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INTRODUCTION

In many parts of the world, social norms and traditional gender roles assign caregiv-
ing responsibilities to women. This establishes and reinforces the expectation that
women prioritise family over economic activities. Care work, which includes a wide
range of activities such as childcare, care for the sick, care for the elderly, care for
persons with disabilities, and household maintenance, is disproportionately shoul-
dered by women. The bulk of this work is also unpaid. Globally, women perform
about 76% of unpaid care work (World Economic Forum, 2023), dedicating several
hours each day to activities that are essential for the functioning of families and
societies. In Ghana, women and girls spend 8-24 hours more per week on unpaid
housework and care compared to boys and men (Valiani, 2022). This situation is
not unique to Ghana. In Burundi, women work 13 hours per day, with six hours
spent on unpaid care work, while men work seven hours per day on productive or
market work and do not engage in unpaid care work at all (Plantwise, 2025). In the
Asia-Pacific region, women spend an average of four hours and 20 minutes daily on
unpaid care and domestic work—almost three times more than men (APEC, 2022).
This imbalance between women’s and men’s burden of care work not only limits
women’s opportunities to engage in economic activities but also perpetuates gender
inequalities in both the household and the broader economy. The burden of unpaid
care work on women remains one of the most significant barriers to their economic
empowerment.

The disproportionate burden of care work on women has profound implications
for their economic empowerment. Women who spend significant time on unpaid
caregiving are often unable to participate fully in the labour market, access better-pay-
ing jobs, pursue professional development or grow their businesses. According to the
International Labour Organization, unpaid care responsibilities keep approximately
708 million women out of the labour force worldwide (ILO, 2024), thereby limiting
their ability to accumulate productive assets and to achieve economic independence
(Orozco et al., 2022). The ILO estimates that unpaid care and domestic work con-
tribute approximately 9% of global GDP, with women’s contribution accounting for
around 6.6% (APEC, 2022). Despite this, women’s unpaid care work is largely invis-
ible and undervalued in economic terms. The contributions of women’s unpaid care
work to the economy are neither recognised nor well compensated.

Demand for care is rising, with estimates indicating that 2.3 billion people glob-
ally will require active care by 2030, including children and ageing populations (ILO,
2018). Within the status quo, the demand for women’s unpaid care work would also
increase, further intensifying the burden of care work on women, with dire implica-
tions for their economic empowerment. Public policies are essential to address this
burden of care work on women, promote women’s economic empowerment, and
offset a looming care crisis which will result from intensified care deficits.
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National policies provide the frameworks necessary to recognise, reduce, and
redistribute unpaid care work (Maestre & Thorpe, n.d; UNDP, 2009; UN Women
Africa, 2023). Progressive national policies, for instance, can formally acknowl-
edge the economic and social value of unpaid care work, ensuring it is included in
national statistics and considered in policy design (UNECE, 2021). This recogni-
tion is vital for shifting societal attitudes and legitimising the need for interventions
(UN Women, 2024). Policies can also invest in public services and infrastructure,
which significantly reduce the time women spend on unpaid care tasks (UN Women
Africa, 2024), and implement social protection programmes that support caregivers
and reduce the burden on women (OECD, 2019). Additionally, progressive national
policies can promote shared responsibility for care work between women and men,
as well as between families, the state, and the private sector (OECD, 2019; UNECE,
2021), through arrangements such as parental leave, flexible work schedules, and
encouraging men’ participation in caregiving.

When such care policies are lacking or exist but are simplistically framed, they
can reinforce women’s care burden and be injurious to their economic empower-
ment. Care policies can address the burden of care work and empower women when
they are critically framed and progressive. Care policies can be progressive through
policy-making contexts that support women’s representation, active participation
and leadership in policy-making to ensure that their perspectives are included in the
design of the policies and programmes (UN Women Africa, 2024). Representation
and participation in policy-making matter for equitable processes and outcomes
because policies affect people differently depending on their positions in society. The
differential effects of policies on men, women and other gender identities have been
notable. Thus, policy-making, that is, the activities through which states articulate
problems, set agendas, formulate policies, allocate resources, implement actions, and
monitor progress (Parsons, 1995), cannot be approached as gender-neutral processes.
Normative biases that favour masculinities and patriarchy feature prominently in
policy-making. The process and the resultant policies are therefore undergirded by
power imbalances, which engender unequitable outcomes. Progressive care policies,
therefore, have to be proactively gendered to favour all gender identities through
gender-equitable processes.

Unpacking and critically reviewing national policy-making processes and policies
on care are essential to understanding who participates in care policy-making, what
intentions and actions emerge from such processes into policy documents, and what
potential and actual outcomes such policies engender to address the burden of care
work on women, with positive effects on their economic empowerment. Using a
critical feminist policy analysis lens, we review care policies and policy-making pro-
cesses in Ghana to critically reflect on their ability or inability to address the burden
of care work on women, intentionally or unintentionally, and the implications for
women’s economic empowerment.
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In the remainder of the paper, we first present, in Section Two, our theoretical
framework, which centralises feminist critiques of policy-making processes broadly
and policies on care. We highlight what recommended actions are proposed for
addressing the burden of care work through policy actions. These critiques and rec-
ommended actions inform the analytical framework and questions we use in our
review of care policies and policy-making in Ghana. Afterwards, in Section Three,
we provide a brief historical overview of care policies in Ghana from independence
to 1999. In Section Four, we zoom in on analysing key care policies in Ghana from
the year 2000 onwards. In Section Five, we critically appraise the policy-making
processes of care policies. In Section Six, we synthesise insights from the review and
critically reflect on the care policies and policy-making processes for their equita-
ble outcomes for women’s economic empowerment. We provide our conclusion in
Section Seven.
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FEMINIST PERSPECTIVES ON POLICY-MAKING
AND CARE POLICIES: TOWARDS A CRITICAL
FEMINIST ANALYTICAL FRAMEWORK

The Politics of Policy-Making and Analysis

Policies are key to promoting gender equity and equality, including addressing the
burden of care work on women, which impedes their economic empowerment.
However, the processes through which policies are made and issues get prioritised
can constrain their ability to foster equitable outcomes. Achieving equitable policies
requires rethinking dominant assumptions of policy-making as a gender-neutral pro-
cess, which shrouds the power asymmetries moored in policy-making and, conse-
quently, policy analysis.

For instance, because policy-making is often assumed to be neutral, policies tend
to be analysed in terms of whether they have achieved their stated aims and objec-
tives, rather than from a critical perspective that interrogates the normative values,
power dynamics, interests and associated intended and unintended implications on
gender and gender relations (Tsikata, 2001). As a result, traditional approaches to
policy-making and analysis tend to reproduce masculine and patriarchal norms that
manifest in the oppression of marginalised groups, including women (Mansfield et
al., 2014), rather than address inequalities through intentional action (Kanenberg
& Leal, 2019). Who makes policies, how they are made, the values and assump-
tions that guide the process, and the implications for different categories of men and
women are fundamental questions to consider if policies and their outcomes are to
be equitable.

Feminist Policy Analysis (FPA) raises two fundamental and mutually inclusive cri-
tiques of policy-making: the inadequate representation of women in policy-making,
and the general lack of critical inclusion of women’ issues, concerns and interests
in policy formulation and action (Tsikata, 2001). A third fundamental and closely
related critique is what Lombardo et al. (2012) refer to as the genderedness of poli-
cy-making; that is, how gender is actually framed and integrated into policies when
such efforts are made. For example, gender issues are often simplistically framed in
instrumental ways that feed dominant narratives, aligning with gender mainstream-
ing that has been co-opted into policy-making as symbolic representation rather
than transformative practice.

Gender mainstreaming is intended to be a transformative approach that assesses,
develops, implements and evaluates policies and policy-making to address the
underlying challenges women face (Vyas-doorgapersad, 2015). However, evidence
abounds of how gender mainstreaming has been diluted in policy-making through
the inclusion of token paragraphs on gender, which are then used to claim gender
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sensitivity. FPA critiques such simplistic framings, highlighting the lack of critical
reflection on how policies affect women in specific ways, which is generally absent
in conventional policy circles (see Carey et al., 2018).

Critiquing conventional policy analysis, FPA centres on asking questions of how
policies are made, who is involved, how women’s issues are included, whether these
issues are backed by concrete actions and resource allocations, and what outcomes
are produced for different categories of women and other gendered groups. FPA rests
on the tenet that every policy is a women’s policy and ought to be viewed through the
lens of how women are included or excluded, and the intended and unintended out-
comes thereof. Policy-making without diagnostic reflections on gender limits under-
standing of how existing policies fail to account for gendered implications. Similarly,
policy-making without prognostic reflection of gender impedes understanding of
how policies can be improved (Lombardo et al., 2012). FPA therefore focuses on
unpacking policies to unearth gendered biases erroneously categorised as neutral-
ity (McPhail, 2003). It advocates for the integration of critical gender and women’s
issues in problem formulation, solution identification, policy framing and design,
implementation and evaluation.

Of utmost importance to FPA is the awareness of differences among women and
the multiple axes of inequalities, i.e., race, class, gender, disability, etc., that inter-
sect to produce varied outcomes. Analysing policies through an intersectional lens
is key to unveiling how multiple identities and the associated matrices of domi-
nation affect women (McPhail, 2003). Kanenberg and Leal (2019), in advancing
McPhails FPA, reiterate that an intersectional lens encourages deeper reflection on
policy-making processes aimed at promoting enduring gender-equitable outcomes.
A genuine response to the call to “leave no one behind” requires an intersectional
lens to unpack gender (in)equality in policy-making and its implications for equality.
Naming and seeking to transform particular forms of inequality in policy-making
in itself is a political process that centres intersectionality (Unterhalter et al., 2020).
Intersectionality in FPA thus advances deep thinking that situates policy-making
within the complex system of inequalities in which it operates.

In situating FPA in the complex system of inequalities, three dimensions of inter-
sectionality are particularly useful: intra-categorical complexity, inter-categorical
complexity, and anti-categorical complexity (see McCall, 2005). As intra-categorical
complexity, intersectionality recognises, labels, and tackles the multiple, overlapping
and cumulative inequalities faced by women as a particular gendered category:. It rec-
ognises the centrality of identifying and tackling the intersecting inequalities of sex,
class, religion and other socio-economic factors that amplify gender inequality. At
the systemic level, intersectionality as inter-categorical complexity allows for deeper
reflection on how policy-making, as a political activity, intersects with economic and
social inequalities that reinforce inequities within the policy-making process itself.
Intersectionality, in its anti-categorical complexities, on the other hand, calls for a
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critical reflection of simplistic framings and discourses of gender that find expression
in policies and policy-making.

Expanding on anti-categorical complexities, Bacchi’s (1999) “What’s the problem”
paradigm provides a foundation for critiquing hegemonic gender discourses that
shape how problems are articulated and solutions sought. For instance, the dom-
inant framing of households as having a male head and breadwinner and a female
home-maker and caregiver has been one of the simplistic yet hegemonic gender
narratives that influences problem formulation and policy solutions. This hegemony
is reinforced by policies and institutions, creating path dependency where inter-
ventions on domestic care provision are almost always targeted at women. In poli-
cy-making, how gender is framed as a category influences how actors envision ideal
policy directions for gender-equitable outcomes (Yates, 2018). Therefore, centring
intersectionality in all its complexities in policy analysis renders it transformational
in the pursuit of systemic change. FPA broadly, and intersectional FPA in particular,
has yet to gain significant momentum in policy analysis.

Critiques of Care Policies

Care policies are a key component of social policy, which, according to Mkandawire
(2005, p. 13), encompasses policies deployed to pursue a wide range of goals, includ-
ing nation-building, equality, human capital formation, and reproduction of society
through family and care. In the ethos of all policy being women’s policy (McPhail,
2003), care policies are especially conspicuous as the set of policies that ought to be
central to this mantra, both in their framing and envisaged outcomes, given women’s
dominant role in care provision.

Care includes activities done to directly care for someone, as well as the necessary
preconditions for caregiving (Razavi, 2020), such as providing supervisory responsi-
bilities for children and other household and community members (Folbre, 2021).
Conceptually, therefore, mundane activities such as childminding, meal preparation,
and cleaning in the domestic sphere, for both persons who need care and able-bodied
persons, are as integral to care as critical care provision for children, the elderly, the
sick, or persons with disabilities (PWDs). Care is dominantly described as meeting
the needs of someone who cannot meet their own (Kittay, 1999), thereby connoting
a dependency relationship. However, there is interdependency between care-giving
and care-receiving (Kittay, 1999). This requires centralising the reciprocity involved
in care as a universal human need, of which the portion carried out through women’s
unpaid labour is fundamental.

Care is integral to social reproduction, that is, the processes that make it possible
for individuals, families, and society itself to reproduce and continue. To this end,
Standing (1999) views care, akin to employment, as a dimension of citizenship for
which persons can claim rights. In this instance, the right to care, as much as the
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right to employment, is integral to social protection. Framing care as a universal
human need that is central to societal and economic development gives it a cen-
tral place in policy-making. All policy actions directly and indirectly affect care-giv-
ing, whether paid or unpaid, in the domestic, public, market or voluntary domains,
all of which are disproportionally dominated by women. Policy responses to care
are therefore a key concern for fostering gender-equitable outcomes between men
and women, as well as among different categories of women as, historically, women
from lower social classes have tended to provide care services to women in relatively
higher social classes while neglecting their own care needs (Razavi, 2020).

