholder’s involvement in TB control. The 

contrasting findings of the studies could also be due to contextual differences.  

Resonating with a study in Ghana which found that the GF-financed health projects 

included facility refurbishments and procurement of laboratory/diagnostic equipment 

such as microscopes (Atun et.al., 2011), this study found that the GF TB grants sup-

ported the upgrading and expansion of existing laboratories as well as provision of 

diagnostic technology to support improved timely TB diagnosis.  

Studies from Ethiopia and Malawi show that the GF TB grants were effectively used 

to recruit and train health workers to address severe workforce crises by delivering 

basic health services (Bowser et al., 2013). Consistent with this, findings from this 

study show that the GF TB grants was useful for recruitment of health workers and 

sponsoring appropriate training for TB workers at the district level to increase skills 

for TB diagnosis, and awareness of TB treatments and use of diagnostic technology 

such as the GeneXpert to identify MDRTB. This made Ghana one of the countries 

with more effective reporting attributes of MDRTB (Bonsu et al., 2014).  

District managers and frontline community health workers present a stronger profes-

sional work status when they have the required resources. This work found that, 

while TB service delivery improved with the provision of resources to frontline 

community health workers enabling them to maintain their professional work status, 

there was a tension and lack of mutual understanding between the national level 

managers, and district-level managers concerning the formula used for the allocation 

of GF TB grants provided resources to each district, leading to unequal standardised 

practices, among all district-level managers.  
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El Ansari and Phillips (2004) reported that there is variance in commitment among 

workers because of differences in resources need and resources available to them. 

Olukolade et al (2017) found in their study in Nigeria that motivating treatment sup-

porters in the form of providing transportation and feeding ensure effective treatment 

support to TB patients. This study found a similar result, which showed that provid-

ing the basic satisfactory needs of the treatment supporters, including travel allow-

ance and food items motivated them and improved their level of commitment to su-

pervise the TB patients’ medication intake (DOT) thereby promoting TB patient’s 

treatment adherence.  

Undoubtedly, the enablers’ fund (package) was useful in the treatment and recovery 

of the TB patients, yet its withdrawal demotivated both the frontline community 

health workers and treatment supporters. The study also highlighted that GF ena-

blers’ fund (package) withdrawal posed some challenges to the frontline community 

health workers as well as the treatment supporters in providing effective supervision. 

According to El Ansari et al (2004), the commitment of workers varies because of 

the available resources to each worker, their objectives, and interests. In this study, 

there was a decline in interest by frontline community health workers to supervise 

both the treatment supporters and the TB patients. Even though the frontline com-

munity health workers expressed empathy towards the TB patients who lacked food 

for medication intake, they were not able to assist in these situations because of the 

unavailability of resources to provide that need. Similarly, the treatment supporters 

were nonchalant to performing the treatment support role as there was a halt in 

transport allowances and food items provision which were previously given during 

the enablers’ fund (package) period. The treatment supporters perceived that the 

healthcare system deliberately deprived them of the package intended for them. This 

scepticism was a result of the limited understanding of the enablers’ fund (package) 

as well as its proposed duration among beneficiaries.  

Repeatedly, TB workers stated that the lack of monetary support affected their per-

formance and most of all, the TB patient’s recovery. Frontline workers saw monetary 

incentives as a motivator that assisted them in performing their roles and responsibil-

ities more effectively. Hence, in this case, self-esteem became low, which affected 
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contact tracing activities, and in turn patients’ engagement with care. With the lack 

of enablers’ fund support, the enthusiasm of the frontline community health workers 

to perform TB control functions gradually dispelled.  

The study showed that the GF TB grants brought hope to the TB control healthcare 

system, but the allocation of finances, working equipment and staff was concerning 

to some district managers who indicated the GF TB grants impact sometimes reflect-

ed effective preplanning, at times over reliance.  

10.4 Service delivery 

Early detection of any contagious disease such as TB means an early cure, less stress 

on the healthcare system. Financial assistance in the case of the enablers’ fund then 

start to play a pivotal role in not just the infected person but the treatment supporters 

as well as the managers whose work was eased due to the availability of the fund to 

provide incentives for the frontline community health workers and the treatment 

supporters. Besides, the frontline community health workers depicted in this study 

that monetary incentives as a motivator assisted them in performing their roles and 

responsibilities more effectively. Hence in this case morale became low and that af-

fected TB patients case search and contact tracing as a core function of the frontline 

community health workers to detect presumptive TB cases. The study found that this 

lack of effective case search affected what stages a TB patient showed up for treat-

ment and in many cases as indicated by some frontline community health workers, 

patients generally arrived at the healthcare facility in the advanced stage of their TB 

disease.  

In many low and middle-income countries, TB case detection has not been as effec-

tive as envisaged (WHO, 2019). This study found that even though the GF TB grants 

provided to the NTP were used to expand TB diagnostic laboratories as well as em-

power personnel to work at these diagnostic centres, there was only a 1.5% increase 

in TB cases detected between 2012 and 2017. Dabaro (2017) findings in Ethiopia 

shows that resource shortage, electricity interruption, low commitment of care pro-

viders, weak quality assurance practice and poor health information were major fac-

tors that contributed to low case detection. Other studies have also attributed low TB 
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case detection in Ghana to weak record review systems, inadequate diagnostic cen-

tres, lack of trained persons and some level of stigma at the community level 

(Amenuvegbe, et al 2016). A study by Der et al (2020) in Ghana found that a travel 

distance of more than 10km prevented presumptive TB patients from submitting 

their sputum specimens for laboratory investigation. In this current study, the contin-

ues training provided to frontline community health workers, laboratory personnel to 

enhance their competency for TB diagnosis, as well as free laboratory investigation 

policy for TB patients, together with the motivation received via the enablers’ pack-

age could explain the gradual increase in the case detection within the study period. 

Similarly, the slight increase (1.5%) in TB case detection could also be due to the 

payment of the health insurance premiums for the TB patients which covers TB di-

agnosis as well as the food items provided to the TB patients. Nevertheless, the with-

drawal of material and financial motivation for the community health workers were 

observed to have affected the zeal toward case search and contact tracing which 

could have led to the slow rise in case detection within the study period.  

Successful treatment of TB patients prevents millions of deaths every year which 

could be due to TB disease (WHO, 2019). Notwithstanding, in many low and mid-

dle-income countries, TB treatment programmes have not been effective as envis-

aged; there is a huge gap in the detection and treatment of TB (WHO, 2019). In 

Cameroon, the GF TB grants strengthened TB control services resulting in treatment 

success of 100% in 2006 (Yumo et al., 2011). Similarly, Wang et al (2017) pointed 

out that the partnership between China and the GF resulted in this enormous gain re-

sulting in TB treatment success by 48.4% in China (2011 cohort). Reflecting on the 

TB treatment outcomes in 10 selected districts in the Volta Region of Ghana between 

2013 and 2017, Osei et al (2019) found in their study that the overall treatment suc-

cess was 82.5%. Equally, Amo-Adjei et al (2013) found in their study that the TB 

success rate increased from 43% to 87.7% between 1997 and 2010 indicating the en-

ablers’ fund as a factor that contributed to improving the treatment success rate. Con-

sistent with the improved success rate, in this study, the treatment success of TB pa-

tients in 2012 was 78% as compared to 88% in 2017. This number is suggestive of 

an improvement in TB treatment success. However, the Chi-square test shows that 

the proportion of TB patients whose final treatment outcome was successful did not 
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differ by the period of treatment (being treated during the enablers’ fund period or 

enablers’ fund withdrawal period), X2 (3, N=3019) =6.1, p=.104.  

