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This is the story of how an
experiment in the north of Ghana
changed the health of a nation.
How health staff in remote and rural
areas are working tirelessly to prevent
the deaths of mothers and children.
How a radical approach to health
research, known as embedded
research, has revolutionized how the
government delivers health services
under difficult circumstances.

What is the secret to Ghana’s success,
and why are so many other countries >>
interested in their approach?




Ghana’s
success story

For over 20 years, Ghana’s CHPS programme has been the focus of
the country’s primary health care strategy. It’'s a community-centred
approach that has transformed maternal and child health in the most
inaccessible parts of the country. But how did it come into being, and
what has Ghana done differently that has made it so successful?

Community-based Health Planning and Services - more commonly
referred to by its acronym CHPS (pronounced ‘chips’) - is well known
by health systems experts across the world. In rural areas, CHPS is
often the first point of contact with government health services.

As in many other low- and middle-income countries, Ghana
experiences a great number of impediments to improving health
and well-being for its citizens. Many people live long distances

from the nearest health centre. Access to electricity, mobile-cellular
coverage and clean water are a challenge in rural areas. While
international standards suggest that the ideal ratio is one doctor
per 1000 people, in Ghana in 2017 there was only one doctor per

8 098 people, and most of these doctors lived in cities and towns. In
addition to logistical challenges, there are also local cultural beliefs
preventing women from seeking care, even during childbirth.

Watch “Voices from people impacted
by the benefits of embedded research”
at https://youtu.be/J_nCMC_Jj5g



https://www.youtube.com/watch?v=J_nCMC_Jj5g
https://www.youtube.com/watch?v=J_nCMC_Jj5g
https://youtu.be/J_nCMC_Jj5g

Good health begins
in the community

Instead of placing all their investment
in hospitals, Ghana has taken health
to the heart of the village. Specially
trained nurses known as Community
Health Officers are posted to the

rural areas - living in the heart of the
community - so that they are available
in the case of emergencies.

Their job is to act as the frontline
of the health system, supporting
immunization, family planning and h
maternal and child health more
generdlly. They are active in seeking
out community members who are ill or
otherwise in need, often traveling

long distances to call on their clients.

Community members have been

trained to assist the nurses as

Community Health Volunteers. They -+
use checklists and guides to structure =
their interactions as ~3
they go door to door checking on
the health of their neighbours -
particularly pregnant women and
babies. They act as an interface
between the community and the
Ghana Health Service, communicating
about health campaigns and event
and supporting the health service t
understand the needs of the '
people. Unpaid and yet unstinting,
they labour year-on-year to help
their commmunities thrive.
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Active community
health volunteers

Like many of the members of her small community in the Volta Region
of Ghana, Ms Elizabeth Amenyo farms cassava for a living. As she
conducts her household chores, bathing her children and sweeping
the house, she explains the history of her own relationship with health
services.

Earlier in life, Ms Amenyo was trained as a Traditional Birth Attendant
by her mother, an occupation handed down through the generations.
In the years before CHPS, access to government services was
hampered by the large distances that women needed to travel to get
care - the dusty, bumpy roads they had to ride for hours by motorbike
to get to the nearest hospital.

In the absence of medical care, women like Ms Amenyo helped local
women give birth at home, offering comfort and support. Being a
Traditional Birth Attendant was a highly respected job, and families
would show their gratitude by giving her gifts of food and other
tokens of appreciation. But without access to trained health care
professionals, many women died of preventable complications.

Ms Amenyo herself lost her first child to malaria when he was

two years old. It was a turning point. It prompted her to become a
Community Health Volunteer - for free - in the hope that others would
not die needlessly.

Summing up the progress that has been made, Elizabeth explained:

G



Embedded research - the
secret to success of CHPS

CHPS is unigue in how it harnesses 1
the expertise of policy-makers and -
health professionals alongside pu v

the energy and wisdom of the
community to make changes that
have a big impact. But it didn’t
emerge by chance - its success
rests on the expertise of academics
who have played a major role since
it was first conceived over 20 years
ago in the Upper East Region.

Key to the success of the CHPS
programme has been an innovative
research approach known as
embedded research.

Embedded research integrates

research activities with existing health programmes and policies.
Researchers engage with decision-makers and people who are
delivering health services when setting research priorities, aligning
research activities closely with the programmes they are intended
to support.