Despite care being integral to social reproduction, both social reproduction
broadly and care in particular, are rarely central components of policy-making,
nor do they receive special attention in gender-specific policy design. As a result,
although the invisible and often undervalued domain of care, especially women’s
unpaid care work, is the very fabric that enables social reproduction (Randriamaro,
2013), this is rarely recognised or critically appraised in policy processes.

Feminist scholars have critiqued care policy-making on several grounds. First
is the sheer lack of policies that treat care as a crucial component of the economy,
deserving public attention. This is particularly prevalent in African countries, where
the gendered division of labour and the dominance of women’s unpaid care work
have relegated care to the domestic domain, rather than recognising it as an eco-
nomic contributor. Unpaid care work remains invisible in macroeconomic analysis
and resultant GDP calculations. Consequently, its contribution to the economy is
undervalued, providing little impetus for states to prioritise it in policy-making or to
adequately compensate those who perform it.

Closely related to this is the conception of social policies, including care, as
appendages to productive pursuits, or worse, as hindrances to them. Yet social pol-
icies, including care, are mutually constitutive of productive goals such as human
capital formation, underscoring the importance of care policies for productive devel-
opment (Mkandawire, 2005). However, the welfare state has often been narrowly
viewed as “dashing freebies to citizens,” rather than as a legitimate expression of the
state’s responsibility to care for its people. Reframing welfare policies as rights-based
and integral to both production and reproduction is essential.

Another critique highlights the lack of critical reflection on the complex interplay
between care and other policy domains. For instance, policies aimed at economic
transformation, especially those involving cuts to state social provision and welfare,
disproportionately affect women, who are the main caregivers in households and
communities. This was particularly evident during the Structural Adjustment era,
when macro-economic stabilisation goals were pursued with little recourse to their
implications for public care provision and the indirect ramifications on the domestic
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care burdens on women (Elson, 1991). Such economic goals and policies continue
to reinforce and intensify demands on women’s unpaid care work.

In some instances, care policies do exist, but they generally lack inter-categorical
complexity, that is, they fail to account for the complex interplay among political,
social and economic structures that shape the care economy and burden women. For
example, the paid care economy is dominated by women who, despite working in
the market, do not get adequate compensation due to the devaluation of care work.
As a result, those in the formal economy are poorly paid, while those in the infor-
mal economy often lack any form of welfare protection (Ehrenreich & Hochschild,
2002).

In other cases, anti-categorical complexity is absent from the framing of care poli-
cies. Assumptions of unitary households and normative gender roles that cast women
as caregivers continue to dominate policy-making on welfare issues, an approach
that was also one of the core policy agendas in the Women in Development (WID)
discussions (see Kabeer, 1994). In such contexts, even when care policies are con-
ceived as womens issues, their gendered implications are often overlooked, leading
to simplistic solutions with unintended outcomes that worsen the plight of women.

Incorporating anti-categorical complexity into policy analysis enables a criti-
cal reflection on how gender inequalities related to care are framed. Meanwhile,
inter-categorical complexity helps to unpack the intersections between care, the
labour market, and the household. Both are crucial for understanding the intended
and unintended outcomes of care policies for women.

Recommended Actions for Progressive Care Policies and Policy-
Making

Care is the daily reproduction of life. It is the very foundation upon which life itself
exists and, as such, requires progressive policy action. Policy actions aimed at foster-
ing gender-equitable care outcomes should, among other things, focus on recognising
care work, reducing its burden, redistributing and socialising care responsibilities,
and rewarding care work through adequate compensation.

Progressive national policies that are keen on care should formally acknowledge
and recognise the economic and social value of care work, ensuring it is included
in national statistics and considered in policy design (UNECE, 2021). In addition,
policies should promote investment in public services and infrastructure that signifi-
cantly reduce the time women spend on unpaid care work (UN Women, 2024) and
implement social protection programmes that support caregivers and alleviate the
burden on women (OECD, 2019). Such policies should also promote shared respon-
sibility for care work between women and men, as well as between families, the state,
and the private sector (OECD, 2019; UNECE, 2021). This can be achieved through
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arrangements such as parental leave, flexible work schedules, and the socialisation of
care work by encouraging men and entire communities to participate in caregiving.

Summarising the key policy actions for equitable care outcomes, Haq (2025)
presents a 5R framework for an equitable care economy. This framework under-
scores the urgency to:

* Recognise the social and economic value of care work (paid or unpaid)
and the human right to care.

* Reduce the burden of care work on women to de-feminise care.

* Redistribute care work between households and the state to de-familia-
rise care (making it less dependent on family members).

* Reward, remunerate and represent care workers (both formal and
informal) through decent work, strong union representation, and full
rights to unionise and bargain collectively.

* Reclaim the public nature, financing, provision, and regulation of care
systems and services.

To achieve 5Rs through progressive care policies, policy-making processes them-
selves must be progressive. Policy-making contexts that support women’s repre-
sentation and active participation are essential to ensure that their perspectives are
included in the design of care policies. This inclusion is critical for engendering
equitable outcomes and promoting women’s economic empowerment (UN Women,
2024).

Towards a Critical Feminist Policy Analysis Framework for
Care

Building on the feminist critique of policy-making and analysis, we examine critiques
of care policies and suggest actions to foster equitable care policies. To accomplish
this, we utilise a critical feminist policy analysis framework (see Table 1). This frame-
work is grounded in intersectionality and addresses the complexities of intra-cate-
gorical, inter-categorical, and anti-categorical factors.

The framework critically reflects on care policies and policy-making in five key
areas:

e Policy Context
Critically reflects on the broad socio-economic context in which care policies are
formulated.
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e Policy Theory, Goals, and Targets
Appraises how care is framed as a problem, the solutions proposed, and the target
groups.

e Institutional Arrangement for Implementation
Assesses resource allocation and the concrete mechanisms established to support
policy implementation.

e Policy Outcomes
Evaluates the effects of care policies on women, using intra-categorical complexity to
analyse outcomes for different categories of women.

e Policy-Making Processes
Investigates the culture of policy-making, including the presence of policy dialogue
or agenda-building, and the constituency of actors involved in the process.

Table 1 presents these dimensions alongside critical questions in this framework
that guide our analysis of care policies.

Dimension Critical Questions

Policy Context 1. What is the broad socio-economic policy context in
which this policy is being made?

2. What are some of the issues that have given rise to the
concerns driving this policy?
Policy Theory, Goals 1. What is the policy theory, i.e., what assumptions and val-
and Targets ues form the basis of this policy?

2. What problems does the policy seek to address? How are
they defined from a gender perspective, and what kind of
gender issues are targeted?

3. What are the solutions being proposed - who are they
targeted at, and who is ignored?

4. Are the solutions adequate (and for whom) given the
problem as identified in the policy?

5. Are the solutions gender-aware, i.e., does the policy rec-
ognise that both men and women contribute to devel-
opment and have different needs? If so, which of the
following applies:
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a) Gender-neutral
b) Gender-specific
¢) Gender-redistributive or transformative

d) Is unpaid care work taken for granted or valued?

Institutional 1. Who leads the implementation of the policy?
Arrangement for

, 2. What are the arrangements and resources for implemen-
Implementation

tation? Are the resources merely symbolic or substantial?

3. What proportion of the resources is targeted at promoting
gender equity?

Policy Outcomes 1. What are the impacts of the policies on particular social
groups and social relations?

2. Are there specific groups of women who are more
negatively or positively impacted by these policies —e.g.,
by class, age, marital status, location (both rural/urban
and North/South) or disability?

Policy-Making 1. Who initiated the document, and what processes led to
Processes its formulation?

2. Who were the various actors involved, and how influential
were they?

3. Were women’s groups acknowledged as present and
contributing? In what ways did they contribute? To
what extent were alternative perspectives suggested by
women’s groups adopted in the final document?

4. What are the implications of women’s presence, or lack
thereof, in the policy being discussed?

Note. Author’s construct (Tsikata 2001; McPhail, 2003; Kanenburg & Leal, 2019)

Scope of Analysis

As highlighted earlier, care encompasses activities undertaken to directly support
individuals who cannot care for themselves, such as children, the elderly, sick per-
sons, and PWDs, as well as the necessary preconditions for caregiving. These include
mundane domestic activities such as childminding, meal preparation, and cleaning,
which benefit both care recipients and able-bodied persons.

Care, therefore, has a broad scope, and numerous policies, both directly and
indirectly, can be analysed for their gender-equitable outcomes. In this analysis,
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however, we focus specifically on legislation, policies and strategies (hereafter gener-
ically referred to as “policies”) that address issues of active or direct care. These
include policies related to childcare, elder care, care for PWDs, and care for the
sick. We acknowledge that by focusing on active care, this analysis may miss critical
insights from policies that intersect with indirect care, such as those governing water
and energy provision, both of which are fundamental to reducing the burden of care
work.
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Care Policies and Policy-Making in Ghana
Before the 2000s: An Overview

Ghana, like many countries on the continent, has a relatively young population,
which has been widely touted as a key resource integral to the country’s economic
development as these young people grow into the working population. However, the
realisation of this demographic potential is largely contingent on the care provided
to them (Valiani, 2022). Without adequate care services, including childminding,
provision of nutritious food, quality education, and health care, among others, har-
nessing the potential of this demographic for national development will remain an
illusion.

Beyond children, providing care for the sick, the elderly, and PWDs remains fun-
damental to Ghana’s socio-economic development. With improvements in medicine,
for instance, the proportion of the population that is aged is expected to rise, neces-
sitating adequate measures to care for this group. Care must therefore be placed
at the centre of national development and recognised as such. This recognition is
essential to prompt policy actions aimed at reducing the burden of care work, which,
according to Valiani (2022), disproportionately falls on Ghanaian girls and women,
who spend 8-24 hours more per week on unpaid housework and care compared to
boys and men.

In the immediate post-independence era, the development plans formulated by
the National Planning Commission provided policy direction for several critical areas
of the country’s economic and social development. These plans sought to establish
a seemingly holistic development agenda, offering guidance on broad socio-eco-
nomic development, including care. Policy direction and focus from the First and
Consolidated Development Plans (1951-1957), and the Second Development Plan
(1959-1963), focused on building social services and amenities, particularly expand-
ing access to education, health, electricity supply and water.

Public sector healthcare provision, in particular, received significant attention
through the Free Healthcare for All policy. This initiative not only expanded physical
access to health facilities, especially in rural areas, but also sought to abolish private
fees in government hospitals and reduce medical costs. Children under 16 years
were treated free of charge, while civil and public servants, as well as all workers,
were entitled to free treatment at all outpatient clinics (Konotey-Ahulu et al., 1970).
By 1965, the government had abolished hospital fees and charges at all government
health facilities, allowing free access to healthcare for all.

The first Seven-Year Plan for National Reconstruction and Development (1963/64
to 1969/70), unlike the first two plans, placed the greatest emphasis on modernisa-
tion of agriculture and rapid expansion of industrial activity as the foundation for
development. Its goal was to ensure that all Ghanaians were free from anxiety about
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the necessities of life. Nevertheless, the plan recognised healthcare and the provi-
sion of social services, including transport, water and electricity, as critical compo-
nents of socio-economic development. Budgetary allocations were made to expand
both physical and financial access to healthcare further, thereby continuing the free
healthcare policy.

Development in post-independence Ghana was anchored in a logic that sought to
align the economic and social aspects of development to generate gains in the pro-
ductive economy. This alignment was considered fundamental to safeguarding the
well-being of Ghanaians. For instance, the massive investments in social services and
amenities between 1951 and 1963 were intended to serve as a springboard for the
productive aspects of agriculture and industrialisation to take off in the post-1963
period.

The focus on education as a social service in the Seven-Year Development Plan was
to equip citizens with the necessary skill sets for the productive spheres of the econ-
omy. Education was thus linked directly to manpower and employment. Similarly,
the emphasis on healthcare provision was fundamentally tied to productive gain, as
‘a healthy population was considered much more productive than an unhealthy one’
(Seven Year Plan for Reconstruction and Development 1963:176). Thus, although
social policies were integral to development, they were often treated as instruments
for economic growth rather than ends in themselves.

While social policies, in addition to enhancing the productive potential of the
workforce, also concern themselves with reconciling the burden of reproduction,
including care, with the other social tasks (Mkandawire, 2011), progressive policies
that recognised care workers or actively redistributed care work from the domestic
to the public or market spheres were largely absent. The development plans in the
immediate post-independence Ghana were not progressive in their approach to care.

Care for the elderly, for instance, was conceived through old-age pensions in a
Provident Fund Policy, seemingly imported from the colonial era pensions ordinance.
This policy focused heavily on populations engaged in the formal productive spheres
of the economy, neglecting the many others in the informal sector. Additionally, pol-
icies targeting PWDs, akin to broader social policy-making within this period, aimed
at integrating them into the workforce as productive labour. The government thus
established a workfare training programme to provide employable skills to PWDs
(Grischow, 2011, cited in Anyidoho & Kpessa-Whyte, 2023), rather than making
provisions for comprehensive care for them.