The study found that GF enablers’ fund provided to the frontline community health 

workers and treatment supporters motivated them to show greater commitment to the 

TB patient’s care. However, this commitment did not reflect extended improvement 

on the TB patient’s successful outcome. This could be that the period between the 

implementation of the enablers’ fund and the withdrawal of the fund was too short to 

notice any significant changes. Consequently, the withdrawal of the enablers’ fund 

(package) in 2015 established an avenue for district managers to find innovative 

ways to utilize benefits for the sustenance of frontline community health workers and 

treatment supporters’ commitment to TB patients’ supervision and care. District 

managers encouraged district programmes activities integration, as well as relied on 

using internally generated funds (IGF) from the healthcare facilities but with opposi-

tion from the heads of the healthcare facilities due to lack of formal policy directive 

from the national headquarters.  

The reasons for TB adverse treatment outcomes provided in Tagoe et al (2018) study 

in Ghana, includes wrong/negative perceptions about TB, social stigma, and the use 

of alternative treatment methods. This study found that, there was a 2% increase in 

the adverse TB treatment outcomes between 2015 and 2017 when the GF enablers’ 

fund (package) was withdrawn. The increase in adverse TB treatment outcomes is 

though lower than the 15% acceptable rate the effect of the lack of interest in TB ac-

tivities by the frontline community health workers might have begun reflecting (An-

sah, 2011). Boateng et al (2010) study in Ghana also found that the attitude of ser-

vice providers was associated with adverse outcomes. Also, Tagoe et al (2018) in 

their study in Ghana stated that there is an inadequate government will, to implement 

operational policies and commit adequate resources for the TB control programme. 

Likewise, this study found government failure to commit resources to replace the 

enablers’ fund after its withdrawal is causing instability in the frontline workers pro-

gress for TB case search and TB patients treatment supervision and care.  
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10.5 Limitations of the study. 

This study acknowledges several limitations. The use of a purposive sampling tech-

nique in the recruitment process for instance may have introduced selection biases. 

This implies that some results identified could be narrowed in the representativeness 

of the ideas of the study participants. Given the variance in the number of study par-

ticipants across the selected district, the opinions of the selected participants may not 

represent other participants who did not get the opportunity to be involved in the 

study. 

Considering the methodological design used in the research, it is challenging to draw 

any causal inferences from the findings. The absence of controls introduces a selec-

tion as well as a recall bias which makes the findings liable to confounders arising 

from differences in the individuals, site as well as their responses. Therefore, the out-

come of this study could be affected by confounding characteristics either during or 

after the withdrawal of the enablers fund. The outcomes of the study could have been 

accounted for by the ongoing activities of the national TB control programme. 

Additionally, the retrospective nature of some of the events especially among close 

contacts of the TB patients may be subjected to recall bias. Despite this limitation, 

this study gives us a clever idea of possible factors contributing to TB service deliv-

ery which included case detection, patient’s TB treatment supervision and care by 

frontline workers as well as managers’ supervisory in Ghana. 

Although national guidelines exist and training of staff are based on these guidelines, 

bias may arise from the differences in the implementation of the enablers’ package 

(Shadish, Cook, & Campbell, 2002). In this study, the bias may arise because of the 

differences in the calibre of staff exposure to the training sessions at different sites. 

Bias may also be due to the variations in the aspects of the guidelines where manag-

ers exercise some discretion and make decisions about the specificities who receives 

the enablers’ fund (package) and who does not. 

Further, the study did not include stakeholders from the GF country mechanism sec-

retariat, larger participation from the district and the community health workers as 

well as TB patients who had completed their treatment. Thus, excluding potential 
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evidence and insights from key players in the NTP programme. All these factors to-

gether limited both the scope of the study and the validity of the findings. Even 

though the study’s adoption of a mixed-method approach provided both numerical 

records as well as participants’ views and insights through interviews, the basic de-

scriptive analysis created potential problems of extrapolation. Thus, the conclusion 

of the results from the research questions was restrained as different statistical tests 

could have strengthened the outcomes. 

In as much as the researcher tried to conduct interviews effectively, some biases and 

flaws remained in the study. The researcher’s familiarity with the local health terrain, 

especially with some heads of healthcare facilities in Ghana, may not have influ-

enced only the direction or tone of some of the interview questions but also have an 

impact on some responses from study participants. Additionally, during the transcrip-

tion, some unclear words or sentences were omitted or replaced. Analysing the inter-

view data may also inject some degree of bias and subjectivity into the process.  

The interviewer’s unconscious preferences in directing how the information in inter-

views was interpreted could also be considered a biased approach for data analysis 

(Easterby-Smith et al. 2008). However, validity precautions were taken to reduce this 

bias. These included conducting the interviews in four phases, as well as using sec-

ondary data from annual reports.  

Respondent validation and data interpretation were examined and scrutinised by the 

researcher’s academic supervisors at QMU, and some of the interviewees. The study 

employed triangulation pivoting around diverse stakeholders who were engaged in 

NTP TB programme activities to obtain the findings. This was done through in-depth 

interviews, focus group interviews, as well as studying secondary data from the quar-

terly and annual reports generated at the TB health care facility. 

Finally, the study is cross-sectional and hence may not capture longitudinal perspec-

tives on the NTP activities in the TB healthcare facilities or how these have contrib-

uted to improving the NTP programme indicators in Ghana. Observing the inter-

viewees deliver TB services over a period of time would have provided more reveal-

ing evidence to the study. Therefore, the researcher recommends that longitudinal 
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studies on the same, or a revised, line of thought be undertaken, to identify the pat-

terns of TB health care workers concerning the changing needs of the Ghanaian TB 

healthcare sector, particularly applying ethnography to understand the impact that the 

GF TB grants on NTP programme activities such as TB case detection and TB pa-

tients’ diagnosis, treatment, and care.  
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CHAPTER 11 

CONCLUSION AND RECOMMENDATIONS 

11.0 Conclusion 

The study suggests that from a macroscopic perspective, GF TB grants impacted the 

Ghana health system service delivery. Distortive funding produced low morale and a 

lack of interest of frontline community health workers and treatment supporters in 

TB activities. These feelings of resentment were translated into ineffective TB case 

search, contact tracing and patient's supervision and care. The lack of interest further 

tarnished and strained the treatment supporter-patient relationship which led to defi-

cient patients' welfare.  

The findings from this study indicate that the administration of the GF TB grants by 

the NTP has led to the development and implementation of government policy on the 

payment of health insurance premiums for TB patients. TB patients, therefore, enjoy 

free medical care when they develop co- infections of which the healthcare system is 

responsible for paying for the treatment of the co-infections. The policy development 

of the insurance premium payment for TB patients was made possible when the GF 

TB grants particularly the enablers' fund was initially used to finance the payment for 

TB patients to access healthcare. The GF TB grants have also expanded infrastruc-

ture used not only for the diagnosis of TB but also for other conditions such as 

COVID-19. For example, the GeneXpert machines became a permanent asset that 

benefits the entire healthcare system. The technical skills received by district manag-

ers such as the use of management tools is an asset for the health system with district 

managers applying this skill in other disease control areas as they function. Expand-

ing the GF TB grants influenced digital communication between the levels of report-

ing in the health system through the provision of computers and between frontline 

community health workers and the TB patients through the sponsored GF enablers' 

fund strategy.  

The observed ‘software’ related elements, for example, mistrust and tensions be-

tween policy level managers and implementation level managers resulted from a lack 

of transparency in resources allocation to districts. Demotivation of frontline workers 
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resulted from distorted monetary and material incentives. These led to a lack of 

commitment of frontline community health workers towards TB patients' supervi-

sion, contact tracing and patients home verification. The lack of commitment to-

wards patients' supervision and care was expected to impact the TB treatment out-

come in the quantitative analysis. However, the findings from the quantitative results 

showed that there was no association between TB patients treatment period (enablers' 

fund or withdrawal period) and treatment outcome (treatment success and adverse 

outcome). Nevertheless, the Global Health Initiatives, for instance, the Global Fund 

tends to pay more attention to ‘hardware’ provision which is basic in shaping the im-

plementation of disease specific programmes. Neglecting the ‘software’ elements 

(dynamics and relations between actors, power, trust, perception of fairness, inclusiv-

ity of decision-making processes, decision-spaces, and autonomy in management) in 

strengthening the health system shows an incomplete effect of the ‘hardware’ impact 

on disease specific programme performance. 