This means research is more relevant to the problems being faced
by health policy-makers and providers and the contexts they are
working in. The data that is generated empowers them to make
evidence-based decisions on the real-world challenges they face.
Working as a team, embedded research projects are able to identify
challenges, find the cause and test solutions during a programme’s
implementation.

But what does embedded research look like in practice? What were
the practical steps Ghana took to implement this approach, and how
did it contribute to the success of CHPS?




Believe In
resedarch

Trust in the power of research evidence.
Ghana has a ‘learning health system’: research
and routine data collected through health
services play a large role in decision-making
and identifying challenges. Through the creation
of health research centres as a critical part of its
health service and strong links with researchers
working in its universities, it has embedded the
use of evidence in decision-making about the
way that services are delivered.
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A nhew approach

In 1978, the International Conference on Primary Health Care in AIma-
Ata, Kazakhstan revolutionized the way that ill health was tackled.

The primary health care approach emphasized the role of
communities in ministering to their members with a focus on
preventing ill health, rather than curing people who are already sick.
It focused on the point of a person’s first interaction with the health
system and aimed to make that point as close to where people live
and work as possible.

Development of the health sector in Ghana had tended to focus on
cities and towns. Following independence in 1957, the government
shifted focus to neglected rural areas and the north of the country
to reach the poorest and most marginalized. Ghana needed to
devise a health programme that catered to citizens living in the
direst circumstances, that made the best use of the available
resources. This was the genesis of CHPS.

The Navrongo
experiment

Navrongo, in the north of Ghanag, is home to one of the
government’s three health research centres. Drawing on models

of care that had been successful in other countries and extensive
consultation with local communities, the Navrongo Health Research
Centre designed an ambitious four-cell experiment to test different
models of community health and figure out which delivered the
best outcomes.




“My motivation was my depression

from seeing loss of lives.”

DR KOKU AWOONOR-WILLIAMS
Director of the Policy, Planning, Monitoring and
Evaluation Division of Ghana Health Service, Accra

Finding the right
approach

Dr Koku Awoonor-Willioms is the Director of the Policy, Planning,
Monitoring and Evaluation Division of Ghana Health Service. He is
also one of the original architects of the CHPS programme. Well
known in the country as a dedicated medical doctor and a district
director of health services before rising to the top levels of the Ghana
Health Service, he holds much of the historical knowledge of the
programme. Dr Awoonor-Williams visited the initial experiment and
later was the first to try implementing it in his own district of Nkwanta.

He describes the Navrongo experiment:

In one cell nothing - let the natural consequences happen,
no health worker, no volunteer, let’s see how people react

when they have health emergency or calls for seeking
health care.

The second cell put a volunteer in the community who is
trained and left them alone to take care of the health needs
of the people. The third cell had a trained volunteer and a
trained health nurse. The fourth just had the nurse.”

O
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The results were clear. The cell with the trained nurse and volunteer
had overwhelmingly better results. This model became the
foundation of the CHPS programme.

The development of Ghana’s primary health care programme was
Nno accident. Dr Awoonor-Willioms continues:

implementation and embedded research come in. Our
primary health care system is not about treatment, the
treatment is just one percent of it. It is mainly health
education, health promotion, community durbars
[meetings], outreach services, immunization and referral.
Timely referral of those emergency cases that are beyond
the scope of the Community Health Officer.”

@ It went through rigorous research, and that is where

By 2000, CHPS was made national policy. By 2008, CHPS was in
every region of the country.

But, while the initial CHPS experiment and testing in other districts
was accompanied by the intensive involvement of researchers, its
scale-up to other areas of the country did not have the same level
of research support.




The challenges of
scaling up

Dr Ayaga Bawah heads the research arm of a programme aiming to
strengthen CHPS implementation. Based at the University of Ghana he
has an insider’s view of the challenges experienced, having worked
at the Navrongo Health Research Centre in its early days. He says:

That is where the problems started. The scale-up process
was completely different from the Navrongo experiment,

which was a very closely monitored system. Now you have a
national programme with. All of a sudden the entire country
has been asked to take this programme and many of the
actors were not part of the original design, the original
implementation. They have picked bits and pieces of it and
were asked from now on to implement the policy.”

For Dr Awoonor-Williams, the slow pace of scale-up was a grave
disappointment.

We commissioned a study to understand the national
strategy after 15 years of implementation. Our coverage
should be 90-95% coverage, but at the time we were just
about 30% coverage.”

