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Abstract

Background This study explores healthcare managers’ perspective of integration of CAM service into
Ledzorkuku Krowor Municipal (LEKMA) Hospital in Ghana.

Methods A questionnaire on CAM services integration was constructed and distributed to all 9 healthcare
managers at the Ledzorkuku Krowor Municipal (LEKMA) Hospital.

Results The level of integration of CAM services into the health care system was good. The overall self-
reported depth of integration was found to be good (2.23), the self-reported extent of was 100% and
perceived scope of integration was classified as excellent (90.1%). The drivers of integration process were
made up of 7 (19.1%) of the elements of integration functions (47) assessed.

Conclusion The drivers of integration were mainly the elements of integration functions of patient
satisfaction, right of patients to use other services, interpersonal systems, monitoring and supervision
systems, nature of working relationship among staff, reporting, and financial management.

Introduction

Complementary and alternative medicine (CAM) are categorized as diverse medical therapies and health
care practices that are not presently considered as part of orthodox medicine [1]. The World Health
Organization also defines “complementary medicine” or “alternative medicine” as a vast set of health care
therapies that usually do not form a part of that country’s traditional or conventional medicine and as such
are not fully integrated into the dominant health-care system [2]. CAM services are very diverse and include
a wide range of therapies namely alternative medical systems, mind-body interventions, biologically-based
treatments, manipulative and body-based methods and energy therapies [3, 4, 5].

Evidence from World Health Organisation suggests that traditional medicine is the most widely used and
of rapidly growing health system and economic importance. Usage worldwide ranges from about 38% in
Belgium up to 80% in Africa [6]. Moreover, the World Health Organisation noted that in many parts of the
world, expenditure on traditional medicine/ Complementary and Alternative Medicine (TM/CAM) is not only
significant, but growing rapidly. The estimates range from USS 80 million in Australia to USS 2.7 billion in
the USA. The broad use of traditional medicine in developing countries is often attributed to its
accessibility and affordability [6].

In most countries around the world, CAM services is often integrated as a mechanism for addressing
therapeutic gaps in the management of chronic and acute ilinesses, maintaining health and improving the
quality of health care[7,8,9,10,11,12,13, 14,15, 16, 17, 18, 19], to deliver a client-centred and holistic
primary health care service, and promote mutual respect among practitioners of CAM and conventional
medicine [20]. In sum, proponents have noted that integration creates better health care experience, is
culturally acceptable, improves accessibility and availability of services, decreases the cost of health care
delivery and promotes better health outcomes.
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As part of integrating CAM services into mainstream health services in Ghana, the Ministry of Health
amended the National Health Policy following the establishment of a policy of herbal medicine practice in
2005 [21]. Then in 2010, the Traditional Medicine Practice Council (TMPC) was set up following the release
of the second edition of the Ghana Herbal Pharmacopoeia (GHP) in 2007 [22]. Thus in 2012, herbal
medicine practice was formally integrated into the main health service delivery system in Ghana, with pilot
projects in about 18 public facilities nationwide [22]. Thereafter, in some selected regional hospitals in
Ghana, herbal medicine has thus become accessible to the general public on a pilot basis. Currently, the
Ghana Health Service in collaboration with the Ministry of Health is piloting herbal medicine services in 15
government hospitals across the country. Furthermore, about 30 Kwame Nkrumah University of Science
and Technology (KNUST) trained herbal medicine graduates in the category of Physician Assistants
(herbal) are involved in this pilot project. These Physician Assistants are currently prescribing about 30
registered herbal products from the essential herbal medicine list [23]. This training is ongoing.

This study explores the depth and extent, perceived scope and drivers of integration of CAM services into
one of the pilot hospitals in Ghana. Findings of this study will provide first-hand information on depth and
extent, scope and drivers of CAM services integration in Ghana. Furthermore, it will inform other countries,
mainly in sub-Saharan Africa insight into the feasibility of CAM services integration to improve
comprehensive health service delivery.