A fragmented healthcare system impedes the general well-being of society whereas a 

proper harmonised (soft and hardware) healthcare system cultivates continuous op-

timum healthy healthcare system functioning reflecting the health of the state. Given 

the consequences of the period of the GF including the enabler’s fund and when the 

fund was withdrawn, it is, therefore, necessary for Ghana’s healthcare system to ded-

icate itself through the inclusion of local community/ district level in planning to im-

prove and sustain the well-being of its society. To go “beyond aid” then means that 

all the necessary support and protocols must be in place not only theoretically but 

from a practical standpoint. In other words, the theory must become inclusive prac-

tice.  

11.1 Implications for GF TB grant on TB service delivery in Ghana (LMIC).  

There are multifaceted areas that this study can contribute to strengthening TB ser-

vice delivery. Tuberculosis service delivery at the district level could aim to increase 

the involvement of district managers in the activities of frontline workers by provid-

ing district managers with a working knowledge of frontline health duties. With the 

existence of this working partnership, district managers will empathise with re-

sources constraint and commit to providing innovative ways to secure needed re-
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sources for service delivery. Amidst that, a platform for lessons learned, experiences 

and information sharing between the manager and the frontline workers will be cre-

ated. This act will allow continuous interaction which is crucial for development of 

mutual interest. Such generated and maintained interest will inspire commitment of 

the community health worker to work. 

In this study, some TB actors were not much involved in the development of the ad-

ministration of the GF TB grants guidelines. While this approach has increased TB 

actors’ sense of imposition by the higher authorities and compromised trust, attention 

to how these actors feel has remained elusive. Such dynamism indicates that it will 

be worthwhile to consider and ensure the engagement and attention of all TB control 

actors (national, regional and district level staff) with final feedback provided in the 

development of donor fund administering guidelines for district level programmes. 

Therefore, making the implementation process more inclusive could give the neces-

sary popularity among all actors and stakeholder and not only selected persons. Un-

doubtedly, a widespread acceptance of the GF TB programme devoid of tensions 

among some actors will be attained. In the long term, this act will prevent pro-

gramme guidelines administration sluggishness due to perceived disrespect.  

Another lesson learned in this study is the weak relationships between community 

health workers, treatment supporters and the TB patient due to the withdrawal of the 

enablers’ fund. Towards effective partnership of these actors, improving frontline 

community health workers’ work attitude to contain sudden policy changes and ad-

justing to alternative skills set for TB patients care and support will be key. Skills 

such as managing expectations and TB patients’ demands should be considered 

through training of the frontline community health workers. 

The NTP could also aim to improve the education and awareness of the public about 

the free health insurance premiums and free TB treatment policy for the TB patients. 

For successful TB control outcomes, consistent training for effective TB case search, 

TB diagnosis, TB treatment could be encouraged, not only for specific districts but 

for the entire TB healthcare system. This will allow achieving greater awareness and 

skills in all staffs irrespective of their location due to attrition and frequent transfers. 
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This study provides evidence that the GF TB grants exposes both the weakness and 

the strengthens of the Ghana NTP practices in the TB healthcare system. 

Given the variance in conditions in each district, it is suggestive that without com-

mitted efforts to addressing context-specific needs of TB patient’s welfare and incen-

tives for the frontline community health workers in the designated districts, effective 

TB control will remain a mirage. Generating contextual evidence at the district level 

could help the government to identify means of evaluating and rewarding frontline 

community health workers in the district to prevent worker fatigue and maintain 

good working standards through interest building. More so, the payments made to 

TB patients and their treatment supporters need to be re-evaluated to reflect their 

economic and social contribution for government to sustain it. Further, towards the 

sustenance of interest for TB activities in the national, regional, district and frontline 

community health workers, improving and maintaining developmental opportunities 

and training would be crucial. The success of this measure would, however, depend 

on the ideal funding given to the districts to support these activities. The government 

could provide districts with financial allocations for TB control activities from local-

ly generated incomes to promote good practices and maintain the sustainability of the 

GF enablers’ fund impact. 

It is imperative to ensure not only a sustained trust among workers and improve a 

sense of recognition or belongingness but also align to the different values manifest-

ed by the actors. While the opinion of especially the frontline community health 

workers and treatment supporters are legitimate, what they value must be identified 

and integrated with their routine practices to care for the TB patients. This could be 

achieved through frequent communication, contacts, engagement, training and shar-

ing of feedback from these workers on their practices.  

Furthermore, considering the diversity in TB actors, it will be prudent for the gov-

ernment to develop regulatory guidelines and training contents with sanction and re-

ward for implementing the standardised practices and the expected performance of 

the workers inclusive. 
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The NTP manager at the national headquarters could play a vital role in coordinating 

and fostering the relationships between all TB control actors. The NTP could en-

hance technical support and supervision function and institutionalise the multi-

dimension monitoring and supervision to strengthen the practices for optimum TB 

service delivery. Conclusively, this study provides evidence that the GF TB grants 

exposes both the weakness and the strengths of the Ghana NTP practices in the TB 

healthcare system. 

Strengthening the delivery of TB services is associated with districts specific work-

ing conditions and dependant on the manager’s sensitivity and responsiveness of the 

needs of subordinate workers as well as TB patients. The degree of discretional use 

by district-level managers due to lack of guidelines should be guided by the values 

(trust, transparency), held by subordinate workers and the population (TB patients) 

which will promote good working relationship, commitment to work and better NTP 

performance indicators.  

11.2 Implications for policymakers  

A policy guide development for GF TB grants administration and total withdrawal or 

gradual withdrawal should engage with, or contribute to, TB healthcare initiatives, 

especially those set by the government and the GF for sustainability: for example, 

policy guide needs to be drafted and seek for inputs of all stakeholders who will be 

involved in administering the policy at various levels of the health system. This will 

guide and provide information for all actors or stakeholders that are interested in 

contributing to the TB healthcare system in Ghana. The GF TB grants provided to 

the NTP for its activities strengthened the national, regional and districts levels of the 

TB healthcare system, but the grants are completely pooled, the impact will be felt 

more at the district level as indicative of the withdrawal of the enablers’ fund. This 

should make for a more streamlined government intervention to mitigate the impact 

which is currently absent in Ghana. 

The GF enablers’ fund which was used to provided food items, pay for the TB pa-

tients transport fare to attend medical check-up, and pay for the TB patients health 

insurance premiums for the TB patients to access free healthcare, provided a greater 
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economic relief to the individuals TB patients and their families. Moreover, econom-

ic relief encouraged access to health services, which not only increases in the number 

presumptive TB patients who report to test for TB, but access to early TB treatment 

is also enhanced. This creates a solution where everyone benefits, for the NTP im-

proved performance in their indicators, prevents further spread of the disease, and 

ultimately contributes to improved livelihoods for the TB patients. Whereas this re-

search does not encourage the government to abdicate its responsibilities to the GF 

TB grants, it shows that policymakers have an alternative set of strategies to en-

hance, social and community (treatment supporters or TB caregivers) engagement to, 

and ultimately to improve the performance of NTP indicators. Therefore, when gov-

ernments are negotiating to improve the performance of NTP, they need to foster 

strategic and innovative approaches to meet the national needs to maintain the ena-

blers’ fund. Additionally, the formulation of a suitable mechanism to reward and en-

courage frontline community health workers and treatment supporters contributed to 

Ghana’s TB healthcare system through sustainable ways could be instituted. This 

will stir up more the NTP TB control activities. 