The study uncovered that there was variation in the ways that CHPS
was being implemented by different districts. The vital element of
community engagement was not always adequately implemented,
local political will and management capacities needed to be built up
and supervision and information

systems were weak.

It was time to get
everyone together to
chart a new direction.




Get everyone
around the
table

Build a shared agenda for change.
Successful embedded research projects
bring everyone - resedadrchers, implementers
and policy-makers - together from the very
beginning. Involving other stakeholders, such
as communities and development partners
can be crucial. Everyone needs to agree on
the questions that are asked, the methods to
be used and who will be involved.




Bumps in the road

Building a health system requires tenacity. Scaling up rarely goes
smoothly - problems crop up over the course of years. It can be a
long slog.

While exciting new technological innovations often hit the headlines
- a novel drug, the promise of new information and communication
shifts - what often makes the difference is everyone pulling together
to improve existing ways of doing things, monitoring success and
making small changes for the better.

The national review of CHPS was a time to take stock and to plan for
the future. Plans were made to strengthen the way that CHPS was
implemented by trialling new ways of supporting districts through
the Ghana Essential Health Intervention Project and subsequent
embedded research programmes.

3 “If we continue like this, maybe we W|II be

_-he first country to achieve Unlversal Health

Coverage at the primary level.” '

DR ANTHONY NSIAH-ASARE $ugegugugeus
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Identifying
and solving
problems
together

The Director General of Ghana
Health Service, Dr Anthony Nsiah-
Asare, was originally a surgeon
and hospital administrator as well
as working at regional level as a
manager. He has held the role of
Director General since 2017.

primary level before the year 2030. That’s our vision. We
should have good accessibility near to where people are
through the CHPS system.”

@ We want to achieve Universal Health Coverage at the

Embedded research requires the creation of new relationships

to identify the most pressing challenges and to approach them
together. It means being able to see where and why a programme
is not working and enables adjustments to be made and evaluated
programmes to move forward.

As Dr Bawah explains:

The idea was just to try and fix the problems that were
encountered in the course of the scale-up in Ghana.
Looking at issues of documentation, making sure that the
system has what it needs to be able to move - so logistics,
human resources, leadership and all those were the things
that we had to try and implement. What we are doing is

to make sure that research becomes an integral part of
the implementation process, and that is why embedded
research is so critical in this process.”
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Step 3

Communicate
regularly

Share data and intelligence as it becomes
available. When research is underway, it is
important to share information about what is
being revealed as it happens. This allows for
adjustments to a programme based on new
knowledge and for researchers to respond to
emerging policy or implementation priorities.
Observing and reacting to new information
can have readl impacts for those working on
the frontline of health.




Working with
the community

Nkwanta South is in the east of Ghana near the Togolese border.
Over 74% of the district population is rural, and most people work
in agriculture, fishing and forestry. It is one of the districts where
embedded research is contributing to the monitoring and scale-up
of the CHPs programme. It’s the district where Ms Amenyo carries
out her work as a Community Health Volunteer.

Ms Amenyo is the face of the health system in her community. She is
the link person between the community and the health workers. She
is the source of health information and education. Communities are
a great source of material and moral support to the health workers
in their midst. Ms Amenyo works closely with the nurses at her CHPS
compound, like Ms Patricia Teye.

PATRICIA TEYE
Community Heal fficer, Nkwuptfic:lth
-7
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For nurses like Ms Teye, who are posted to
the rural areas, the realities of delivering
health care outside a high-spec hospital
setting in the capital city can be a shock:

N

But although village life has its challenges,
Ms Teye also feels compensated by the
strong relationships that she has built with
the community she lives with.

N

Ms Teye works under the supervision of
the District Health Team - who provide
guidance and moral support to enable
her to respond to the community’s needs.
They are in close contact, despite being
separated by poor roads and unreliable
telephone networks.

Watch “Patrica Teye on her work
and the importance of visiting
everyone in the community”

at https://youtu.be/CA27FgAf4G8



https://youtu.be/CA27FgAf4G8
https://youtu.be/CA27FgAf4G8
https://youtu.be/CA27FgAf4G8

DR LAUD BOATENG e S
District Director, Nkwanta South

Receiving research
feedback in real time

In Nkwanta South, health services are managed and supervised by
the District Health Management Team, which is overseen by Dr Laud
Boateng, the District Director of Health Services. For frontline staff
working in very challenging circumstances, knowing that people
higher up the system have their back is important.