Materials And Methods

Study setting and design

The study was a quantitative managerial facility-based cross-sectional study. Ehical approval for the study
was obtained from the Ghana Health Service Ethics Review Committee (i.e., certificate number GHS-ERC:
19/03/17). The study was conducted at the Ledzorkuku Krowor Municipal hospital, a government hospital
built by the Chinese government in 2010. The hospital is one of the centres selected by the Ghana Health
Service for the integration of CAM service. The hospital is a 100-bed capacity hospital that has all the units
of a general hospital including special services, laboratory and radiological facilities. They have as well in
addition a Malaria Research Centre and a Herbal Medicine Unit. It has a clinical staff of about 22 doctors
of which 9 are specialists and over 200 nurses. The Herbal Medicine Unit provides clinical consultation and
general health counseling. It also has a Massage Unit that provides therapeutic child massage, adult
general body massage, weight management, stress management and pain management services.
Acupuncture and moxibustion services are also available within the Centre and is provided by both herbal
medicine practitioners and traditional Chinese Medicine expert.

Participants

The study population comprised of all the department and unit heads of Ledzorkuku Krowor Municipal
hospital (i.e. Head of CAM unit, Director of Finance, Head of Pharmacy, Deputy Director of Nursing
Services, Head of Paediatric unit, Procurement head, Head of internal medicine, Head of surgery
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department and the Medical superintendent). These department and unit heads are either directly or
indirectly involved in the administration, governance and decision making of the hospital.

Data collection

Prior to data collection consent was obtained from all these health managers. Data were collected in May
2017. Data were collected using a closed-ended structured questionnaire. Table 1 shows the different CAM
integration principles and their respective elements of integration function on which data were collected.
Browne et al 5-point depth of integration scores was used to assess the CAM integration principles [24].
These score ranges from 0 (non-awareness), 1 (awareness), 2 (communication), 3 (cooperation) to 4
(collaboration). Each integration principle was made up of a series of integration functions which were
assessed. Additionally, the following demographic and background data were collected from participants -
sex, age and duration spent in position at work.

Data analysis
Services integration measure

The study determined four aspects of services integration measure of CAM services at the Ledzorkuku
Krowor Municipal hospital. These included: (1) self-reported depth of integration (2) self-reported extent of
CAM integration, (3) perceive scope of integration, and (4) drivers of integration.

Self-reported depth of integration

This was determined by identifying the health services integration principles related to CAM services that
has been integrated into Ledzorkuku Krowor Municipal hospital health services. Each depth of integration
component was measured along a continuum ranging from 0 to 4. Table 2 shows the ordinal scale
adapted from Browne et al that was used [24]. The average scores assigned to each integration principle
by respondents represented the depth of integration.

Self-reported extent of integration

This was determined by identifying the health services integration principles that relates to CAM services
that has been integrated into Ledzorkuku Krowor Municipal hospital health services scoring between 1-4
representing indicator classifications of “Mild integration” to “Perfect integration” as shown in Table 2.

Perceived scope of integration

This measures the number of services that have an awareness or linkage with other services. The value of
the scope of integration is the percentage of integration principles assigned a score higher than zero (0) by
respondents using the ordinal scale in Table 2.

Drivers of integration
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Drivers of the process of integration are the integration principles that facilitate or enable the process of
integration to be successful. Health system principles found to have average scores above 2.5 were
considered to be drivers of the process of integration in Ledzorkuku Krowor Municipal hospital. These are
the indicator classifications ranging between good and perfect integration as shown in Table 3.

Total Integration Score

The total integration score measures the average depth of integration among all the integration elements
listed. Based on Table 3, the scores were re-categorized ranging from very little integration (0.0 - 0.49) to
perfect integration (3.5 — 4.00).

Results

Background characteristics of participants

Table 4 shows that about (56%) of participants were male, (22.2%) of whom were older than 45 and 44.4%
aged less than 45. Two study participants did not divulge their ages. About (55.6%) of the participants had
worked for more than 5 years.

Self-reported depth of integration

The results for the self-reported depth of integration is presented in Fig. 1. The average scores for the self-
reported depth of integration ranged from 2.0 (i.e. Information systems and standardized health care) to
2.7 (i.e. financial management). All integration element averagely scored 2 and above. The overall self-
reported depth of integration was 2.23.