11.3 Recommendations: 

1. The National TB Control Programme (NTP) should continually empower district 

workers to create innovative ways to secure financial resources to prevent distorted 

programme functioning whilst lobbying the government to employ sustainable 

means of financing TB control activities such as allowing the District Assemblies to 

allocate a percentage of the District Assemblies Common Fund for TB activities at 

each district level.  

2. The GF should not only focus on the provision of financial support and evaluate 

programme performance based on programme outcome indicators but should build a 

system to assess the inherent unquantifiable effect of the implementation of the grant 

such as working relationships of managers, providers, and patients to achieve a com-

plete programme performance.  

3. The GF during funding cut or reduction should institute measures to mitigate the 

effect on local level workers expectations by ensuring adequate management of ex-
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pectations. For example, instituting measures to address expectations on intended 

and unintended consequences of the grant’s reduction related to both national and 

local level grant implementers. 

4. The GF should as part of its principles encourage communicating with the local 

community/district actors who can provide direct evidence on how the administration 

of the allocated funds is used for service delivery.  

5.  The GF should as part of the implementation of its grant address issues of how 

transparency and accountability are achieved at the local level where programmes 

are executed. 

6. Further studies could be conducted to understand the GHI impact on the software 

(trust, collaboration, empathy) within the health system. 
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Appendices  
 

Appendix A: Summary of research objectives and methods  

 

Objective Research Questions Methods Indicator/ Measures Analysis 

To explore whether the Glob-

al Fund grant strengthened 

the institutional capacity to 
implement NTP GF objec-

tives. 

How has the Global 

Fund TB grants 

contributed to institu-
tional capacity to 

deliver TB services? 

Key informant, Semi-

structured one-on-

one interviews, with 
managers and poli-

cymakers 

 

 

 

 

 

 

 

Coding (from objec-

tives and emergent)   

Develop a frame-

work using priori 
and emerging 

themes 

 

 

 

 

 

 

 

 

Charting, Map-

ping & Inter-

pretation 

 

 

 

To explore the influence of 

the Global Fund TB grants on 
the TB healthcare system 

components and processes. 

To what extent has 

the Global Fund TB 
grants influenced 

elements and pro-

cesses of national TB 
control programme? 

Semi-structured one-

on-one interviews 
and focus group 

discussion with pro-

viders 

To evaluate the withdrawal of 

the Global Fund enabler’s 
package subvention (incen-

tives) on service delivery 

 

To what extent has 

the enablers’ fund 
and its withdrawal 

influenced delivery 

of TB services?  

 

Semi-structured one-

on-one interviews 
with managers and 

providers as well as 

focus group discus-

sion with providers 

 

 

To assess any differences in 

tuberculosis control pro-

gramme outcome indicators 
(case detection, treatment 

successes, and treatment 

adverse outcome) during and 
after GF enablers’ fund with-

drawal 

 

What is the existing 

evidence on tubercu-
losis treatment out-

comes (treatment 

success and adverse 
outcome) during and 

after GF enablers’ 

fund? 

 

Key informant, Semi-

structured one-on-

one interviews with 

policymakers, man-

agers, and providers 

 
Compared during-

and- after routine TB 

data in 30 selected 
TB treatment 

healthcare facilities 

 
Outcome Indicators: 

TB treatment suc-

cess rates, case 
detection rate and 

adverse outcome 

rate 

 

Descriptive 
analysis using 

tables and 

graphs Compar-
ing TB treat-

ment outcomes 

during and after 
enabler with-

drawal.  
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Appendix B: Participant Information Sheet (PIS) 

Research Project Title  

Understanding the effects of the Global Fund TB grants on tuberculosis control with-

in the health system of Ghana. 

Invitation  

My name is Evans Danso, and I am a PhD student from the Institute for the Global 

Health and Development at Queen Margaret University in Edinburgh. I am undertak-

ing a research project for my PhD thesis. The title of my project is: understanding the 

effects of the Global Fund TB grants on tuberculosis control within the health system 

of Ghana. 

You are being invited to take part in this research project. Before you decide to do 

so, it is important you understand why the research is being done and what it will 

involve. Please take time to read the following information carefully. Ask us if there 

is anything that is not clear or if you would like more information. Thank you for 

reading.  

What is the project’s purpose?  

This research project aims to understand whether and how the Global Fund grant 

provided to Ghana between 2012-2017 have strengthened TB control health systems 

to deliver TB control services in Ghana. It will also consider the consequences of the 

withdrawal of the enabler’s fund and how the heath system provides TB services 

both in Ghana. 

Why have I been chosen?  

You have been chosen because as a Director General of health service, an expert in 

health systems strengthening, National TB control programme manager, regional 

head of TB control monitoring team, head of health facility, community health of-

ficer, treatment supporter, you will have knowledge about research topic.  

Do I have to take part?  

It is up to you to decide whether or not to take part. If you do decide to take part, you 

will be able to keep a copy of this information sheet and you should indicate your 

agreement to the attached consent form. You can still withdraw at any time. You do 

not have to give a reason.  

What will happen to me if I take part?  

You will be interviewed alone and or have discussions with other selected members 

which will be audio recorded. This will not take more than 2 hours of your time. 

What do I have to do? 
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Please indicate you views, opinions, perceptions, ideas, feeling, during the interview-

ing and or the discussions. There are no other commitments or lifestyle restrictions 

associated with participating.  

What are the possible disadvantages and risks of taking part?  

Participating in the research is not anticipated to cause you any disadvantages or dis-

comfort. The potential physical and/or psychological harm or distress will be the 

same as any experienced in everyday life.  

What are the possible benefits of taking part?  

Whilst there are no immediate benefits for those people participating in the project, it 

is hoped that this work will be beneficial for gathering evidence of whether and how 

TB control health systems in Ghana have been strengthened both in the urban and 

rural regions through the Global Fund support and the consequences of the Fund 

withdrawal. Results will be shared with participants, stakeholders and international-

ly. This is anticipated to help improve and or maintain standards of TB health care in 

Ghana and be a potential incentive for TB control staff through the provision of 

needed resources. 

What happens if the research study stops earlier than expected? 

Should the research stop earlier than planned and you are affected in any way we 

will tell you and explain why.  

Will my taking part in this project be kept confidential? 

All the information that we collect about you during the course of the research will 

be kept strictly confidential. You will not be able to be identified or identifiable in 

any reports or publications. Your institution will also not be identified or identifiable. 

Any data collected about you in the will be encrypted protected by passwords and 

other relevant security processes and technologies.  

What type of information will be sought from me and why is the collection of 

this information relevant for achieving the research project’s objectives?  

Interview and topic guides will be used asking about your opinions and current prac-

tices in relation TB control health systems. Your views and experience are just what 

the project is interested in exploring.  

What will happen to the results of the research project?  

Results of the research will be published. You will not be identified in any report or 

publication. Your institution will not be identified in any report or publication. If you 

wish to be given a copy of any reports resulting from the research, please ask me to 

put you on our circulation list.  

Who has ethically reviewed the project? 
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This project has been ethically approved by the Ministry of Health (HTI) research 

ethics review committee and Queen Margaret University, Edinburgh.  

Contacts for further information  

Mr. Evans Danso 

email: evansdanso@yahoo.com/Edanso@qmu.ac.uk  

Dr. Predrag Duric 

Email: PDuric@qmu.ac.uk 

Dr. Karina Kielmann 

Email: Kkielman@qmu.ac.uk 

 

Thank you for taking part in this research.   
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Appendix C: Consent Form 

 

  
 

Topic:  Understanding the effects of the Global Fund TB grants on tuberculosis con-

trol within the health system of Ghana. 
I have read and understood the information sheet and this consent form. I have had an oppor-

tunity to ask questions about my participation. 