Following the overthrow of the Nkrumah regime, Ghana experienced alternating
and short-lived military and civilian governments, ushering in a period of economic
decline and political turmoil. Social policies generally received little attention, even
as instruments of economic development. A downturn in the economy, political
uncertainty and budgetary constraints meant that government expenditure fell short
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even for economic policy implementation, which had been the government’s pri-
mary occupation. Social policies, viewed largely as appendages to economic goals,
took the brunt in this period. For instance, hospital user fees were introduced by
Ankrah’s military regime in 1967, suspended by the Busia civilian regime in 1969
following a public outcry, only to be reintroduced by the same government under the
Hospital Fee Act of 1971 (Konotey-Ahulu et al., 1970; Arhinful, 2003). The provi-
dent fund, intended to provide income security for the aged, was adversely affected
(Dei, 1997), as were workfare training programmes for PWDs. This era, therefore,
saw a breakdown of social policies, even for instrumental purposes, including the
collapse of free healthcare for all and the workfare programme.

The 1980s marked a clear shift in social policy-making, including care, due to the
adoption of a neoliberal policy regime under the Structural Adjustment Programmes
(SAPs). This period of high liberalisation was characterised by the retreat of the state
from social provisioning, including through the introduction of cost-sharing mech-
anisms in health and education sectors previously seen as instruments of economic
development. In healthcare, user fees and other charges were introduced in public
facilities in 1983 (Hutchful, 2002). Users of health facilities were required to pay at
the point of access, as a means of recovering at least 15% of recurrent expenditure
(Arhinful, 2003).

Anyidoho and Kpessa-Whyte (2023) note that these cost-recovery mechanisms
were accompanied by policy instruments that privatised and outsourced public ser-
vices to private actors. The reintroduction of out-of-pocket payments signalled the
end of healthcare provision as a form of social citizenship that had been in place
since independence. Adverse effects included malnourished children discontinuing
treatment and mothers absconding from hospitals, leaving their babies behind due
to the inability to pay. While exemptions were granted to pregnant women, chil-
dren under five, persons aged 70 and above, and other poor and vulnerable groups
(Anyinam, 1989), these exemptions were inconsistently applied and often arbitrarily
interpreted (Britwum et al., 2001). Thus, even for instrumental purposes, the social
policies which intersected with care did not receive a lot of attention.

Efforts to redistribute care to the public domain through state provisioning
retreated. With health risks increasingly individualised and healthcare commodified
(Anyidoho & Kpessa-Whyte, 2023), many, especially the poor, resorted to self-med-
ication and home treatment (Wahab, 2008). Women, as primary caregivers in house-
holds and communities, bore the greatest brunt of the state’s retreat from healthcare
provisioning and its relegation to the domestic domain.

The social costs of structural adjustment were dire, prompting the launch of
the Programme of Action to Mitigate the Social Cost of Adjustment (PAMSCAD).
PAMSCAD aimed to alleviate the consequences of the SAPs on vulnerable populations
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through community initiatives, employment generation, and basic needs projects.
However, this programme largely failed to mitigate the social cost (Hutchful, 1994).

The 1990s ushered in a relatively watered-down version of neo-liberal logic in
the post-Washington Consensus, with renewed focus on some semblance of social
inclusion, albeit through market-based logic. The Poverty Reduction Strategy Papers
(PRSPs), dominant in this period, sought to reintegrate social provisioning into pub-
lic policy, making social and economic policy mutually constitutive in poverty alle-
viation. This reintroduced the central role of the state in social provisioning, but the
narrow focus on poverty also relegated care and broader social policy to the domain
of social protection for vulnerable populations.

From the 1980s through to the 1990s, therefore, social policies, including care,
were effectively replaced by protection mechanisms for the most vulnerable. The log-
ics underpinning PAMSCAD, refashioned in the PRSPs, have persisted and continue
to shape how social protection programmes in particular, and care policies broadly,
have been framed in the 2000s and beyond.

The 1990s are pivotal to situating care policies within the current conjuncture.
Among other developments, the 1992 Constitution of Ghana laid the foundation
for the country’s socio-economic trajectory and its outlook on care provision. For
instance,

* Article 27 accords special care to mothers during and after childbirth,
including paid leave for working mothers. It also mandates the pro-
vision of facilities for the care of children below school-going age to
enable women, who have the traditional care for children, to realise
their full potential.

» Article 28 outlines child rights, affirming every childs entitlement to
special care, assistance and maintenance necessary for its development
from its natural parents, except where those parents have effectively
surrendered their rights and responsibilities in respect of the child in
accordance with law; parents undertake their natural right and obliga-
tion of care, maintenance and upbringing of their children in co-op-
eration with such institutions as Parliament may, by law, prescribe in
such manner that in all cases the interest of the children are paramount;
the protection and advancement of the family as the unit of society are
safeguarded in promotion of the interest of children.

* Article 29 affirms the rights of PWDs to live with their families or foster
parents and to participate in social, creative or recreational activities.
It also mandates that specialised establishments provide environments
and living conditions as close as possible to those of a typical peer.
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The directive principles of the state, enshrined in the Constitution, guarantee the
right to good healthcare for all and affirm the rights of children, the aged, PWDs and
other vulnerable groups to a decent life, including access to social assistance.

The trajectory of care policy implementation — from the immediate post-inde-
pendence era, through the pitfalls of the 1970s and the neoliberal reforms of the
1980s, to the social protection imperatives of the 1990s - provides a comprehensive
overview of what worked and what did not in Ghana’ care sector prior to the 2000s.
The enactment and promulgation of the 1992 Constitution as a framework for social,
economic and political pursuits with clauses on care provision and the emergence of
a stable political regime marked by the peaceful transfer of power in the year 2000,
set the foundation for what could be the beginning of an era of progressive care pol-
icies in Ghana from the 2000s onwards.
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Care Policies and Policy-Making in Ghana;
2000s and Beyond

Using the Critical Feminist Policy Analysis Framework (see Table 1), we interrogate
selected policies from the post-2000 era in Ghana, critically appraising their policy
context, theory, goals and targets, institutional arrangements for implementation,
outcomes, and policy-making processes. We pay particular attention to how these
policies recognise and reward those who perform care work, provide support to
reduce their burden, and/or socialise and redistribute care responsibilities from the
domain of the family, especially from women, to the broader societal structures.

We organise and discuss clusters of policies around each of the active care dimen-
sions: childcare, care for the sick, elderly care and care for PWDs.

Childcare Policies

A number of policies have been enacted to address childcare in Ghana. These cut
across several sectors, including labour, education, health, social protection, and
disability. The selected policies, listed in Table 2, are fundamental to this analysis
as they highlight the state’s vision of what caring for children entails and how this
responsibility is to be carried out.

S/N Policy Implementation period

1 The Childrens Act 1998 (ACT 569) and The 2003 onwards
Children’s Amendment Act 2016 (Act 937)

2 Child and Family Welfare Policy 2015 2015 onwards
3 National Inclusive Education Policy (2015) 2015 onwards
4 Under Fives Child Health Policy 2007 2007 - 2015
5  Child Health Policy and Strategy 2017 2017 —2025
6  Adolescent Health Service Policy and Strategy 2016 —2020
2016

7 National Nutrition Policy 2013 2013-2017

8  The School Feeding Policy 2015 2015 onwards
9 Labour Bill, 2024 2024 onwards

Policy Context

Childcare policies are framed around two central imperatives: the right of children
to care, and the role of care in nurturing children to develop their potential fully to
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become productive citizens. Thus, policies on childcare (Table 2) recognise caring
for children not only as a fundamental right, but also a strategic investment in the
country’s socio-economic development.

Policies on child and infant health, for instance, such as the Under-Fives Child
Health Policy and the Child Health Strategy, are designed to reduce infant and child
mortality through interventions that ensure that children grow into healthy and pro-
ductive adults. Related to this, nutrition policies, such as the National Nutrition
Policy and the School Feeding Programmes, aim to contribute to the enhancement
of cognitive development and productivity. The latter, in particular, is seen as an
effective mechanism for addressing child nutrition through the provision of meals to
supplement household nutrition in deprived areas.

Education is positioned as a crucial component of childcare. The state is man-
dated to ensure that all children of school-going age are enrolled in school. This
includes learners with disabilities, who constitute a significant proportion of out-of-
school children. The National Inclusive Education Policy makes provisions for these
learners to access education, not only as a right but also as a pathway to becoming
productive members of society.

Policy Theory, Goals and Targets

The values and assumptions underpinning childcare policies take impetus from the
framing of the Childrens Act (Act 569), which provides the foundation for other
childcare policies. The Act asserts that the best interest of the child should be par-
amount in any matter concerning the child. It states that “no person shall deprive
a child access to education, immunisation, adequate diet, clothing, shelter, medical
attention or any other thing required for his development.” It further mandates that a
parent or any other person legally liable to maintain a child or contribute towards the
maintenance of the child, is under a duty to supply the essentials of health, life, basic
education, and reasonable shelter. This framing positions the family, community and
state apparatus as collectively responsible for the child’s welfare, including the right
to grow up in a caring and peaceful environment. However, this environment is pri-
marily conceptualised as being within the domestic domain, with the fundamental
responsibility for care placed in the hands of parents.

An alternative caring environment becomes imperative only when a child living
with their parents does not receive the required care or peace. In such cases, the
state may issue a care order, transferring parental rights to the Department of Social
Welfare, which then provides institutionalised care in a residential home. This care
is, however, considered a temporary substitute for family care, and social welfare
officers are encouraged to reunite the child with their parents or family or to arrange
adoption if it serves the best interest of the child. In other cases, a supervision order
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may be issued, allowing the child to remain with their parents, guardian or family
under monitored conditions.

Thus, the Children’s Act provides for the redistribution of direct care from the
domestic sphere only when protection is required. Institutionalised care, in the
form of residential homes akin to day-care for children below school-going age, is
framed to encompass both governmental and non-governmental providers but is
implicitly treated as private-sector driven rather than state-driven. Redistribution
from the domestic sphere is therefore directed more towards the market sphere
than the public sphere, with the state’s role largely limited to regulation and
protection.

The Child and Family Welfare Policy (2015) builds on this framework by
establishing a child and family welfare system comprising laws and policies,
programmes, services, practices and structures designed to promote child well-
being. The policy identifies the disintegration of the closely-knit social and
family system, which traditionally provided care and protection for children,
as a dominant challenge. While riddled with challenges, the policy prioritises
informal foster care (where children live with extended family) over formal care.
Thus, it anchors childcare and well-being in efforts to strengthen families to care
for their children effectively.

Here too, the state’s role in redistributing childcare to the public domain is delim-
ited to child protection, clearly taking its impetus from the values and assumptions
of the Children’s Act. The policy does not envision a proactive state role in universal
care provisioning, but rather a reactive role in cases of neglect or abuse.

Despite this pattern of value commitment that locates the primary and direct
responsibility for childcare in the domestic sphere, other policies, particularly in
health, nutrition and education, highlight the state’s role in supporting families to
care for children effectively. For example, the Under Five Child Health Policy (2007),
Child Health Policy and Strategy (2017), and Adolescent Health Service Policy and
Strategy (2016) collectively aim to provide a range of technical interventions across
the continuum of care, that is, pregnancy, birth and immediate newborn period,
neonatal period, infancy and childhood, and adolescence. While these interventions
and associated services are designed to safeguard children’s health and well-being,
accessing them is the responsibility of parents and guardians, with the state assum-
ing oversight responsibility.

In educating children, the state has several policies in place to ensure that edu-
cation services are available and accessible to all children, including those with dis-
abilities. The National Inclusive Education Policy (2013) specifically mandates that
educational facilities be conducive for learners with disabilities to access and receive
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education. However, akin to other support services policies, the primary responsibil-
ity for accessing and benefiting from these measures remains with parents.

Another state support service is food provision through the School Feeding
Programme. The School Feeding Policy initiated this programme in 2005 to deliver
a well-organised, decentralised intervention that provides disadvantaged schoolchil-
dren with nutritionally adequate, locally produced food, mainly in contexts where
such provisions are lacking in the household or domestic sphere.

Problem Definition in Childcare Policies. Following the patterns of value com-
mitment and assumptions underlying childcare policies, which locate the primary
responsibility of childcare in the domestic sphere, problem definition emanates from
how these policies problematise existing challenges in domestic childcare provision
and the state’s roles in ameliorating childcare either directly or indirectly. Three main
areas of problem definition are apparent:

1. Challenges within domestic/household provision of childcare and
well-being that require efforts to strengthen family-based care and/or
institute effective measures for state oversight responsibilities.

2. Challenges that necessitate state-provided services or amenities to sup-
port families in improving childcare.

3. Challenges where domestic provision fails, requiring the state to pro-
vide direct care services for children who are not receiving appropriate
care in the domestic domain.

The Childrens Act and Child and Family Welfare Policy define the problem of
childcare across all three areas. In contrast, the Inclusive Education Policy and child
health-related policies primarily define the problem from the perspective of state
service provision to support families, and secondarily from the standpoint of state
oversight and sensitisation of families to ensure these services are accessed and uti-
lised. The School Feeding Policy, on the other hand, defines the problem from the
perspective of direct state provision of care, offering nutrition to schoolchildren both
as a standalone intervention and a strategy to improve school enrolment, attendance
and retention in deprived communities.