Self-reported extent of integration

Self-reported extent of integration was 47 (100%). All the indicator classifications ranges from “Mild
integration” to “Perfect integration”.

Perceived scope of integration

Fig. 2 shows that the perceived scope of integration ranged from (62.9% - 93.6%). The overall perceived
scope of integration of CAM in the health services at Ledzorkuku Krowor Municipal was about 90.1%. The
comprehensive services components had the highest integration percentage score of (93.6%). Health
workforce integration obtained the least score of about (63%).

Most of the elements of integration functions forming the integration principles (58%) were scored to have
good integration into the health system. About 17% were also scored to have integrated moderately, (6%)
were scored to have mildly integrated and (4%) scored have integrated excellently into the existing health
system.

Drivers of CAM services integration
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Table 5 shows that the elements of integration function found to drive the process of integration were: 1)
patient satisfaction; 2) right of patients to use other services; 3) interpersonal systems; 4) monitoring and
supervision systems; 5) nature of working relationship among staff; 6) reporting; and 7) financial
management. Auditing, staff remuneration and funding sources were the indicators of financial
management element that drove the service integration. As shown in Table 5, these elements of integration
functions had scores that ranged from 2.56 (for both standardized health systems and interpersonal
teams) to a maximum of 3.11 (for funding sources and rights of patients to use other services). This forms
14.9% of the 47 elements of integration functions assessed.

Discussion

The study explored the depth and extent, scope and drives of integration of CAM services into the
healthcare system at Ledzorkuku Krowor Municipal hospital. Our results suggest that the overall self-
reported depth of integration was good with all integration element averagely scoring 2 and above. This
implies that CAM services actively share information and communication on a formal basis, modify their
own service planning to avoid service duplication or to improve links among services and, jointly plan their
services offered and modify their own services as a result of mutual consultations and advice. Secondly,
overall perceived scope of integration of CAM services in the health services at Ledzorkuku Krowor
Municipal was about (94%). The comprehensive services components had the highest integration
percentage score of 93%, most of the elements of integration functions forming the integration principles
(58%) were scored to have good integration into the health system. Finally, the elements of integration
function found to drive the process of integration were: 1) patient satisfaction; 2) right of patients to use
other services; 3) interpersonal systems; 4) monitoring and supervision systems; 5) nature of working
relationship among staff; 6) reporting and; 7) Financial management.

World Health Organisation (2008) has stated that, integration is “The organization and management of
health services so that people get the care they need, when they need it, in ways that are user friendly,
achieve the desired results and provide value for money”. Accordingly, the integration process in Ghana
was initiated with the aim of improving access to comprehensive health care to most people, and
maximizing gains from both orthodox and alternative medicine. Thus, results of this study show that CAM
service is well integrated into the health system at Ledzorkuku Krowor Municipal hospital. It is also worth
noting, the drivers of integration identified will require regular monitoring to allow for the achievement of
the set objectives of the CAM Centre [25]. Also, paying attention to staff issues [26] will result in high
patronage and high level of patient satisfaction at the CAM Centre [27].

The literature on measurement of integrated healthcare delivery is relatively scanty and also reveals a wide
range of concepts and methods. This has made it difficult to compare this study findings to others. There
seems to exist some amount of difficulty in measuring integrated services in health systems and thus no
consensus on how to measure the concept, which makes monitoring of the process quite difficult [28].
However, since assessment of integration of services is a relative new area in the health system, there are
no established measures that suit any given purpose. The method selected in any assessment on measure
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of integration would be dependent on the objective of the study. This study adapted the model of
measuring services integration proposed by Browne et. al.[24] which response appropriately to the
objective of this study — self-reported depth and extent, scope and drivers of integration. According to this
method, every organization keeps its own structure but agrees to participate within an “umbrella” system
and to adapt its operations and resources to the agreed requirements and processes. Other studies on
assessing the extent of integration were limited in scope, dealing mainly with depth and extent of
integration [29, 30, 31, 32]. This suggests that measurement of integration of services is generally seen to
be challenging and evolving. The measures of integration determined in this study helps to identify
services that cooperate and collaborate with each other.