 

I understand that I am under no obligation to take part in this study. 

 

I understand that I have the right to withdraw from this study at any stage without giving any 

reason. 

 

I agree to participate in this study. 

 

 

 

Name of participant: _____________________________________ 

 

 

Signature of participant: _____________________________________ 

 

 

 

Signature of researcher: _____________________________________ 

 

 

 

Date:   _________________ 

 

 

Contact details of the researcher 

 

Name of researcher: Evans Danso (PhD Candidate) 

 

Address: Institute of Global health & Development 

Queen Margaret University, Edinburgh 

  Queen Margaret University Drive 

Musselburgh 

East Lothian EH21 6UU 

 

Email / Telephone: Edanso@qmu.ac.uk / 0131 474 0000 

  

mailto:Edanso@qmu.ac.uk
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Appendix D: Data extraction tool 

Introduction 

This tool was used to gather treatment outcome records of TB patients extracted 

from treatment registers in TB healthcare facilities. 

My name is Evans Danso, and I am a PhD student from the Institute for the Global 

Health and Development at Queen Margaret University in Edinburgh. I am undertak-

ing a research project for my PhD thesis. The title of my project is Understanding the 

effects of the Global Fund TB grants on tuberculosis control within the health system 

of Ghana. The purpose of this data review is to identify the patens TB treatment out-

comes during and after the   enablers’ package administration. 

Question 

Number 

Category Variable 

Section A: Healthcare facility records 

1 Healthcare facility number ……………………………………. 

2 Health facilities register number ……………………………………… 

3 Date of data extraction Date: …../…./……dd/m/y 

Section B: Patient characteristics 

3 Year of registration of TB patient 2011 [ ] 

2012 [ ] 

2013 [ ]  

2014 [ ]  

2015 [ ]  

2016 [ ] 

2017 [ ] 

4 Age of TB patient Years ….…... dd/m/y 

5 Gender of TB patient Male…………………..0[ ] Fe-

male………………..1[ ] 

6 TB disease classification Pulmonary +ve ………1[ ]  

Pulmonary –ve …….. .2[ ] 

Extrapulmonary ...........3[ ] 

Section C: Treatment adherence among TB patients 

7 Date of diagnosis Date: …../…./…… dd/m/y 

8 Treatment initiation Date: …../…./…… dd/m/y 

9 Sputum results at month 6 Date: …../…./…… dd/m/y 

10 TB patient who received ena-

blers’ support ? 

Other forms of enablers’…………….. 
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11 What form of enablers’ support 

was received by TB patients 

 

Section D: Treatment outcomes among TB patients? 

12 Treatment outcome of patient Cured…………………1[ ] 

Completed…………....2[ ]  

Lost to follow up……..3[ ]  

Failure………………..4[ ] 

Death…………............5[ ] 

13 Date of end of treatment ……………………….. 

14 Categorized treatment outcomes Treatment success …1 [ ]  

Adverse outcome .....2 [ ] 

 

Comments………………………………………………………………………………… 
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Appendix E: Topic Guide, Focus Group Discussion Protocol (Treatment Supporters)   

 

INTRODUCTION 

I would like to thank you all for coming to this meeting. My Name is Evans Danso. I 

am conducting this focus group as part of my PhD research project to understand 

whether and how the Global Fund grants have strengthened TB health systems in 

Ghana and the consequences of the enabler’s fund withdrawal on TB service deliv-

ery. I am going to speak to community health nurses, districts directors and some of-

ficers at the regional and national levels on this same topic. 

Your views are valuable to me, so please do not feel shy or intimidated during the 

discussion. There is no wrong or right answer. We will simply be discussing your 

views, opinions, and experiences; so please feel comfortable to express your experi-

ences, opinions, and feelings. 

Your participation in this group is voluntary. Whatever we discuss today will be con-

fidential and used only for this research project. During the discussion 

_________________ will be taking notes and reminding me if I forget to ask some-

thing a need to ask. Although, he will be recording the session on paper, we will also 

be tape recording the whole session. The reason for tape recording is for us not to 

miss anything that is said and for the rest of the research team who are not here hear 

your views exactly as stated. Our discussion will remain completely confidential; we 

will only use the name you prefer to be addressed to call you during this discussion 

and the information will only be used for this research. 

Is it ok for everyone to tape record this discussion as you have already consented? It 

is important that only one person talks at a time. Remember we want to hear all your 

view’s, so it is ok to disagree with everyone else if you have different opinion but 

please respect the views of others here as well. This discussion will probably last 

about an hour or so. Are there any questions before we start? 

 

 Ice breaking section 

A. Two mins discussion among participants to introduce one another following a cri-

terion provided on a sheet, and to say how each person want to be addressed in the 

group. 

B. Discussion begins, making sure to give people time to think before responding. 

Probes will be used to make sure that all issues are addressed. Will move on when I 

begin to hear repetitive information. 

 

Section A: Interviewee perspectives about the Global Fund 

1.  Experiences about the Global Fund money received for treatment support work.  

2. Fondest memories about what the Global Fund money for providing support to 

patients. 

3. Interaction with healthcare workers and patients after the withdrawal of the Global 

Fund money. 

Section B: Human Resources   
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 4. Decisions and interest to accept the treatment support work for the TB patients  

 5. Motivation by districts leadership to perform treatment support roles comparing 

the Global fund money period and the withdrawal period? 

Section C:  Intellectual Resources   

6. Intellectual gains from Global Fund money support. Probe sources of that 

knowledge gain. (Probe: How has knowledge gain influenced their support work)   

Section D: Social Resources 

7.  Feelings about the Global Fund money and collaborating with  

a) Healthcare workers 

b) Community Based Organisations  

Section E: Service Delivery 

8. Reflecting on the enablers’ package and influence of cases search. 

9.  Withdrawal of the enablers’ package and attitude to provide support work. 

10.  Experiences with DOTs supervision to patients at home? (Probe: How is referral 

done) 

That concludes our discussion. Thank you so much for coming and sharing your 

thoughts and opinions with us. If you have additional information that you did not 

get to say in the focus group, please feel free to contact us. 

 

Thank you 
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Appendix F: Topic Guide, Focus Group Discussion Protocol  

(Community Health Workers) 

INTRODUCTION 

I would like to thank you all for coming to this meeting. My Name is Evans Danso. I 

am conducting this focus group as part of my PhD research project to understand 

whether and how the Global Fund grants have strengthened TB health systems in 

Ghana and the consequences of the enabler’s fund withdrawal on TB service deliv-

ery. I am going to speak to community health nurses, districts directors and some of-

ficers at the regional and national levels on this same topic. 

Your views are valuable to me, so please do not feel shy or intimidated during the 

discussion. There is no wrong or right answer. We will simply be discussing your 

views, opinions, and experiences; so please feel comfortable to express your experi-

ences, opinions, and feelings. 

Your participation in this group is voluntary. Whatever we discuss today will be con-

fidential and used only for this research project. During the discussion 

_________________ will be taking notes and reminding me if I forget to ask some-

thing a need to ask. Although, he will be recording the session on paper, we will also 

be tape recording the whole session. The reason for tape recording is for us not to 

miss anything that is said and for the rest of the research team who are not here hear 

your views exactly as stated. Our discussion will remain completely confidential; we 

will only use the name you prefer to be addressed to call you during this discussion 

and the information will only be used for this research. 

Is it ok for everyone to tape record this discussion as you have already consented? It 

is important that only one person talks at a time. Remember we want to hear all your 

view’s, so it is ok to disagree with everyone else if you have different opinion but 

please respect the views of others here as well. This discussion will probably last 

about an hour or so. Are there any questions before we start? 