These problem definitions are framed in both instrumental and structural senses.
However, they lack a critical gender perspective. There is no substantive unpacking
of how gender issues are fundamental to, or intersect with, the problem of childcare.
For instance, while the Child and Family Welfare Policy identifies the breakdown
of closely-knit families as a key factor in worsening child welfare, it fails to con-
sider that care deficits can also arise when caregivers, predominantly women, are
overburdened.

Care is not inelastic. Women who shoulder the burden of care work cannot
stretch their capacity indefinitely without compromising care adequacy and quality.
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Thus, even in unbroken families, childcare may deteriorate due to care overload,
especially when care work is not de-feminised and redistributed to include other
household and community members through socialisation. Yet, such critical framing
of the problem from a gender perspective is missing.

Moreover, childcare policies often adopt an assumed gender-neutral framing,
using terms like “parent” or “guardian”. This, shrouds the reality of who actually
performs care work, leading to a lack of recognition of women’s disproportionate
care burden. In cases of neonatal and infant care, where the mother’s biological role
is central, the term “mother” is used instead of parent, and this is often with the
instrumental aim of ensuring that the mother, with the support of her male partner,
presents the neonate or infant to welfare clinics. Thus, regardless of whether the gen-
der-neutral term “parent” or the gender-specific one “mother” is used, the problem
definitions in the childcare policies generally lack critical gender perspectives.

An exception is the Adolescent Health Services Policy and Strategy, which defines
the problem from a gender perspective by highlighting the distinct health risks faced
by adolescent boys and girls, and the need for gender-specific interventions.

Proposed Solutions and Institutional Arrangements. Following the problem
definitions outlined in the country’s childcare policies, three main categories of solu-
tions emerge. First, the state institutes measures to sensitise parents and commu-
nities on children’ rights, which encompass care, and empowering parents to play
their role as primary caregivers. The state is positioned as an oversight body that
ensures that parents and communities uphold their caregiving responsibilities. This
is the main solution proposed in the Child and Family Welfare Policy. Second, poli-
cies targeting child health and education focus on addressing inefficiencies in service
delivery, including financial and institutional bottlenecks. These policies propose
technical interventions to improve access and quality, such as inclusive education
infrastructure and health service packages. Third, some policies propose direct care
interventions, such as the School Feeding Programme, which provides nutritionally
adequate meals to disadvantaged children, and the provision of temporary alterna-
tive care homes for children in need of protection.

While these solutions are largely adequate in their instrumental dimensions, in
terms of technical arrangements, they seem inadequate in tackling structural chal-
lenges, particularly those relating to gender. For instance, the Child and Family
Welfare Policy recognises poverty as a fundamental cause of child neglect and
abuse but relies on existing social protection programmes such as the Livelihood
Empowerment Against Poverty (LEAP) programme, National Health Insurance
Scheme (NHIS), free maternal healthcare, and school feeding, to address it. These
programmes have shown limited effectiveness in reducing poverty, and the policy
does not propose new or transformative approaches.
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At the core, therefore, child protection tends to override a more holistic view of
child welfare, which is strongly connected to family welfare, including the well-being
of women. The Inclusive Education Policy, while proposing technical solutions to
make schools more accessible, does not include targeted efforts to support mothers
of children with disabilities beyond general community sensitisation. Structural vul-
nerabilities of households are acknowledged, but responses are limited to existing
social protection mechanisms.

Not only are these solutions inadequate in addressing structural challenges, but
they are also gender-blind or gender-reinforcing. Most policies assume gender neu-
trality or offer cursory gender awareness, which inadvertently reinforces the burden
of care work on women. For instance, the Infant and Child Health Policies highlight
the role of mothers in maintaining child health and seek to strengthen this role.
While well-intentioned, measures like requiring mothers to visit periodic child wel-
fare clinics can unintentionally increase their burden of care work.

Institutional Arrangements and Resources for Implementation

Childcare policies in Ghana are spearheaded by ministries aligned with their thematic
focus. The Ministry of Health leads policies on infant and child health; the Ministry
of Gender, Children and Social Protection leads the Child and Family Welfare Policy;
and the Ministry of Education leads the Inclusive Education Policy.

Policy measures and actions, however, typically involve multi-sectoral steering or
technical committees, coordinated by the lead ministry and comprising relevant min-
istries, departments, and agencies (MDAs). In the case of the School Feeding Policy,
an independent agency, that is, the National School Feeding Agency, in line with the
Public Service arrangements of Ghana, backed by the requisite legislation with a gov-
erning Board, a multi-sectoral technical advisory committee and a Secretariat, was
proposed to lead the implementation of the policy. Until the passage of the relevant
legislation to create the Agency, the programme is delivered from a School Feeding
Secretariat, which works under the supervision of the Minister for Gender, Children
and Social Protection. The clout that the Ministry or Agency leading the implemen-
tation of the specific policy has vis-a-vis other state institutions and especially the
donor community is key to effective mobilisation of financial and human resources
for implementation.

All the childcare policies propose a combination of three main resource arrange-
ments for implementation. First, resources mobilised from the Government of
Ghana budgetary allocations; second, resources mobilised from the donor commu-
nity, civil society organisations (CSOs), non-governmental organisations (NGOs)
and the private sector; and third, leveraging on available community capacities and
structures as a crucial resource. In all these policies, the Government of Ghana is
earmarked as the principal funder. Budgetary allocations are expected to be made
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for the implementation of these policies, drawing on funding from sources including
the consolidated fund. The policies place a responsibility on the Ministry of Finance
and Economic Planning (MOFEP) to make such budget allocations and release them
promptly for policy implementation. Additionally, the policies enjoin the imple-
menting MDAs to allocate human and financial resources from their budgets towards
policy measures and actions.

While core funding for these policies comes primarily from government bud-
getary allocations, they also rely heavily on resources from development partners’,
CSOs, the private sector and in-kind community support. For example, child
healthcare policies are anchored in the provisions of the National Health Insurance
Scheme, yet financial resources from donors are crucial for financing health packages
and interventions. Therefore, these child healthcare policies emphasise the need for
innovative approaches to attract more donor funds and manage them effectively to
improve healthcare outcomes for children.

On the other hand, the Child and Family Welfare Policy places significant empha-
sis on utilising existing community resources and capacities. It aims to ensure that
government-funded services complement rather than replace existing community
structures for providing childcare. However, many childcare policies are largely gen-
der-blind or only cursorily aware of gender issues, resulting in the absence of gen-
der-specific solutions. Consequently, no resources are allocated to promote gender

equity.

Policy Outcomes

The outcome of childcare policies on childrens well-being has been positive.
Neonatal, under-five and child mortality rates in Ghana have been consistently
declining while child nutrition, education and protection are improving (UNICEE,
n.d). One notable outcome is the attention and care it has generated for pregnant
women within the ambit of the continuum of healthcare that begins during preg-
nancy. This has led to the inclusion of free maternal healthcare under the National
Health Insurance Scheme.

Census data indicate that the maternal mortality ratio has consistently declined
from 378 per 100,000 live births in 2007, to 316 in 2010, 310 in 2017 and 301 in
2021 (GSS, 2024). While these policies have had some positive effects on the health
of children and mothers, they have not directly reduced the burden of care work on
women. If anything, it has rather increased women’ care burden as the interventions
along the continuum of care from pregnancy, to neonate, to infancy, to childhood
and to adolescence place enormous demand on women’s time and effort to care for

the health of children.

1. The appendix presents an overview of development partners key in policy formulation and implementation.
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Childcare starts from pregnancy and, importantly, caring for neonates and
infants. How the labour laws recognise this period and make allowance for women
to combine care work with productive work, while redistributing between men
and women, and between the domestic and public spheres, is crucial. Ghana’s draft
Labour Bill, 2024, is expected to provide a framework for labour and work-related
matters. Although the Bill focuses on the productive domain of the economy, it has
implications for the care economy through provisions on maternity, paternity and
family care leave, which determine how much time is available for care work and the
distribution between men and women.

The Labour Bill makes provisions for 12 weeks of maternity leave; however, a
range of workers, including the self-employed, domestic workers, those employed
by family members without contracts, agricultural workers, casual labourers, and
artisans, are not covered by the provision that recognises maternity leave as funda-
mental to social reproduction (Valiani, 2022). The majority of women in Ghana work
in the informal sector, and the Bill does not make provisions for them to engage in
the crucial reproductive role of caring for neonates or infants while having a secure
income.

Paternity leave, one of the key ways of redistributing care (Razavi, 2020), is intro-
duced in the Bill for men within three months of their wife or surrogate giving birth,
or who have adopted a child under one year. The leave is limited to a minimum of
five days, granted only once every 24 months, with no defined upper limit. This
provision is inadequate, especially in cases where a man’s partner has more than one
child within two years. Moreover, the disparity between maternity and paternity
leave reinforces the assumption that childcare is primarily a woman’s responsibility,
with men offering limited and inconsistent support.

Many families supplement care work with paid domestic workers, often from the
informal sector. These workers, predominantly women, are not adequately recognised
in the Bill. The legal protection of informal care workers is an important indicator of
the social value accorded to their work (Valiani, 2022), yet the Bill does not provide
sufficient safeguards for these women who perform care work in domestic settings.

One of the greatest burdens of care work for women is caring for children with
disabilities and special needs. Many of these women struggle to engage in economic
activities due to the extensive time required for caregiving (Den Besten et al., 2016;
Amo-Adjei et al., 2023). As part of de-institutionalisation efforts in Ghana, the
government has shifted from institutionalised care of children with disabilities and
special needs to family and community-based care. As a result, the state envisions its
active role mainly in the provision of support services for carers, especially in health
and education. However, these services remain woefully inadequate (Den Besten et
al., 2016; Amo-Adjei et al., 2023).
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The Inclusive Education Policy (2015), if well implemented, should provide
support facilities where children with disabilities or special needs can be cared for
during the day, allowing mothers time to rest or work. Recent studies highlighting
the lack of education facilities for these children as a major problem for their carers
(Den Besten et al., 2016; Amo-Adjei et al., 2023) are indicative that the Inclusive
Education Policy has not lived up to its intended purpose.

Generally, childcare policies are designed to improve the quality of care for chil-
dren, but they place the primary responsibility on families and communities—partic-
ularly women. The expectation to deliver high-quality care falls disproportionately on
female caregivers in homes and communities. These policies make limited attempts
to redistribute care to the public domain and only marginal efforts within the com-
munity, often restricted to sensitisation campaigns. As a result, childcare policies risk
compounding the burden of care work on women with significant implications for
their ability to participate in economic activities and achieve empowerment.

Healthcare Policies

Another set of care-related policies in Ghana focuses on providing care for sick per-
sons and preventing sickness to ensure the health and well-being of the population.
A number of these policies from the post-2000 era are of interest (Table 3).

S/N  Policy Implementation period
1 National Health Insurance Policy Framework: 2004 onwards
Revised, 2004

2 National Health Insurance Act, 2012 2012 onwards

3 National Health Policy, 2007 2007-2022

4 National Health Policy: Revised Edition, 2022 2022 onwards

5 National Nutrition Policy, 2013 2013 onwards

6 National Health Sector Gender Policy, 2009 2009 onwards

Policy Context

Healthcare policies are framed around the value and assumption that the social and
economic development of every nation is closely linked to the health of its people.
The mantra is that a healthy population is one that can productively reproduce itself
and contribute meaningfully to economic development. Health is therefore seen as a
major contributor to economic development, a prominent narrative from independ-
ence to the current era.
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The main goal of the National Health Policy 2007, for instance, positioned health
as a strategic driver of Ghana’s ambition to become a middle-income country by
2015, explicitly linking health outcomes to wealth creation. Similarly, the National
Nutrition Policy 2013 considers good nutrition as essential for a productive pop-
ulation, since malnutrition contributes to low intelligence, reduced productivity,
increased risk of illness, and, ultimately, higher poverty rates, slow economic growth,
and poor human development.

The policies assume that improvements in health and nutritional status lead to:

* Reduced spending on preventable diseases

*  Enhanced productivity

* Economic development

*  Wealth creation

Thus, while health is recognised as an end in itself, these policies, including

the National Health Insurance Policy Framework, which seeks to remove financial
barriers to accessing healthcare for the population, are strongly anchored within a
socio-economic policy context where social policy goals are aligned towards eco-
nomic development.

Policy Theory, Goals and Targets

The underlying value of Ghana’ healthcare policies is that state provision of health-
care services and measures to improve access and utilisation are fundamental to
developing the essential human capital for development. These policies adopt a holis-
tic view of health, considering physical, social, economic, and spiritual dimensions
that contribute to the total well-being of individuals, their families and communities.

As a result, there is a shift from curative approaches to health promotion and dis-
ease prevention, including addressing the broader determinants of health. The poli-
cies derive their impetus from the Directive Principles of State Policy in Article 34 (2)
of the 1992 Constitution, which, among other things, require the state to ensure the
realisation of the right to good healthcare for people living in Ghana, irrespective of
colour, race, geographical location, religion or political affiliation, as well as the pre-
vailing development agenda. For instance, the National Health Policy (2007) derives
inspiration from the development agenda of transforming Ghana into a middle-in-
come country, while the Revised National Health Policy (2022) derives inspiration
from the National Medium-Term Policy Development Framework developed by the
National Development Planning Commission (NDPC), as well as the Coordinated
Programme of Economic and Social Development Policies (2017-2024).