Given the measures of integration — depth and extent, scope and drivers - determined in this study, it will be
useful that similar exercises are carried out in the other pilot CAM projects in public facilities nationwide, so
that enough evidence will be obtained on the integration of CAM services. These results will be of
immense benefit to Ghana Health Service in re-structuring where appropriate and for the scale-up of CAM
services in the country to improve effective and deliver comprehensive health service as envisaged by
World Health Organisation [33].

Conclusion

CAM services seem to have been well integrated into Ledzorkuku Krowor Municipal health system with
good depth and extent and scope of integration. The drivers of integration were mainly the elements of
integration functions of patient satisfaction, right of patients to use other services, interpersonal systems,
monitoring and supervision systems, nature of working relationship among staff, reporting, and financial
management. These measures of integration could be used to inform re-structuring and the scale-up of
CAM services in Ghana.
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Table 1

Integration principles and their respective elements of integration.

Integration principles

Elements of integration function

Comprehensive services

Scope of services covered

Coordinated services

Cooperation between services

Population health focus

Nature of referral system

Procurement

Supply chain system

Patient focus

Population-based needs assessment

Patient satisfaction

3Rs (i.e., rights, risks, respect) of service

Patient engagement & participation

Treatment coverage

Geographic coverage

Right of patients to use other services

Standardized health care

Interpersonal teams

Clearly defined roles & responsibilities

Shared protocols

Competing ideologies & value

Mutual trust

Conflicting views about client interest

Diverse communication channels

Team meetings

Use of electronic information systems

Performance management

Monitoring & supervision system

Performance appraisal system

Quality improvement system

Data collection & analysis

Information systems

Computerized information systems

Communication capacity & information flow

E-Health records linked to patients, payer and
administration

Seamless communication between care providers

System-wide patient registration & scheduling
coordination

Integrated clinical & financial information

Leadership interest in Information Technology

Organizational culture &
leadership

Congruence in organization culture

Nature of working relationship among staff

Health workforce integration

Shared decision-making responsibilities

In-service training

Defined job description

Staff recruitment & promotion procedure

Governance structure Organogram

Accountability & decision-making

Reporting

Diversified & representative governance structure
Financial management Auditing

Staff remuneration

Pooling of funds

Funding sources

Table 2

Interpretation of depth of integration scores
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Depth of Score | Interpretation

integration

Non-awareness 0 Existing CAM services not aware of other programmes or services or
1f:he 1existing CAM services are segregated from other services in the

acility

Awareness 1 CAM services are linked to other programmes or services in the
hospital but they organize their activities solely on the basis of their
OWN program Or service mission.

Communication 2 CAM services actively share information and communication on a
formal basis

Cooperation 3 CAM programmes and services modify their own service planning to
avoid service duplication or to improve links among services.

Collaboration 4 CAM services jointly plan their services offered and modify their own
services as a result of mutual consultations and advice.

Source: Browne et al (2004)

Table 3

Score ranges and indicator classification
Score range

Indicator classification

Very little integration

Little integration

Mild integration

Moderate integration

Good integration

Very good integration

Excellent integration

Perfect integration

Table 4
Background characteristics of participants
Items Number (%)
Sex 5 (55.6)
Male 4 (44.4)
Female
Age 4 (44.4)
<45 3 (33.4)
>45 2 (22.2)
Not stated
Duration spent in position | 5 (55.6)
<D years 4 (44.4)
>5 years
Total 9 (100.0)
Table 5

Drivers of CAM integration
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Integration principles

Elements of integration

Perceived depth of

Service indicator

function integration classification
Patient focus Patient satisfaction 2.56 Very Good
Integration
Treatment coverage Right of patients to use | 3.11 Excellent
other services Integration
Standardized health | Interpersonal teams 2.56 Very Good
care Integration
Performance Monitoring and | 2.78 Very Good
management supervision system Integration
Organizational culture | Nature of working 2.67 Very Good
and leadership relationship among staff Integration
Governance structure Reporting 2.89 Very Good
Integration
Financial management | Auditing 2.78 Very Good
Integration
Staff remuneration 2.67 Very Good
Integration
Funding sources 3.11 Excellent
Integration
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