Thanks to the embedded research programme, Dr Boateng has
experts from the University of Ghana and the University of Health
and Allied Sciences (UHAS) to turn to when the programme
experiences a problem. He is full of praise for the approach:

&



Using new data to make
small improvements

The regular sharing of data between the research team and Dr
Boateng has led to some unanticipated benefits for CHPS, which help
with everyday decision-making. For example, some asides made in
initial focus group discussions organized by UHAS highlighted that
lower-level staff in the health facilities felt that their supervision was
too stern and not supportive.

Dr Boateng was able to swiftly address the issue, holding human
resource management training on addressing conflict and conducting
monitoring visits. He arranged regular football and volleyball games

to get people socializing together and an official awards ceremony

to celebrate the successes of staff. This has led to more transparency
and confidence in staff with management responsibilities and less
intimidation among those they supervised. Staff now cooperate
better as a team.

Watch “Elizbabeth Amenyo accompanies a pregnant patient to be
checked at a CHPS compound” https://youtu.be/DTf4d5f5CVc



https://youtu.be/DTf4d5f5CVc
https://youtu.be/DTf4d5f5CVc
https://youtu.be/DTf4d5f5CVc

Think local

Research should respond to real-world
challenges. Embedded research needs to
respond to the problems and challenges
that are being faced by policy-makers

and health staff on the frontlines. Effective
partnerships with local research institutions
can be key to this. In Nkwanta South, the
support CHPS receives from the staff at the
UHAS is invaluable.




Reseadrch that reacts
to local needs

Embedded research can take many forms and use different research
methods. In Nkwanta South, Professor Margaret Kweku and her team
from UHAS have used a participatory approach to find out what
areas of CHPS community members and health staff think need
improving, and then devised a staff training programme to respond to
these challenges.

This research supports Community Health Officers like Ms Teye, who
has received training from the UHAS team. The training addressed
issues such as community entry and cultural competency,
emergency delivery in the community, resuscitation of newborns and
management of neonatal and childhood illnesses.

The training complements what nurses have learned in school. For Ms
Teye, this was invaluable. For example, while she had assisted with
deliveries at the hospital during her orientation, it was quite a different
experience to being the only health care worker in the vicinity when

a woman gave birth in her village and an emergency arose that
needed to be dealt with immediately.

She is humble about what she learned on the job from her community:

So the Traditional Birth Attendant was coming to the health
facility with this pregnant woman in labour. The Traditional
Birth Attendants know they have to bring cases to us. We
don’t make them feel as if we are taking their job away from
them. That is why we have to participate, assist them and
encourage them.”

Watch “Dr Nsiah-Asare speaks on the benefits of
implementing the programme nationwide”
22 at https://youtu.be/UzkZXKXFISM



https://youtu.be/UzkZXKXF1SM
https://youtu.be/UzkZXKXF1SM
https://youtu.be/UzkZXKXF1SM

“We are very flexible. Every time

they raise an issue, we try to

. solve the problem.”

PROFESSOR MARGARET KWEKU
Acting Dean, University of Health and
Allied Sciences, Volta Region

The training has enabled the health system to incorporate
community priorities into the way that services are structured

while ensuring that health staff have access to up-to-the-moment
clinical guidance. Whenever Traditional Birth Attendants accompany
pregnant women to the nurses for delivery, they are allowed to
assist and provide support in the delivery. This encourages them to
continue referring women to health facilities.

Innovations at the community level mean that former Traditional
Birth Attendants, like Ms Amenyo, are supporting the health system
- and the results are impressive.

Dramatic rise in skilled deliveries in Nkwanta South
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UHAS conduct routine evaluations of the effectiveness of the
trainings within the health system using in-depth interviews and
observational checklists to assess changes in practice. Focus
group discussions with the community health committees and
surveys with community members allow them to get a sense of the
community’s perception of the changes. This information gets fed
directly into decision-making so that the way services are delivered
can be tweaked and adjusted.

O
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Integrate research into
the day-to-day delivery
of health care

Making research relevant to real-world challenges is one of the
key principles of the embedded research approach. Dr Bawah is
passionate that this is an approach that pays dividends:

they are the major repositories of knowledge. So, we tend
to often operate from an ivory tower perspective. You come
from academia, you go into the community, you conduct
your research, report your results and you expect the policy
community is going to run away with it. It doesn’t work like
that. We have come to realize that for adoption of research
you need to work closely with the policy community.”