Problem definition. Healthcare policies define problems from three main
perspectives:
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1. Prevailing and projected health challenges, including demographic
shifts and lifestyle-related diseases.

2. Institutional and technical inefficiencies in delivering holistic health-
care, including health promotion.

3. Financial barriers that prevent access to healthcare, particularly out-of-
pocket payments.

The National Health Policies (2007 and 2022) highlight the challenge of emerg-
ing health issues resulting from changing demographics and lifestyles, environmen-
tal health, and improved access to health, population and nutrition services. The
National Nutrition Policy targets malnutrition and its consequences for productivity
and development, while the National Health Insurance Policy Framework and Act
address the cost barriers that limit access to healthcare for large segments of the
population.

While the policies in their framing acknowledge the complexity of health and
of its intersection with socio-economic status, they do not define healthcare chal-
lenges from a critical gender perspective, except for a few references in the National
Nutrition Policy to the diverse nutritional needs of men, women, boys and girls.
References to equity issues are generally framed around geographical location,
rural-urban disparities and wealth status.

The National Health Sector Gender Policy (2009) highlights the lack of critical
gender perspectives in health sector policies and seeks to address this issue. The pol-
icy emphasises the need for a deep understanding of the diverse health needs of men
and women, as well as their differentiated roles in healthcare provision, to ensure
equitable access and outcomes. It aims to reduce gender-based barriers to healthcare,
including geographic, financial and socio-cultural constraints, and also to address
gender gaps in healthcare delivery at the household level. However, when viewed
through the lens of anti-categorical intersectional complexities, the policy misses out
on problematising the socio-cultural challenges critically, including how women’s
burden of care work itself is a major contributory factor to their ill health (Folbre,
2021). Thus, even though the policy’s central focus is gender, the framing of gender
is more simplistic and instrumental than transformational.

Proposed Solutions. As a logical consequence of how the problems are defined,
the proposed solutions are largely technical and aimed at combating or preventing
prevailing and projected health challenges. These solutions include:

* Ensuring quality standards for effective preventive and curative services.
* Ensuring effective institutional arrangements, including financing
mechanisms for healthcare service delivery.
» Sensitisation of individual and community structure and choices to
promote the effectiveness of the technical interventions.
Examples include:
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* The National Health Policies (2007 and 2022) propose managing com-
plex disease burdens through technical interventions, supported by
community education on healthy lifestyles.

* The Nutrition Policy promotes maternal, infant and child nutrition
through technical interventions and community sensitisation on good
nutrition practices.

* The Health Insurance Policy Framework introduces health insurance
schemes to reduce cost barriers, with public education on scheme
modalities and benefits.

The Health Sector Gender Policy proposes gender-specific services and gen-
der-sensitive delivery models. It adopts a gender mainstreaming approach, aiming
to systematically integrate the distinct priorities and needs of women and men in
all health policies and interventions. The goal is to promote and ensure equality in
access, quality of care, and management of healthcare services.

Adequacy and Gender Responsiveness. Given how the problems are defined
in the policies, the proposed solutions seem adequate. They focus on healthcare
quality, delivery, and accessibility while also promoting a healthy lifestyle among the
population. In the case of the Health Insurance Policy Framework, the adequacy of
the solutions is highly contingent on the minimum benefits package guaranteed to
all members of the scheme. This minimum package is intended to provide adequate
protection against disease and injury, while promoting and maintaining good health.

The healthcare policies are generally gender-aware, even when the problems and
proposed solutions are not framed from a critical gender perspective. They tend
to address practical gender needs (e.g. maternal health, breastfeeding support) and
accommodate existing gender norms rather than challenge or transform them.

For instance:

* The National Nutrition Policy includes actions to support working
mothers in breastfeeding, in line with ILO Convention No. 183 and rel-
evant state legislation, but does not propose redistributing the burden
of breastfeeding or childcare.

» The National Health Policy (2022) promotes healthy eating and nutri-
tion, which intersects with women’s reproductive roles, but fails to con-
sider how this may increase women’s unpaid care work.

* In the case of the Health Sector Gender Policy, the solutions are gen-
der-specific with a few attempts towards gender transformation. It
advocates for:

¢ Behaviour Change Communication (BCC) to empower women to par-
ticipate in health-related decision-making at household and commu-
nity levels.
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* Professional ethics and human rights training for health workers to pro-
mote gender fairness and respect in service delivery.
These interventions have the potential to challenge underlying gender norms and
foster institutional change. However, the overall approach remains incremental, with
limited structural transformation of the gendered dynamics of care and health.

Institutional Arrangements for Implementation

The Ministry of Health and its agencies spearhead the implementation of these
healthcare policies. However, the holistic approach adopted in these policies neces-
sitates the involvement of multiple ministries, departments and agencies (MDAs).
Thus, akin to childcare policies, inter-ministerial and multi-sectoral coordination
committees, chaired or led by the Ministry of Health, serve as the main institu-
tional arrangement for implementation. These committees operate across national,
regional, and district levels, mobilising the structures of various MDAs to deliver on
policy actions. In the case of the NHIS, the Act establishes an independent Authority
mandated to implement the scheme and manage its operations.

Resource Mobilisation. The policies envision resources for their implementation
to come from:

1. Government budget allocations to MDAs involved in implementing
policy actions.

2. Budgetary commitments and personnel deployment by MDAs.

3. Funds from development partners, CSOs and NGOs.

These healthcare policies emphasise the use of the Common Management
Arrangements as a framework for coordinating donor participation in the health
sector. However, they also problematise donor dependency. The National Nutrition
Policy, for instance, laments that donor agencies have dominated the initiation and
implementation of nutrition activities, resulting in inadequate domestic commit-
ment to funding these interventions.

The Policy calls for a shift towards mainstreaming nutrition funding within gov-
ernment budgets. This concern has become even more urgent with the freeze of
USAID funding in 2025, which has exacerbated challenges in the Ghana health sec-
tor (Akoto, 2025). The policies underscore the critical need for sustainable national
financing, yet also acknowledge that inadequate government funding remains a per-
sistent institutional challenge.

NHIS Funding Mechanisms. Given that the success of the NHIS in addressing
cost barriers is directly proportional to the financial resources available, the Policy
Framework and Act make provisions for direct sources of funding for the Health
Insurance Fund. These include:
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* National Health Insurance Levy: 2.5% charge on goods, services and
imports.
»  Social Security Contributions: 2.5% of each person’s contribution to the
National Social Security Scheme.
* Parliamentary Appropriations.
* Returns from investments made by the Health Insurance Authority.
»  Grants, donations, gifts and any other voluntary contributions made to
the Fund.
» Fees charged by the Authority in the performance of its functions.
*  Member contributions to the Scheme.
* Funds accruing under Section 198 of the Insurance Act, 2006 (Act
724).
These diversified funding streams are designed to ensure the financial sustain-
ability of the NHIS and guarantee a minimum healthcare benefits package for all
citizens.

Equity and Gender Considerations. Equity is a core principle in Ghana’s health-
care policies, but it is largely defined in terms of geographical location and wealth
status, rather than from a gender perspective. While policies such as the NHIS seek
to ensure equity, they do not earmark resources specifically for the promotion of
gender equality.

The Health Sector Gender Policy, whose primary aim is to promote gender equity,
indicates that its implementation shall be financed through existing channels within
the Ministry of Health, as well as other innovative approaches. It calls for gender
mainstreaming activities to be planned and budgeted for under the Government
of Ghanas planning and budgeting process, i.e., the Medium-Term Expenditure
Framework (MTEF).

Policy Outcomes

Ghana’s healthcare policies have yielded some positive outcomes. For instance, life
expectancy at birth has improved by 7.02 years, from 59.1 years in 2000 to 66.1
years in 2021, slightly higher than the African average of 63.6 years. The WHO?
predicted that by 2025, an additional 9.5 million Ghanaians will enjoy better health
and well-being, an additional 3.4 million will access essential healthcare without
financial hardships, and 3.9 million more will be protected from health emergen-
cies, compared to 2018 figures. Some policies have had particularly positive effects
on women’ health outcomes. The Health Insurance Policy and Act, with its free
maternal health component, has significantly improved access to healthcare for
pregnant women. Maternal mortality rates have declined from 378 per 100,000 live
births in 2007, to 316 in 2010, 310 in 2017 and 301 in 2021 (GSS, 2024). The fee

2. Health data overview for Ghana
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exemptions under the NHIS have removed financial barriers to healthcare-seeking,
especially those in underprivileged locations (Atakorah et al., 2021).

Despite these gains, healthcare policies generally place the primary responsibility
for health on individuals and communities, with the family unit seen as central to
healthcare provision. Consequently, the policies emphasise sensitisation of the pop-
ulation to participate in health-promoting behaviours.

For example:

* The National Health Policy (2007) links population health to improve-
ments in environmental hygiene, sanitation, safe water, food and nutri-
tion, personal hygiene, and immunisation.

» The National Health Policy (2022) encourages the strengthening of tra-
ditional family systems that provide care and support for the elderly.

Implicit in all these directives are expectations placed on women’s reproductive
roles, particularly in such areas as safe water, safe food and nutrition, environmental
hygiene, child immunisation, and elderly care. Without deliberate effort to socialise
and redistribute these responsibilities, such policy actions risk intensifying women’s
care burden.

While the primary aim of the policies is to strengthen access to healthcare ser-
vices within the public domain, there are limited efforts to redistribute care work.
One notable example is the National Nutrition Policy, which proposes:

* Investing in understanding the social context of care
* Developing strategies sensitive to socio-cultural norms
e Scaling up activities that involve men in childcare and nutritional
interventions
This approach signals an intent to socialise and redistribute care work, particu-
larly around child nutrition, by encouraging male participation.

Elderly/Aged Care Policies

Caring for the aged is an increasingly important component of Ghana’s care land-
scape, especially as life expectancy rises due to advances in medicine. A few policies
are particularly relevant to this domain and are summarised in Table 4.

Policy Context

Ageing has become a growing concern in Ghana, with the percentage of older persons
steadily increasing. The National Ageing Policy (2007) was developed in response to
the absence of a comprehensive, coherent and well-articulated framework to address
ageing-related issues. Like other social policies, it is framed within a socio-economic
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development context, emphasising the need to transform and improve the lives of
older persons and enable them, as far as practicable, to participate fully in national
development.

As the aged population grows, the policy seeks to pre-empt and address the
implications for service provision, including the reality that many older persons may
no longer contribute directly to the economy. The National Pensions Act (2008) and
its amendment (2014) are similarly anchored in this development logic, aiming to
develop a robust framework to secure old-age income for workers in the country.

S/N  Policy Implementation period
1 National Ageing Policy, 2010 2010 onwards

2 National Pensions Act 2008 (Act 766) and 2008 onwards
National Pension Amendment Act 2014 (Act
883)

3 National Health Insurance Policy Framework 2004 onwards
and Act (sections on exemptions for the aged)

Policy Theory, Goals and Targets

The overarching goal of the National Ageing Policy is to achieve the overall social,
economic and cultural reintegration of older persons into mainstream society. It
envisions ageing with security and dignity, supported by social protection and
long-term care. This includes the right to independence, active participation in soci-
ety, community support, and freedom from exploitation, principles aligned with the
1992 Constitution of the Republic of Ghana.

The Pensions Act establishes a three-tier pension scheme to ensure retirement income
security for workers in both the public and the private sectors. It sets standards for
the administration and payment of retirement benefits. The NHIS Policy Framework
complements this by providing free healthcare for the aged, a key component of ageing
with dignity.

Problem Definitions and Gender Dimensions. These policies address several

challenges related to ageing:

* Old-age poverty, especially among women, due to lifelong gender
discrimination.

* Health vulnerabilities in old age, with women disproportionately
affected by disability and disease.
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e Cultural norms around widowhood and witchcraft, which exacerbate
the marginalisation of older women.
* Care responsibilities placed on older women, such as caring for
orphaned grandchildren, even when they themselves require care.
While the Ageing Policy explicitly integrates gender dimensions into its problem defi-
nition and proposes gender-responsive solutions, the Pensions Act and NHIS Policy
are largely gender-blind, failing to account for the structural inequalities that shape
ageing experiences—particularly for women.

Proposed Solutions and Gaps. The policies propose solutions to secure the
rights and freedoms of older persons. These include:

* Income-generating and voluntary work opportunities.
» Lifelong learning and community participation.

» Elimination of violence and discrimination.

*  Access to preventive and rehabilitative healthcare.

* Social protection and support services.

While the National Ageing Policy is gender-aware in its framing, the Pensions Act
and Health Insurance Policy do not incorporate gender-specific provisions. This lim-
its their effectiveness in addressing structural vulnerabilities faced by older women.
In spite of problems of eldercare in the Ageing Policy and solutions identified incor-
porating a gender lens, the proposed solutions to eldercare in the policies are inade-
quate in several respects:

*  Opportunities for economic participation in old age are limited, espe-
cially for those who lacked access during their working years.