 

 Ice breaking section 

A. Two mins discussion among participants to introduce one another following a cri-

terion provided on a sheet, and to say how each person want to be addressed in the 

group. 

B. Discussion begins, making sure to give people time to think before responding. 

Probes were used to make sure that all issues are addressed. Will move on when I 

begin to hear repetitive information. 

 

Section A: Interviewee perspectives about the Global Fund 

1. What do you know about the Global Fund TB grants for tuberculosis in Ghana?  

2. Could you share your experiences how you used the Global Fund TB grant in your 

various health facilities? 

Section C: Human Resources   
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3. What professional development have you received through the Global Fund TB 

grants? and how has that enhanced your TB control work? 

4. Could you demonstrate your ability to perform a task of which you are able to do 

through the Global Fund grants support? 

Section D:  Intellectual Resources   

5. How have the TB policy and treatment guidelines influenced programme indica-

tors at your facilities?  

Section E: Social Resources 

6. How has the Global Fund TB grant in Ghana enhanced or otherwise your collabo-

ration with  

a) District Directors 

b) National TB control programme headquarters managers   

c) Community Based Organisations 

6. How has the withdrawal of the enablers’ fund affected these collaborations? 

Section F: Physical Resources 

7. How has the Global Fund improved assets in your various health facilities? Probe 

How has this impacted on treatment outcomes? 

8. How did these assets enhance TB case search and contact tracing? 

9. How are assets maintained in your facilities? 

Section F: Service Delivery 

10. How did the incentives (enablers’ package) motivated you to work?  

11. How was the enablers’ package disbursed within your various health facilities? 

12. In your various opinions what do you think should be done differently with the 

implementation of the enabler’s package? 

13. How does the referral system operate with the withdrawal of the enabler’s pack-

age? 

14. How has been the drug supply chain since the withdrawal of the enablers’ pack-

age? 

15. How has DOTs supervision and contact tracing been affected with the withdraw-

al of the Funding? (How are defaulters followed up)  

16. How responsive (in terms of supervision) have you been (comparing the ena-

blers’ package period and the withdrawal period)? 

17. How has the government responded to the funding gap that the withdrawal of the 

enablers’ fund has created?  

 

That concludes our discussion. Thank you so much for coming and sharing your 

thoughts and opinions with us. If you have additional information that you did not 

get to say in the focus group, please feel free to contact us. 

 

Thank you 
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Appendix G: Interview Guide, Semi Structured Interview Protocol (Health Facility 

Heads) 

 

 Topic:  Understanding the effects of the Global Fund TB grants on tuberculosis con-

trol within the health system of Ghana. 

Name of Interviewer: ……………………………….   

Designation of interviewee…………………………. 

Place of work….……………………   

Date and time of interview…………………………. 

Background information of interviewee 

1. Age…………………………………………………… 

2. Gender………………………………………………. 

3. Highest education attained…………………………. 

4. Years of work experiences…………………………. 

5. Specialty area………………………………………. 

6. Could you please describe your responsibilities in your current position? 

SECTION A: TUBERCULOSIS HEALTH SYSTEM FINANCING 

General opinion about Global fund support 

• Strategies adapted by Government for continued service delivery after with-

drawal of enablers’ fund 

• Sources of TB funding 

• Contributions of Global Fund grants to systems strengthening and conse-

quences of the GF enablers’ fund withdrawal.  

SECTION B: TUBERCULOSIS GOVERNANCE SYSTEM 

•  Monitoring and supervision of Directly Observed Therapy Short Course 

(DOTs) 

•  Processes of administering the Global Fund grants to healthcare facilities 

• Contributions of Global Fund grants to public education on TB 

• Contributions of Global Fund to programmes integration, NGO collaboration 

and reporting systems 

SECTION C: HUMAN RESOURCES  

• Global Fund assistance for recruitment of staff 

SECTION D: SERVICE DELIVERY  

 

Equipment procured through Global Fund grants and how this have impacted 

on TB outcome indicators 

• Medication supply situation to patients after the withdrawal of the enablers’ 

fund  

• Monitoring mechanism during outreach sessions  
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Closing 

What is the most important message that you want us to take away from this inter-

view? 

Is there anything else that you would like to add about any of the topics that we've 

discussed or other areas that we didn't discuss but you think are important? 

If you know of any research tools, or resources that may be useful to include or adapt 

for the Guide, please send them to me. 

Thank you for your time and participation in this interview. The information that you 

provided to me will be helpful in this project.                                     

 

 THANK YOU VERY MUCH FOR YOUR TIME. 

 

  

 

 

 

  

END 

TIME 

Hr.  Min. Sec. 
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Appendix H: Interview Guide, Semi Structured Interview Protocol  

(District and regional managers)  

 Topic: Understanding the effects of the Global Fund TB grants on tuberculosis con-

trol within the health system of Ghana. 

 

Name of Interviewer: ……………………………….   

 

Designation of interviewee…………………………. 

 

Place of work….…………………… 

 

Date and time of interview…………………………. 

 

Background information of interviewee 

1. Age…………………………………………………… 

2. Gender………………………………………………. 

3. Highest education attained…………………………. 

4. Years of work experiences…………………………. 

5. Specialty area………………………………………. 

6. Could you please describe your responsibilities in your current position? 

SECTION A: TUBERCULOSIS HEALTH SYSTEM FINANCING 

 

7. Could you give a general background about the administration of the Global 

Fund grants? 

8. What specific issues have Global Fund grants addressed? 

Probe: 

o  How? 

o How was the situation for the release of the TB service delivery funds 

from the NTP? 

o Could you explain the criteria for the disbursement of the Global 

Fund grant at the district health directorate? Examples? 

o How were the funds disbursed to the community level? Why? 

o What are the critical challenges/weakness in the approach for the dis-

bursement? 

o  How did the TB patients (at the community level) benefit from the 

disbursement of the fund?  

o What have been the implications of the enablers’ fund withdrawal to 

TB control in Ghana (at national, district and community level)? 

o What are the government policies available to assist TB patients fund 

his treatment independent of Global Fund grants? 

9. What Government strategies have been adapted for continued service delivery 

since the withdrawal of the enablers’ fund?  

Probe: 

o How effective are those strategies? 

10. What has been the contribution of Ghana government to TB control after the en-

ablers’ fund withdrawal? 
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11. What specific units in TB healthcare system can you describe to have been 

strengthened through the Global Fund grants?  

Probe: 

o How 

o Examples 

12. What are the alternative sources of funding for TB control in your district? 

13. What specific in-service training did you undergo via the GF TB grants to en-

hance your managerial capacity in TB control services?  

SECTION B: TUBERCULOSIS GOVERNANCE SYSTEM 

14. What contributions has the Global Fund grants made towards effective TB con-

trol programme reporting and supervision? 

Probe: 

o What has been the situation during and after the enablers fund? 

➢ Case reporting and management 

➢ Data acquisition 

➢ Field/community visits, contact tracing etc 

15. How has Global Fund assisted in strengthening the TB control programme work 

force at national, district and community levels (staff recruitment, appraisal, 

timely promotion, and remuneration/ incentives, training, and personnel devel-

opment) 

16. How do you ensure transparency among the governing bodies (district and com-

munity levels) administrative activities? Auditing, procurement, staff develop-

ment etc. 

17. How are administrative guidelines for implementing the Global Fund shared 

among TB workers? 

18. What are the administrative processed of communicating Global Fund grants is-

sues between the district and the NTP? 

SECTION C: HUMAN RESOURCES  

19. How many fresh staff were posted to support the TB work in your district? Probe 

recruitment process. 

20. What specific deficiencies in terms of staff development did the Global fund 

grants addressed?  

21. At the sub-district level what specific functions (among health facility staffs, 

treatment supporters) has been prominent or apparent which could directly have 

attributed to Global fund support?  