@ I have always said that very often researchers think that

Particularly in settings where there are limited resources, failing to
include policy-makers in the design of studies can lead to waste
and frustration further down the line. This kind of approach is all too
common in Ghana and elsewhere.

Embedded research is not a detached academic exercise; itis a
collaborative process that involves negotiation with multiple players
in the health world. It also means constantly reviewing what is being
done and seeing where improvements can be made.

Professor Kweku’s research is also supporting a larger adjustment to
the CHPS programme: it has uncovered gaps in service provision, and
this is where the programme will evolve next.

o Watch “Dr Awoonor-Williams on being part of the
agenda setting” at https://youtu.be/hNtOpB4gmGY



https://youtu.be/hNt0pB4gmGY
https://youtu.be/hNt0pB4gmGY
https://youtu.be/hNt0pB4gmGY

Keep going

Always build on success. If research leads
to a successful outcome, scale up. As hew
innovations are implemented throughout
the system, challenges will emerge that
throw things off track. Embedded research
will help get things back on the right road.




Always adapting
and improving

While CHPS was created to respond to pressing needs related to
reproductive and child health, as we look to the future it is likely that
new areas will be integrated into the service that is provided.

Embedded research is key to helping the CHPS programme
innovate and evolve. It helps the programme learn and adapt when
interventions don’t work as planned or when new health concerns
arise in the community. And with each adaptation the process of
embedded research continues, ensuring that new services and

the policies that guide them are informed by recent evidence

that comes directly from the knowledge of communities and staff
working at different levels of the health system.

Professor Kweku believes that the embedded research in CHPS has
helped policy-makers and health staff better understand the needs
of the community and where they can work better and smarter:

During the first evaluation, we realized that people over 30
don‘t really value CHPS. The men, for instance, for them it
is not their business at all because it is only mothers with
children under five and those who are pregnant who are
benefiting. When we started this training, | told them that
this would help them expand the scope of CHPS. We are
now involving everyone. Because if you can screen them
for blood pressure, blood glucose and refer, at least they
have gained something from you. These are some of the
things we want them to add onto CHPS, and that is why we
are training them at this time on these topics.”

Watch “Dr Ofosu on the collection of data at the national
level” at https://youtu.be/PE6GENOYfltk



https://youtu.be/PE6ENoYfltk
https://youtu.be/PE6ENoYfltk
https://youtu.be/PE6ENoYfltk

Embedded
resecarch
works

Over the last 20 years, the CHPS programme
has transformed the way health services are
delivered in Ghana. And embedded research
has been fundamental to its success.




28

Evidence of success

Ghana’s embedded research
approach has brought together all
stakeholders to support better health
and well-being - from communities
and frontline staff to researchers and
policy-makers. It has shown which
interventions will work and why.

And when things are not working as
expected, it has enabled Ghana'’s
health workers and researchers to
identify the causes and find solutions.

Most importantly, Ghana’s experience
shows it is an approach that other
countries can benefit from. The beauty
of embedded research is that it can
be applied to a wide range of issues
in the health system, in many different
contexts. Dr Boateng is clear that
others can benefit:

&

° Watch “Voices from the GHS, researchers and
the community on the benefits of embedded
research” at https://youtu.be/48ivGeywNvQ



https://youtu.be/48ivGcywNvQ
https://youtu.be/48ivGcywNvQ
https://youtu.be/48ivGcywNvQ

DR AYAGA BAWAH
Senior Lecturer, University of Ghana, Accra

In Ghana, embedded research has prompted learning at the
individual level. For Ms Teye, the training has built skills that have
helped her to offer the best service possible to her community. For
her, CHPS is about creating a more equitable society, where the
circumstances of birth do not dictate the quality of care received.

And it is shaping the way that health care will be delivered for
years to come. As part of the programme, Professor Kweku’s team
at UHAS have had a chance to directly and closely engage with
health workers and communities. Learning from the embedded
research has enabled them to update and sharpen their teaching
modules. With the help of embedded research, they are training and
supporting the health workforce of the future.

But learning from embedded research also reverberates throughout
the health system. These CHPS districts are pioneering tangible
changes in practice that other areas in Ghana can learn from. This
approach is supported at the highest level of the health system. Dr
Nsiah-Asare believes that it could also provide a template for other
countries to explore:

&
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