* The Ageing Policy calls for government agencies to integrate retirement
preparation and post-retirement well-being into their programmes, but
this primarily benefits formal sector workers.

* The Pensions Act includes provisions for personal pension schemes
for informal sector workers, but these are underdeveloped and poorly
operationalised, offering little security.

* The LEAP programme is cited as a social protection measure, but its
benefits are woefully inadequate for securing old-age income.

* Access to healthcare through the NHIS is limited, with many essential
services for the aged—such as assistive devices—not covered.

Institutional Arrangements for Implementation

At the time of its formulation, the National Ageing Policy (2010) was under the pur-
view of the Department of Social Welfare (DSW), then housed within the Ministry
of Employment and Social Welfare. Today, the DSW operates under the Ministry of
Gender, Children and Social Protection (MoGCSP), which leads the implementation,
monitoring and evaluation of the policy.
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Even prior to this restructuring, the then Ministry of Women and Children Affairs
was expected to collaborate with the Ministry of Employment to ensure that the
Ageing Policy was gender-responsive. However, given the multi-faceted, multi-di-
mensional and multi-sectoral nature of ageing issues, the policy proposed the estab-
lishment of a coordinating body to oversee institutional commitments required and
facilitate effective implementation.

Accordingly, a National Council on Ageing (NCA) was to be established, chaired
by the Minister of Employment and Social Welfare. Its proposed membership
includes:

* Department of Social Welfare
* Ghana Government Pensioners Association
» Informal sector pensioners’ representatives
* National Population Council
*  Ministry of Health
*  Ministry of Water Resources, Works and Housing
» National Development Planning Commission (NDPC)
*  Ministry of Finance and Economic Planning (MOFEP)
*  Ghana Statistical Service (GSS)
*  Ministry of Local Government and Rural Development (MLGRD)
e MoGCSP
*  Ministry of Education
* National Youth Council
*  Ghana Employers Association (GEA)
e Association of Ghana Industries (AGI)
*  Organised Labour
e Academia
* Media
* HelpAge Ghana and other relevant NGOs
*  Ministry of Information
The establishment and operationalisation of this Council is critical for the imple-
mentation of the policy.

Resource Mobilisation

Resource Mobilisation. To support long-term implementation, the policy pro-
poses the establishment of an Active Ageing Fund (AAF). This fund is to be financed
through:

* Seed money and grants from central government
* Contributions from District Assemblies
* Donations from the private sector, philanthropic institutions, individu-
als, NGOs, and development partners
ax



GENDER EQUITABLE CARE POLICIES IN GHANA: A CRITICAL FEMINIST REVIEW

A fund mobilisation strategy is to be developed to encourage generous contribu-
tions, particularly from NGOs and development partners. The Ministry of Finance is
tasked with ensuring that the national budget process includes sufficient allocations
for older persons, especially in areas such as:

* Cash transfers

* Training of caregivers

* Educational and skills acquisition programmes for older persons
* Geriatric and gerontology training for healthcare workers

* Payments to community health workers

The Budget Statement and Economic Policy of the Government of Ghana is
expected to outline clear objectives for improving the living conditions of older
persons. As a gender-responsive policy, the Ageing Policy is to be implemented
through a gender mainstreaming approach, implying that resource use should also
be gender-responsive.

Policy Outcomes

Since the passage of the National Ageing Policy in 2010, the policy has yet to be
funded and implemented (Ashirifi et al., 2021). Both the National Council on Ageing
and the Ageing Fund are yet to be established. Consequently, the envisioned support
for elderly care in Ghana has not materialised.

When implemented, the policy could potentially reduce women’s care burden
through specific actions aimed at providing support services for elderly care. However,
it may also inadvertently increase women’s burden of care. The policy acknowledges
the cultural importance of families, intergenerational interdependence, solidarity
and reciprocity in caring for the elderly. Yet, without adequate efforts to socialise
elder care and train other segments of the population, beyond women, the burden of
care within the solidarity economy will disproportionately fall on women.

The policy recognises the burden of care work on women and demonstrates efforts
to socialise care for the aged and to redistribute this in the domain of the public. It
states: “the vital role of women as caregivers for older persons, especially with respect
to HIV/AIDS and other chronic diseases that affect older persons” (National Ageing
Policy 2010, p. 38). It further asserts: “it is imperative that governments and policy
makers take adequate steps to provide for the phenomena [care for the aged] in a
more formalized and systematic manner” (p. 5), signalling a redistribution of care to
the formal public domain. While the policy affirms that “older persons are entitled
to reasonable care and assistance of family and state” (p. 11), it also acknowledges
that changes in family structure mean that the aged can no longer rely on family for
care, thereby necessitating social protection schemes that redistribute care into the
public domain.
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The above notwithstanding, the policy maintains that the family will remain the
primary source of support for older persons. It proposes that social welfare and social
protection structures should increase focus, attention, and resources for the family.
The government will ensure that traditional values and norms inform national and
district-level policies concerning family values and elder care. Immense effort will
be invested in upholding traditional family structures to enable them to provide the
necessary support.

This emphasis on strengthening family support has implications for women’s
unpaid care work within households and communities. The policy’s framing of soci-
ety and family as key actors in elder care assumes a gender-neutral role within fam-
ilies and societies. In practice, this role may squarely fall on women. Although the
policy acknowledges the challenges faced by older women in caring for children
as a gendered aspect of ageing, it does not approach the promotion of community
and family care from a gender-sensitive perspective, overlooking the reality that the
women in these contexts bear the brunt of care responsibilities.

Caring for Persons with Disabilities

Caring for persons with disabilities is mainly enshrined in the Persons with Disability
Act, 2006 (Act 715). This Act provides for the rights and welfare of persons with
disabilities (PWDs) and establishes the National Council on Persons with Disabilities
to oversee related matters. Specific interventions and provisions are also embedded
in other policies, including the National Ageing Policy (for elderly persons), the
Inclusive Education Policy (for children), and the Social Protection Policy (discussed
later in this report).

Policy Context

The Persons with Disability Act aims to ensure that PWDs can live to their full poten-
tial through appropriate measures that guarantee access to family life, education,
employment, healthcare, access to housing and transportation, and protection from
discrimination. In line with broader socio-economic policy frameworks, the Act
seeks to enable PWDs to access resources and capabilities that facilitate full partici-
pation in society and the economy.

Policy Theory, Goals and Targets

The fundamental value underlying the policy and its provisions is that, with the
right services and interventions, PWDs can realise their full potential and contribute
meaningfully to society and the economy. The Act affirms that PWD shall not be
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denied the right to participate in social, political, economic, creative or recreational
activities, as also enshrined in Article 29 of the 1992 Constitution.

The goal of the Act is to ensure that PWDs can access publicly provided sup-
port services directly, and indirectly through state regulation of other services to
ensure disability-friendly provision. Direct public services, especially in education
and health, are central to the Act, alongside the regulation and supervision of trans-
portation, infrastructure, and employment services to prevent discrimination against
PWDs.

Although the Act itself does not explicitly define the issue of caring for PWD
from a gender perspective, other policies such as the National Ageing Policy and the
Inclusive Education Policy recognise gender as a determinant of vulnerability. These
policies frame both the problem and the solutions through a gender lens, offering
support services tailored to the specific needs of men/boys and women/girls with
disabilities.

This notwithstanding, the Act aligns with the broader narrative of care primarily
in the domestic sphere. It states that a PWD shall not be deprived of the right to live
with their family and to receive care. This emphasis on family as the primary pro-
vider of care risks reinforcing the unpaid care burden born by women.

Institutional Arrangements for Implementation

The policy measures are sector-specific, with implementation responsibilities distrib-
uted across ministries, including education, employment, health, housing and trans-
portation. The DSW is tasked with coordinating these efforts in close collaboration
with the National Council for Persons with Disabilities, as established by the Act.

The Council is mandated to oversee the development of policies and programmes
to ensure full participation of PWDs in society. Funding for the Council is to be
sourced from parliamentary allocations, donations, grants and gifts, and other finan-
cial resources approved by the Minister responsible for Finance, with parliamentary
approval.

While disability-induced vulnerability can be exacerbated by gender-based vul-
nerability, there is a notable absence of programmes and interventions that earmark
resources specifically to promote gender equity within disability-focused initiatives.

Policy Outcomes

The extent to which the Persons with Disability Act (2006, Act 715) fulfils its
objectives can be assessed by examining how its provisions are reflected in pol-
icy documents across other sectors. The Act outlines effective measures to prevent
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discrimination against PWDs and makes arrangements for special measures to cater
to their explicit needs. However, implementation has not matched these intentions.

For example, the Act states that “the Ministry of Health in formulating health
policies shall provide for free general and specialist medical care, rehabilitative oper-
ation treatment and appropriate assistive devices for persons with total disability”.
Despite this, assistive devices are largely excluded from coverage under the NHIS as
established by the National Health Insurance Policy Framework and Act.

In the Social Protection Policy (2015), disability considerations are expected to
be mainstreamed across all social protection efforts. The policy asserts “that atten-
tion shall be paid to the extent of provision for disabled children, adults of working
age and older persons in social assistance interventions. Opportunities for partici-
pation of the disabled in productive inclusion interventions will be carefully created
in consultation with their representative associations and in line with the Persons
with Disability Act (Act 715). A major advocacy initiative will involve an ongoing
campaign to ensure compliance with the Act’s provisions”. However, these commit-
ments have not been effectively implemented in social protection interventions and
instruments.

The Act further stipulates that a parent, guardian or custodian of a school-aged
child with disability must enrol the child in school. Failure to do so constitutes an
offence punishable by a fine upon summary conviction. Nonetheless, the education
system remains deficient in providing equal access for children with disabilities. The
Inclusive Education Policy has made limited progress in guaranteeing educational
access for children with disabilities (Den Besten et al., 2016; Amo-Adjei et al., 2023).

Although there are efforts to socialise disability care and redistribute aspects of it
into the public domain, care for PWDs remains heavily focused within the domestic
sphere. As with other care-related policies, the Disability Act affirms that a PWD
shall not be deprived of the right to live with their family or to participate in social,
political, economic, creative, or recreational activities. The Act identifies the family
as the primary provider of care. Given the inefficiencies in implementing the Act’s
provisions, the responsibility of caring for PWDs continues to fall disproportionately
on women as unpaid caregivers, with minimal public sector support to alleviate this
burden.

Social Protection Policies

In response to the social cost of SAPs in the 1980s and 1990s, the Government of
Ghana introduced PAMSCAD. The logic underpinning PAMSCAD was later recon-
figured in the PRSPs of the 1990s, shaping the government’s approach to protect-
ing vulnerable citizens, including through care provision. Ghana’s social protection
policies have thus become a central component of the country’s care framework, as
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outlined in the National Social Protection Strategy (2007) and the National Social
Protection Policy (2015).

Policy Context

Ghana’s social protection apparatus is framed by the recognition that, despite a
rich tradition of community-based social protection efforts, persistent inequality
remains unaddressed. More targeted approaches are needed to significantly improve
incomes, promote equitable development and expand access to social services for
the extremely poor and vulnerable.

The social protection policy framework, therefore, envisions creating an all-inclu-
sive society through the protection of persons living in situations of extreme poverty,
vulnerability and exclusion. The National Social Protection Strategy (2007) focused
on investing in the extreme poor to realise their fundamental rights and develop
their potential to contribute to national development, using a social protection floor
framework. The 2015 Strategy broadened this focus, aiming to deliver a well-coor-
dinated, inter-sectoral social protection system that enables people to live in dignity
through income support, livelihoods empowerment, and improved access to basic
services.

While the 2015 Strategy broadened the scope of social protection to include sys-
tems of basic services, it defined social protection as “a range of actions carried out
by the state and other parties in response to vulnerability and poverty, which seek
to guarantee relief for those sections of the population who, for any reason, are not
able to provide for themselves”. This definition implies a targeted approach, focus-
ing on vulnerable groups rather than adopting a universal framework for improv-
ing access to basic services across all sections of the population. Consequently, the
policy’s emphasis on social assistance, financial access to social services, productive
inclusion, social employment and social insurance remains centred on the poor and
vulnerable.

Policy Theory, Goals and Targets

Aligned with the broader socio-economic policy context evident in the other care-re-
lated policies, the fundamental goal of Ghana’s social protection policies is to pro-
ductively integrate vulnerable populations into the national economy. These policies
challenge the misconception that social protection constitutes wasteful handouts to
undeserving poor individuals. Instead, they demonstrate that social protection con-
tributes meaningfully to development and economic growth.

For example, the National Social Protection Strategy (2007) highlights the high
opportunity costs of failing to reposition vulnerable and excluded groups, noting
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that “vulnerable and excluded segments of the population potentially reverse the
gains of overall developmental efforts because of their tendency to take away rather
than contribute to national economic activity” (p. 9). Accordingly, the policies aim
to prevent livelihood decline rather than focus solely on offering social assistance
to the extreme poor. The 2007 Strategy prioritised interventions to reduce extreme
poverty and mitigate the effects of shocks on the well-being of the most vulnerable.
The 2015 Policy sought to consolidate these gains through effective institutional and
fiscal arrangements that prevent livelihood decline.