SECTION D: SERVICE DELIVERY  

22. What TB specific equipment has been procured with funding from the Global 

Fund which has influenced the programme indicators and how are these sustain-

able?  

23. Comparing the funding periods, what has been the situation of TB medication 

supply chain? 

24.   How has the Global Fund TB grant in Ghana assisted in effective case detec-

tion, case referral and treatment support? 
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25. What were the major difficulties that the Global Fund posed in general and spe-

cific to procurement of goods and services?  

  Probe: 

o How were these challenges resolved? 

o Examples of particular steps that were used to resolve the challenges 

Closing 

What is the most important message that you want us to take away from this inter-

view? 

Is there anything else that you would like to add about any of the topics that we've 

discussed or other areas that we didn't discuss but you think are important? 

If you know of any research tools, or resources that may be useful to include or adapt 

for the Guide, please send them to me. 

Thank you for your time and participation in this interview. The information that you 

provided to me will be extremely helpful in this project.                                

 

 THANK YOU VERY MUCH FOR YOUR TIME. 

  

 

 

 

 

  

END 

TIME 

Hr.  Min. Sec. 
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Appendix I: Interview Guide, Key Interview Protocol (National TB Control 

Manager) 

 Topic:  Understanding the effects of the Global Fund TB grants on tuberculosis con-

trol within the health system of Ghana. 

Name of Interviewer: ……………………………….   

Designation of interviewee…………………………. 

Place of work…….……………………   

Date and time of interview…………………………. 

 Background information of interviewee 

1. Age…………………………………………………… 

2. Gender………………………………………………. 

3. Highest education attained…………………………. 

4. Years of work experiences…………………………. 

5. Current position …………………………. 

6. Specialty area………………………………………. 

7. Could you please describe your responsibilities in your current position? 

SECTION A: TUBERCULOSIS HEALTH SYSTEM FINANCING 

8. Could you give a general premise that led to the establishment of the National 

Tuberculosis Control Programme in Ghana? 

9. Could you give a general background of the Ghana’s application for the 

Global Fund grant? 

10. What are the specific issues that the Global Fund grant was to address? 

Probe: 

o Has the Fund been able to address them? How? 

o How was the fund absorbed or otherwise to TB control health budget 

in Ghana?  

o Could you explain the criteria for the disbursement of the Global 

Fund grant to the region and district health directorates? Examples? 

o How were the funds disbursed to the community level? Why? 

o What are the critical challenges/weakness in the approach for the dis-

bursement? 

o  How did the TB patients (at the community level) benefit from the 

disbursement of the fund?  

o What have been the implications of the fund’s withdrawal to TB con-

trol in Ghana (at national, district and community levels)? 

o What government policies are available to assist TB patients fund 

their treatment independent of Global Fund grants. 

11. What strategies has the Government adopted for continued service delivery 

since the withdrawal of the enablers’ fund?  

Probe: 

o How effective are those strategies? 

12. What specific units in TB health systems can you described to have been 

strengthened through the Global Fund grants?  
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Probe: 

o How 

o Examples 

13. What are the alternative sources of funding for TB control in Ghana? 

SECTION B: TUBERCULOSIS GOVERNANCE SYSTEM 

14. What contributions has the Global Fund grants made towards effective TB 

control programme reporting and monitoring systems? 

Probe: 

o What has been the situation during and after the Global Funding sup-

port? 

➢ Case reporting and management 

➢ Data acquisition 

➢ Field/community visits, etc 

15. How has Global Fund assisted in strengthening the TB control programme 

work force at national, district and community governing/managerial levels 

(staff recruitment, appraisal, timely promotion and remuneration/ incentives, 

training, and personnel development) 

16. How do you ensure transparency at national, district and community level on 

the Global Fund administrative activities they are concerned? Auditing, etc. 

Probe:  

o How effective is information sharing? 

17.  How do you interact with regional and district officers in the Global Fund 

grants implementation?  

o Probe: 

                   Are there any differences between the funding period and after? 

How has Global Fund grants assisted NTP in its integration and networking with the 

regional and district and community workers? 

SECTION C: HUMAN RESOURCES  

18. How has Global Fund assisted in strengthening the TB control programme 

non- managerial work force at national, district and community levels (staff 

recruitment, appraisal, timely promotion and remuneration/ incentives, train-

ing, and personnel development). 

➢ How many people have been recruited through the Global Fund grants?  

➢ What specific deficiencies in terms of staff capacity development did 

the Global Fund grants supported?  

SECTION D: SERVICE DELIVERY  

19. What specific equipment has been procured through the Global Fund grants 

which has influenced the programme indicators and how are these sustaina-

ble?  

20. What has been the situation of TB medication supply chain? 

  Probe: 

o What effective systems has the Global Fund grants assisted to ensure 

medication gets to the patient safe? How are these systems effective? 

21. How has the Global Fund assisted in effective case detection, case referral 

and treatment support? 
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22. What were the major difficulties that the Global Fund grants posed in general 

and specific to procurement of goods and services?  

  Probe: 

o How were these challenges resolved? 

o Examples of particular steps that were used to resolve the challenges 

Closing 

 

What is the most important message that you want us to take away from this inter-

view? 

Is there anything else that you would like to add about any of the topics that we've 

discussed or other areas that we didn't discuss but you think are important? 

If you know of any research tools, or resources that may be useful to include or adapt 

for the Guide, please send them to me. 

Thank you for your time and participation in this interview. The information that you 

provided to me will be very helpful in this project.                    

 THANK YOU VERY MUCH FOR YOUR TIME. 

  

 

 

 

 

  

END 

TIME 

Hr.  Min. Sec. 
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Appendix J: Interview Guide, Key Informant Interview Protocol (National, Di-

rector General)  

 Topic:  Understanding the effects of the Global Fund TB grants on tuberculosis con-

trol within the health system of Ghana. 

Name of Interviewer: ……………………………….   

Designation of interviewee…………………………. 

Date and time of interview…………………………. 

 Background information of interviewee 

1. Age…………………………………………………… 

2. Gender………………………………………………. 

3. Years of work experiences…………………………. 

4. Could you please describe your responsibilities in your current position? 

SECTION A: TUBERCULOSIS HEALTH SYSTEM FINANCING 

5. Could you give a general background of the Ghana’s request for the Global 

Fund grants? 

6. What are the specific issues that the Global Fund grants were to address? 

Probe: 

o Has the Fund been able to address them? How? 

o How was the situation for the release of funds from the Global Fund 

secretariat? 

o How was the fund absorbed or otherwise to TB control health budget 

in Ghana?  

o Could you explain the criteria for the disbursement of the Global 

Fund grant to the district health directorate? Examples? 

o How were the funds disbursed to the community level? Why? 

o What are the critical challenges/weakness in the approach for the dis-

bursement? 

o How did the TB patients (at the community level) benefit from the 

disbursement of the fund?  

o What have been the implications of the enablers’ fund withdrawal to 

TB control in Ghana (at national, district and community level)? 

o What government policies are available to assist TB patients fund 

their treatment independent of Global Fund grant. 

7. What strategies has the Government adopted for continued service delivery 

since the withdrawal of the enablers’ fund?  

Probe: 

o How effective are those strategies? 

8. What has been the contribution of Ghana government to TB control after the 

enablers’ fund withdrawal? 

9. What specific units in TB health systems can you describe to have been 

strengthened through the Global Fund grants?  

Probe: 

o How 

o Examples 
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SECTION B: TUBERCULOSIS GOVERNANCE SYSTEM 

10. What contributions has the Global Fund made towards effective TB control 

programme reporting and monitoring systems? 

Probe: 

o What has been the situation during and after the Global funding? 

➢ Case reporting and management 

➢ Data acquisition 

➢ Field/community visits, etc 

11. How has Global Fund assisted in strengthening the TB control programme 

work force at national, district and community governing/managerial levels 

(staff recruitment, appraisal, timely promotion and remuneration/ incentives, 

training, and personnel development) 

12. How do you ensure transparency within the governing bodies (at national, dis-

trict and community level) administrative activities? Administration of imple-

mentation guidelines etc. 

o How does the governing body regularly review data relating to and 

clinical practice? 

13.  How has Global Fund grants assisted in TB public education/awareness cam-

paign?  

14.  How has Global Fund assisted NTP in its integration and networking with oth-

er health organizations and parastatals including Malaria control programme, 

HIV control YAWS control programme and NGO’s? 

Closing 

What is the most important message that you want us to take away from this inter-

view? 

Is there anything else that you would like to add about any of the topics that we've 

discussed or other areas that we didn't discuss but you think are important? 

If you know of any research tools, or resources that may be useful to include or adapt 

for the Guide, please send them to me. 

Thank you for your time and participation in this interview. The information that you 

provided to me will be immensely helpful in this project.                                    

 

 THANK YOU VERY MUCH FOR YOUR TIME. 

  

 

 

 

  

END 

TIME 

Hr.  Min. Sec. 
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Appendix K: Interview Guide, Key Informant Interview Protocol (NGO In-

volved In Systems Strengthening)  

  Topic:  Understanding the effects of the Global Fund TB grants on tuberculosis 

control within the health system of Ghana. 

Name of Interviewer: ……………………………….   

Designation of interviewee…………………………. 

Place of work…….……………………   

Date and time of interview…………………………. 

Section A: Background information of interviewee 

1. Age…………………………………………………… 

2. Gender………………………………………………. 

3. Years of work experiences…………………………. 

4. Specialty area………………………………………. 

5. Could you please describe your responsibilities in your current position? 

SECTION A: TUBERCULOSIS HEALTH SYSTEM 

6. Could you give a general background of the structural capacity of the TB health 

systems in Ghana? 

7. How has your organization been supporting to strengthen the TB health systems 

in Ghana?  

8. What specific areas have you identified that donner funding have strengthened? 

Why do you say so? 

9. How do you perceive the robustness of the TB health system? 

10. Which specific areas of the health system have your organization provided sup-

port for strengthening?  

11. What strategies have you observed have been adapted for continued service de-

livery since the withdrawal of the external funding for incentives?  

12. In your opinion how would the TB health system functions to meet its outcome 

indicators without external funding? 

Closing 

What is the most important message that you want us to take away from this inter-

view? 

Is there anything else that you would like to add about any of the topics that we've 

discussed or other areas that we didn't discuss but you think are important? 

Thank you for your time and participation in this interview. The information that you 

provided to me will be helpful in this project.                                     

 

 THANK YOU VERY MUCH FOR YOUR TIME. 

  
END 

TIME 

Hr.  Min. Sec. 
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Appendix L: Category of Round 10 GF TB grant 

Service delivery 

area 

2011 2012 2013 2014 2015 Total 

Objective 1: Reduce patients and health services diagnostic delay and increase TB case findings includ-

ing DR-TB.  

Activities  

Improving diag-

nosis (Smear 

microscopy 

1,367,630 1,207,645 850,291  830,668 917,184  5,173,418 

Improving diag-

nosis (DR- TB) 

587,114 138,024  111,189 88,235  91,335 1,015,897 

Human Re-

sources Devel-

opment (HRD 

2,022,532 2,220,690  1,967,720 4,459,420 2,692,040 13,362,402 

Health facilities 

(Enablers’ sup-

port) 

324,210 240,780  141,240 141,240 141,240 988,710 

Contact tracing 

and household 

Investigation 

246,000 0  0  246,000 0 492,00 

Involving all care 

providers 

535,500 3,266,957  2,973,160 2,976,079 3,028,768 12,780,464 

TB/HIV 221,300 464,000  140,400 140,400 140,400 1,106,500 

Childhood TB 130,700 96,700 140,450 122,055 153,000  642,905 

Improve radio-

logic diagnoses 

30,500 30,500 644,220 618,192 723,384 2,046,796 

Infection Control 12,500 6,875 12,500 150,00 150,00 61,875 

ACSM (Advoca-

cy, communica-

tion, and social 

mobilization)  

1,040,450 1,402,510 1,275,310 1,275,310  2,205,430 7,199,010 

Objective 2: To ensure higher treatment success through improved quality clinical care and community 

TB Care  

High Quality 1,225,145   1,241,200 1,357,173 1,366,126 1,447,632 6,637,276 
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DOTS  

DR-TB Man-

agement  

253,827 491,877 512,695 769,512 1,166,822 3,194,733 

Patient care and 

support (Ena-

blers’ support)  

1,227,200 1,536,405 1,818,700 1,827,735 1,990,820 8,400,860 

Community 

Based TB care 

(Enablers’ sup-

port) 

97,576 98,265 98,988 99,747 100,545 495,121 

CSS Material 

Resources  

317,512 290,011 309,917 311,026 1,027,035 2,255,50 

Drugs Manage-

ment (first line 

drugs)  

1,828,529 904,126 1,846,115 955,048 1,886,297 7,420,115 

Objective 3: Strengthen capacity and programme management coordination Monitoring and Evaluation 

and operations research to support increased TB case finding and treatment success.  

 Programme 

Management & 

Supervision  

165,000 165,000 165,000 165,000 165,000 825,000 

Programme 

Management & 

Supervision na-

tional level 

4,998,717 2,304,080 2,479,080 2,598,330 2,324,830 14,705,037 

Monitoring and 

Evaluation  

1,866,554 179,150 179,150 179,150 214,150 2,618,154 

Operational Re-

search 

90,115 90,115 90,115   90,115 90,115 450,575 

Round 10 18,588,611  16,374,910 17,113,413 19,274,388 20,521,027 91,872,349 
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Category 2011 2012 2013 2014 2015 Total 

Human re-

sources 

             

580,700  

           

833,200  

           

865,240  

                

865,240  

               

874,141  

           

4,018,521  

Technical and 

management 

assistance 

               

76,000  

             

58,750  

             

58,750  

                  

47,000  

                 

23,500  

              

264,000  

Training 
          

3,807,822  

        

5,246,375  

        

4,892,425  

             

7,634,825  

            

6,024,515  

         

27,605,962  

Health products 

and health 

equipment 

          

1,582,280  

           

997,909  

        

1,292,060  

             

1,210,505  

               

141,486  

           

6,495,617  

Pharmaceutical 

products (med-

icines) 

          

2,063,256  

        

1,266,688  

        

2,434,050  

             

1,705,930  

            

2,966,409  

         

10,436,333  

Procurement 

and supply 

management 

costs 

                 

1,900  

               

1,900  

               

1,900  

                    

1,900  

                   

1,900  

                  

9,500  

Infrastructure 

and other 

equipment 

          

1,735,001  

           

904,600  

           

467,050  

                

593,930  

               

349,898  

           

4,050,479  

Communication 

materials 

             

857,280  

        

1,160,820  

           

732,470  

                

734,970  

            

1,274,720  

           

4,760,260  

Monitoring & 

Evaluation 

          

4,876,020  

        

2,331,740  

        

2,261,823  

             

2,298,707  

            

2,298,380  

         

14,066,670  

Giving support 

to clients/target 

populations 

          

2,403,272  

        

2,897,503  

        

3,426,595  

             

3,500,331  

            

3,911,651  

         

16,139,352  

Planning and 

administration 

             

605,080  

             

58,750  

           

681,050  

                

681,050  

            

1,383,050  

           

4,025,655  

10 tuberculosis 

funding  

      

185,888,611  

      

16,374,910  

      

17,113,413  

           

19,274,388  

          

20,521,027  

         

91,872,349  

 