These policies are grounded in constitutional provisions. Article 17 (4)(a) of
the 1992 Constitution mandates the implementation of policies and programmes
to redress social, economic and educational imbalances. Similarly, the Directive
Principles of State Policy guarantee the protection and promotion of all basic human
rights and freedoms, including the rights of PWDs, the aged, children and other vul-
nerable groups (Article 37(2)(b)). Social Protection is thus recognised as a right of
every citizen, with legal instruments such as the Children’s Act, Labour Act, Pensions
Act, Persons with Disability Act providing a framework for enforceable entitlements.

In operationalising these goals, the 2007 Strategy introduced interventions under
the LEAP programme, with Social Grants Programmes including:

* Social grants for subsistence farmers and fisherfolk

» Social grants for extremely poor individuals aged 65 and above

» Caregivers’ grants for orphans and vulnerable children (OVCs), par-
ticularly children affected by AIDS (CABAs) and children with severe
disabilities

» Caregivers’ grants for incapacitated or extremely poor persons living
with HIV/AIDS (PLTWHAs)

» Social grants for pregnant women and lactating mothers with HIV/AIDS

Additional strategic interventions included energy and utility subsidies, child
rights protection, survival and development, labour-intensive public works (LIPW),
skills training, pensions, and contributory social insurance schemes.

Building on these gains, the 2015 Policy aimed to reduce poverty through income
support and sustained service delivery. It emphasised scaling-up social assistance,
improving the implementation of social insurance schemes, enhancing access to
health and education services and promoting employment creation, labour mar-
ket participation, and productive inclusion. The policy also sought to strengthen
instruments such as LEAP, LIPW, NHIL exemptions, the School Feeding Programme,
and the Capitation Grant, while establishing a Ghana National Household Register
(GNHR) as the primary targeting mechanism.

The policies acknowledge the gendered dimensions of poverty. Women are
identified as bearing the brunt of extreme poverty and as being disproportionately
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excluded from economic opportunities. Barriers to asset acquisition and limited
access to growth-enhancing opportunities compound these inequalities. Moreover,
women’s dominant role as primary caregivers, particularly for PWDs and OVCs,
means that poverty and exclusion often have intergenerational effects. The policies
affirm that women caregivers should be prioritised for LEAP cash grants.

In the initial phase of implementation, the emphasis is on improving access to the
core components of the social protection basket: LEAP, LIPW, NHIS exemptions, the
Capitation Grant, and the School Feeding Programme. The social protection floor
includes:

»  Access to basic essential healthcare for all

* Minimum income security to meet children’s basic needs
e Minimum income security for working-age individuals

¢ Minimum income security for older persons

Across all these domains, gender and disability considerations are to be main-
streamed. Policy implementation is expected to link income and support services
to broader developmental and complementary measures, including social housing;
water and sanitation; access to sustainable energy; labour market strategies; and pub-
lic and private measures to build assets and capabilities. Although labelled as com-
plementary, these measures are integral and hold significant potential for advancing
gender equity within Ghana’s social protection framework.

Institutional Arrangements for Implementation

Ghana’s social protection policies assign primary responsibility to the government for
ensuring adequate financing from public sources. The policies envisage that social
protection will be funded through allocations in the national budget. The Ministry
of Finance is tasked with planning and overseeing the financing of social protection
within the government budget. It is expected to lead efforts to identify the requisite
“fiscal space” through mechanisms such as tax reform, improved revenue collection,
and strategic prioritisation.

Proposed fundraising mechanisms for the Social Investment Fund, the National
Lottery, the MTEE and the District Assemblies Common Fund (DACF). These
sources, being well-established and permanent, are expected to provide continuous
funding for programme implementation of the programme. Additionally, develop-
ment partners are encouraged to align their financial support with the priorities
outlined in the social protection policies.

Despite these arrangements, securing sufficient funding remains a persistent
challenge. The Department of Social Welfare Five Year Strategic Plan (2019-2023),
which embodies the governments effort at socialising care for the most vulnerable
sections of the population, identifies inadequate government funding and delayed
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disbursement of available resources as two of the three major economic threats to the
department’s ability to fulfil its mandate.

Policy Outcomes
Ghana’s social protection framework is built on four foundational principles:

1. Supporting target groups to meet their basic human needs to sustain
livelihoods.

2. Protecting them from shocks that could push them back into poverty.

3. Enabling access to opportunities and social programmes that enhance
their quality of life.

4. Empowering them to participate in social policy development, institu-
tional processes, and democratic governance.

The National Social Protection Strategy (NSPS, 2007) sought to realise these goals
through the LEAP Social Grants Scheme. LEAP was designed to provide reliable
and cost-effective cash transfers to support basic needs, acting as a “springboard” to
assist beneficiaries to “leap” out of their socio-economic status by improving their
livelihoods and assisting them to access government services that buffer against risks
and shocks.

The effectiveness of Ghana’s social protection system is therefore judged by the
performance of its primary instruments and the extent to which these services sus-
tain livelihoods. While LEAP has been credited with improving access to education
and health (FAO, 2014), its reach remains limited due to poor targeting and funding
challenges (de-Graft Aikins et al., 2016). The LIPW programme has had minimal
impact on income security for the unemployed and underemployed.

The reach of NHIS exemptions, intended to provide free healthcare for children,
pregnant women, the aged, and indigent persons, is also low. For instance, while
indigents are significantly more likely to enrol in NHIS, they also part of the core
group that drop out easily (Nsiah-Boateng et al., 2019). While the Capitation Grant
is mainstreamed and subsidises fees for all children in public schools, the School
Feeding Programme, which aims to provide nutritious hot meals to vulnerable chil-
dren, shows mixed results in terms of reach and impact.

A review of these instruments - LEAP, LIPW, NHIS, School Feeding Programme,
and Capitation Grant - suggests that the current approach to social protection
requires reform to enhance effectiveness.

Gendered Care and the Logic of Protection. The overt focus on targeting
extremely vulnerable groups reflects a broader policy orientation that views social
protection as a response to unmet care needs within the household. This framing
positions the domestic sphere as the primary site of care, with the state intervening
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only in cases of extreme vulnerability. Consequently, care for children, the sick, the
aged, and PWDs is treated as a household responsibility. Social protection policies
acknowledge the role of caregivers — predominantly women — and include provisions
for supporting their care work. However, this recognition reinforces women’ role as
unpaid caregivers, rather than challenging the gendered distribution of care.

The policies propose the expansion of social protection to integrate and stream-
line interventions in education and health, such as free healthcare for pregnant
women, free deworming programmes, and TB and malaria awareness, prevention
and cure. They also advocate for mainstreaming social services, including social
housing, water, energy, and sanitation, to target the extreme poor. These services
are essential to reducing the burden of care work and improving access to support
services for caregivers. Yet, despite acknowledging their importance, these services
have received little attention in implementation.

Social protection has become a key mechanism for care provision in Ghana, but
it remains rooted in the protection logic (Anyidoho & Kpessa-Whyte, 2023). As
Esquivel (2011, 17 cited in Valiani 2022) notes, the logic of social protection is con-
sistent with traditional economic notions of welfare, focusing on minimum levels
of consumption. This notion, in many instances, does not account for unpaid care
labour in the home, addressing only paid care through disability grants or support
for orphaned and vulnerable children.

Unpaid care, essential for the well-being of these people, is not adequately
addressed. Ghana’ social protection policies thus rely on women’s unpaid care work
to subsidise what comprehensive protection should entail, thereby rendering the
system less equitable for women.

An Appraisal of the Care Policy Formulation Process in
Ghana

Policy-making processes are critical to ensuring that care policies are gender equita-
ble. As highlighted by UN Women Africa (2024), one of the key pathways to foster-
ing progressive care policies is the active participation of women in policy-making
processes. This section appraises the formulation processes of the reviewed care pol-
icies, situating them within the broader culture of policy-making in Ghana.

All the policies reviewed were initiated by the Government of Ghana through the
respective ministries responsible for the relevant policy areas. An appraisal of their
formulation reveals a convergence of national concerns and global policy directions
influencing their initiation. Each policy acknowledges the fundamental challenges of
caring for the specific population segments: children, the sick, the aged, PWDs, and
other vulnerable and excluded groups. The policies reference national legislative and
policy provisions, particularly the 1992 Constitution and the Directive Principles of
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State Policy, which mandate the government to ensure adequate care and protection
for all its citizens as a fundamental human right. In some cases, evaluative studies
and assessments of care challenges are cited as catalysts for policy formulation.

In addition to national imperatives, global and regional frameworks, conventions,
and protocols to which Ghana is a signatory have significantly influenced policy
initiation. For instance, the Social Protection Policy (2015) highlights Ghana’s com-
mitment to comprehensive social protection programmes as outlined in the African
Union Social Policy Framework (2003), the Livingstone Declaration (2006), the
Ouagadougou Declaration and Plan of Action (2004, 2008), and the AU Heads of
State Common Agenda for Action Post-2015. It also references Ghana’s effort to meet
the Decent Work Indicator (DWI) in the then Millennium Development Goal (MDG)
1 and other relevant aspects of MDGs (2, 4, 5, 6, and 7), as well as its endorsement
of the Sustainable Development Goals (SDGs), which underscore the need for coor-
dinated action and coherent social protection strategies.

Healthcare policies also draw impetus from international frameworks such as the
International Health Regulations (IHR 2005); the African Union (AU) Vision 2063:
“The Africa We Want”, the ECOWAS Vision 2020; and the African Health Strategy
(2016-2030). They also align with the Global Action Plan for Healthy Lives and
Well-being and the Global Strategy for Women’s, Children’s and Adolescents’ Health
(2015-2030), both of which are linked to the SDGs.

The National Ageing Policy derives its impetus from Ghanas commitment e
Second World Assembly on Ageing and Madrid International Plan of Action on
Ageing (MIPAA). Tt also references conventions that seek to protect the rights of
older persons, including the African Union Policy Framework and Plan of Action
on Ageing (2002), UN Plan of Action on Ageing (1982), UN Principles for Older
Persons (1991), and UN Proclamation on Ageing (1992). These international pro-
tocols, alongside national concerns, have provided impetus for care policy-making
in Ghana.

Actors in the Policy Formulation Process
The formulation of care policies involves a diverse range of actors:

» State actors: Civil and public servants, typically leading the process
through relevant ministries.

* Academia: Providing technical expertise and evidence-based inputs.

* Donor community/development partners: Such as USAID, UKAID,
JICA, UNICEF, WHO, FAO, WFP, UNFPA, the EU, the World Bank, and
the Palladium Group. These actors contribute both technical expertise
and financial support to policy formulation (see appendix).
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» Civil society organisations (CSOs): Including HelpAge Ghana, Ghana
Blind Union, Federation of Disability Organisations, and the Ghana
Coalition of NGOs in Health and Education.

While state actors are usually at the forefront of policy formulation, with techni-
cal support from academia, CSOs and the donor community are key non-state con-
tributors. According to de Graft Aikins et al., (2016), nuancing insights from Oduro
etal., (2014) CSOs often have high incentives to engage in social policy-making but
limited power to influence strategic decision, unless intentionally included, as in
the cases of Help Age Ghana and the Ghana Federation of Disability Organisations
during the formulation of the Ageing Policy and Disability Act, respectively.

In contrast, the donor community tend to wield both high power and high incen-
tive in shaping social policies. For instance, UNICEF and DFID played instrumental
roles in the development of the NSPS (2007), which served as a precursor to the
Social Protection Policy (2015). The international donor community’s support for
the MDGs and SDGs, coupled with Ghana’s reliance on donor funding for social
policy development, positions these actors as influential contributors to the framing
of ideas and policy goals.

Participation in Care Policy Formulation

The reviewed policies highlight the participation of NGOs and CSOs in the policy
formulation process. However, in many cases, the names of the specific CSOs or
NGOs are not listed. Where such lists are provided, none explicitly mention wom-
en’s groups as participants in the formulation process.

While it remains unclear exactly which CSOs participated in the formulation of
many of the care policies, care policy-making in Ghana, like broader policy-making,
is typically top-down. It is led by technocrats who draft policy documents with tech-
nical assistance from academia and the donor community. CSOs, including women’s
groups where present, are generally consulted to review draft documents, but their
inputs rarely result in substantive changes to the final policy document. In many pol-
icies, the MoGCSP is cited as the body responsible for providing gender insights into
problem identification, solution formulation, and gender-equitable implementation.

A notable exception is the formulation of the National Ageing Policy, which fol-
lowed the United Nations Guidelines for Review and Appraisal of MIPAA. This pro-
cess adopted a genuinely bottom-up participatory approach. Workshops were held
at national and regional levels, bringing together older persons and their representa-
tive groups and associations; public sector policymakers; private sector stakeholders;
social partners (including employers and organised labour); CSOs (including NGOs
and community-based organisations); representatives of academic and research insti-
tutions; and development partners, Although women’s groups were not explicitly
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mentioned, this inclusive approach enabled the problem of ageing to be defined
from a gender perspective, resulting in gender-responsive solutions.

Despite the uncertainty about the presence or absence of women’s groups in the
formulation of care policies, the dominant assumptions embedded in these policies
appear to take unpaid care work for granted. This may reflect the limited partici-
pation of women’s groups in shaping policy goals. Although the polices commit to
improving the quality of care, drawing international conventions and protocols to
which Ghana is a signatory, they rely heavily on household and community-based
provision of care without:

1. Adequate provisions to recognise and reward those who perform care
work.

2. Effective measures to strengthen access to care services and reduce the
burden of care work

3. Concrete strategies to redistribute care work from the domestic sphere to
the public domain, and from women to men, as well as to socialise it
within the community and state.

Had women’s groups been actively involved and made strategic contributions to
the policy formulation, it is likely that women’s unpaid care would not have been
overlooked. Nor would additional expectations have been laid on women to deliver
high-quality care for children, the sick, the aged, and PWDs without corresponding
support.

Reflections on Gender-Equitable Care Policies and Policy-
Making in Ghana

Centring the burden of care work, particularly women’s unpaid care work within the
care economy, is critical to understanding barriers to women’s economic empower-
ment. Policy directions and actions that recognise the care work women perform,
reduce this burden through the provision of care services, and redistribute care
responsibilities across the community, state, or the market are essential for fostering
gender-equitable care policies.

Ghana’s care policies are heavily anchored in national and internal expectations
that prescribe a high-quality of care. Commitments to quality are not misplaced, as
such standards are imperative for social reproduction. Fundamentally, however, care
provision is not inelastic. Higher quality of care requires greater time commitments,
making quality demands directly proportional to hours of care work. Without ade-
quate efforts to redistribute responsibilities or provide support services that reduce
the time requirements, women, who are the primary providers t of care, bear the
disproportionate burden.
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The dominant value commitments underpinning policy framings emphasise
households and community structures as primary care providers. While these
narratives are not inherently erroneous, they lack critical appraisal of intra-family,
intra-household and intra-community dynamics. Specifically, they fail to integrate
how the burden of care provision falls disproportionately on women and which
categories of women bear the greatest brunt. Consequently, associated solutions
are framed simplistically, often reinforcing household and community roles in care
provision without addressing gendered inequities. As an unintended consequence,
such framings exacerbate women’s care burden. One potential cause of this simplis-
tic framing is limited consultation with stakeholders, particularly women’s groups
and womens5 rights organisations, during policy-making processes. Policies are not
gender-neutral. The erroneous conception of policy-making as gender-neutral is a
fundamental challenge to enacting gender-equitable policies. Such framings often
draw upon hegemonic narratives and norms that are oppressive to women, thereby
worsening their plight.

In instances where household breakdown or community-dependent care systems
are problematised, policy framings acknowledge the need for alternatives. Policy
goals in these cases align with redistribution or socialisation of care, enacted through
public-sector provisioning to ensure fundamental access to care. However, resource
commitments to such public provisioning remain low. This underinvestment poses
a significant challenge to redistributing the burden of care work from the domestic
to the public domain.

Women’s unpaid care work subjects them to enormous physical and mental stress
(Folbre, 2021). Addressing care is therefore fundamental to women’s empowerment,
as reflected in SDG 5. Goal 5.4 under SDG 5 seeks to achieve gender equality and
empower all women and girls by recognising and respecting unpaid care and domes-
tic work through public services, infrastructure, and social protection policies, while
promoting shared responsibility within households and families as nationally appro-
priate. Women’s dominance in unpaid care work should engender critical reflection
on the choices available to women, the resources provided to lessen their burden,
and the extent to which responsibilities are shared (Folbre, 2021). Public policy is
key in addressing some of these issues.

There is consensus on the need to politically address care through public policies.
However, approaches remain contingent on how the challenge of care is framed and
the strategies deemed appropriate (Lewis, 2006). Care sits at the intersection of fam-
ily, market, and state provision, encompassing both paid and unpaid services deliv-
ered through formal and informal channels (Lewis, 2006). This complexity requires
public policy to adopt holistic approaches. Holistically tackling care necessitates sec-
toral policies that centre rather than treating it as tangential. How countries address
care holistically has direct implications for gender equality.
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Policy Actions for Gender-Equitable Care Systems

Policy actions that nurture a system in which care is not relegated to the domain of
women - but is instead shared equitably between men and women across the insti-
tutions of state, market and household -are essential to holistically addressing the
care challenge (Razavi, 2020). Gender-equitable policies should aim to rebalance
care responsibilities between men and women, and among these institutions, as a
prerequisite for women’s economic empowerment (Durano, 2012).

Given that women dominate as providers of unpaid or underpaid care work
(Cagatay, 2003), addressing care requires a fundamental rethinking of policies that
have historically reduced state involvement in social provisioning. Efforts to inte-
grate women into economic activities yield only marginal gains if not accompanied
by investments in alternative care services. Women do not necessarily cease per-
forming care work when they enter the labour market; thus, without redistributive
mechanisms, their total workload increases. In this context, direct provision of care
by the state, market, and not-for-profit sectors offers viable pathways to redistribute
or socialise care.

State Provision and Financing of Care

State financing and state-led provisioning of care services remain integral to public
policy in many countries, albeit through varying approaches. These typically fall into
two mutually inclusive categories:

1. Direct provision of care services.

2. Indirect provision through investment in social infrastructure (e.g.,
water, sanitation, transport), which reduces the time and labour burden
of care work on women (Bezanson & Luxton, 2006).

Collectivising the cost of care work (Dulffy et al., 2013) is a key strategy for social-
ising care, ensuring that those who perform care work are adequately compensated
and that the quality of care is not compromised. However, the growing trend of
privatising public services, often justified by perceived inefficiencies, has diminished
the state’s indirect care service provision.

Healthcare as a Site of Redistribution

Healthcare remains one of the few domains where public provision is still visible.
However, rising user fees have increasingly positioned the state as a profit-oriented
actor (Razavi, 2020). In this vacuum, the market, both formal and informal, has
assumed a central role in care provision, despite its limitations.

Healthcare has seen significant efforts to socialise and redistribute care through
public provision. This sector is heavily reliant on women, particularly nurses and
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other frontline health workers. In African health systems, the predominance of
women in public healthcare underscores the importance of decent wages and work-
ing conditions as both a measure of valuing care and a mechanism for redistribut-
ing it. As Valiani (2022, p. 20) notes, “Living wages and adequate training for all
healthcare workers is an expression of collective value and respect for care work.
Comprehensive public healthcare services and programs would redistribute care for
the sick from unpaid labour in households and communities to paid workers.”

The Market and the Feminisation of Care Work

The care sector is increasingly recognised as a source of employment (Lewis, 2006),
making it an integral component of the market. However, care provision within the
market (formal and informal) remains feminised and mirrors the characteristics of
women’s unpaid care work. Women, often perceived as docile labour, are overrep-
resented in low-wage care roles (Razavi, 2020), with ramifications on the quality of
care.

In many middle and low-income countries, market-based care provision is still
informalised, with women employed as domestic workers performing a wide range
of care tasks in private homes. To ensure that market-based care provision deliv-
ers empowering outcomes for women while maintaining quality standards, it must
be accompanied by policies that promote decent work. Adequately rewarding care
providers in both the formal and informal market settings is essential for achieving
progressive and equitable care outcomes.

Reconciling Recognition and Redistribution in Gender-
Equitable Care Policy

Efforts to increase the remuneration of paid care workers, without corresponding
plans for public absorption of these costs, risk shifting the burden onto, particularly
middle-class women who rely on care services while themselves earning inadequate
salaries (Nakano Glenn, 1992). At the same time, recognising care work as formal
employment, often taken up by vulnerable women, has not been matched by shifts
in their unpaid care responsibilities within the household. These market-based care
providers continue to perform unpaid care work at home and are often unable to
afford paid care for their own families. Thus, care provision within the market can
exacerbate inequality, reinforcing the case for socialising care through state provi-
sioning as a pathway to equitable outcomes.

Public policies can either recognise and reward care workers or aim to redis-
tribute care responsibilities (Valiani, 2022). These goals are sometimes perceived
as contradictory; how can policies both validate women’s unpaid care work and
simultaneously seek to liberate women from it? However, these objectives are not



WEE PROJECT

mutually exclusive. Policy frameworks can both pursue recognition and redistri-
bution in complementary ways. For instance, policies can acknowledge and com-
pensate the diverse forms of care work performed by women, while also promoting
shared responsibility and redistribution across

Despite this potential, recognition, redistribution, and socialisation of care have
received limited attention in Ghana’s care policy landscape, and even less in terms of
concrete implementation.

The Importance of Problem Definition

As previously highlighted, how a policy defines the problem of care is critical to its
ability to generate equitable outcomes. Gender-neutral terminology — such as “par-
ent” — can obscure the reality that caregiving is disproportionately undertaken by
mothers. This linguistic neutrality often leads to policy actions that fail to address the
gendered nature of care, thereby reinforcing women’s burden.

The capacity of public policy to foster gender-equitable care systems depends on:

* How the problem of care is defined.
e How solutions are framed.
e What resources are allocated.
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CONCLUSION

In Ghana, the well-being of families, children, persons who are ill, PWDs, and the
aged has shaped policy directions that, both consciously and unconsciously, impli-
cate women’s unpaid care work. A key concern is how the state frames family as the
primary provider of care, resulting in policy actions that place the responsibility of
caregiving on women, who are positioned as caregivers, rather than on men, who are
typically framed as breadwinners.

Policies concerning child protection, including those addressing well-being,
nutrition and education, have direct implications for women’s unpaid care burden.
Additionally, rising life expectancy and the increasing prevalence of chronic health
conditions have created a looming health crisis, further intensifying the demand for
unpaid care work, predominantly performed by women.

To foster an equitable care economy and advance women’s economic empower-
ment, it is essential to:

* Recognise the value of unpaid care work
* Redistribute care responsibilities across the public, community, and
market domains
* Provide support services to reduce the burden of care
* Adequately reward care work in both formal and informal market
settings
As Haq (2025) points out in the 5R framework, care is the daily reproduction of
life; the very foundation upon which life itself exists. Progressive care policies should
therefore urgently:

* Recognise the social and economic value of care work.

* Reduce the burden of care on women.

* Redistribute care between households and the state.

* Reward care workers through decent work.

* Reclaim the public nature, financing, provision, and regulation of care
systems and services.

A major setback in Ghana’s policy landscape is the lack of recognition of care
as a public good. This has influenced both the design and funding of care-related
interventions. Funding for social policies — including care - is a persistent challenge
across the Global South, and Ghana is no exception. The neoliberal turn in Africa
from the 1980s onwards led to a significant decline in government expenditure on
social sectors, marking a departure from the immediate post-independence era when
such investments were considered central to holistic national development.

Care policy financing in Ghana has been heavily reliant on donor support, with
few exceptions like the NHIS, which is primarily funded through domestic resource
mobilisation, even though it faces its own financial constraints. A critical appraisal
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of financing mechanisms for care policies and interventions is therefore impera-
tive. Without sustainable and equitable financing, care policies cannot effectively
reduce women’s unpaid care burden or meaningfully contribute to their economic
empowerment.



GENDER EQUITABLE CARE POLICIES IN GHANA: A CRITICAL FEMINIST REVIEW

REFERENCES

Akoto B. (2025). Impact of USAID Freeze on Ghana.

Amo-Adjei, J., Essuman, R., Nurzhynska, A., Deliege, A., Sharma, G., Iddrisu,
L., Nikoi, C., & Rao, C. R. (2023). Experiences of parents and stakeholders
in caring for, and supporting children with special needs in Ghana. PLOS
ONE, 18(3). https://doi.org/10.1371/journal.pone.0281502

Anyidoho, N. A.; & Kpessa-Whyte, M. (2023). Africa’s social policy trajectories
since the colonial period: Ghana’s journey from the model colony to star pupil
of economic liberalisation (GETSPA Working Paper No. 9). Ghana Social Policy
Analysis (GETSPA) Project.

Anyinam, C. A. (1989). The social costs of the International Monetary Fund’s
adjustment programs for poverty: The case of health care development in
Ghana. International Journal of Health Services, 19(3), 531-547. https://doi.
org/10.2190/6YTW-VX7W-HDDQ-Q927

Asia-Pacific Economic Cooperation. (2022). Unpaid care and domestic work:
Counting the costs. Asia-Pacific Economic Cooperation. https://apec.org/publi-
cations/2022/03/unpaid-care-and-domestic-work-counting-the-costs

Arhinful, D. K. (2003). The solidarity of self-interest: Social and cultural feasibility
of rural health insurance in Ghana (Africa Studies Centre Research Report No.
71/2003). Africa Studies Centre.

Ashirifi, G. D., Karikari, G., & Adamek, M. E. (2022). Prioritizing the national
aging policy in Ghana: Critical next steps. Journal of Aging & Social Policy, 34(1),
127-144. https://doi.org/10.1080/08959420.2021.1927621

Atakorah, Y. B., Arthur, E., Osei-Fosu, A. K., & Novignon, J. (2024). The impact
of Ghana’s national health insurance exemption policies on healthcare-seek-
ing behaviour. SSM — Health Systems, 3, 100035. https://doi.org/10.1016/.
ssmmh.2024.100035

Bacchi, C. (1999). Women, politics and policies: The construction of policy problems.
Sage Publications.

Bezanson, K., & Luxton, M. (2006). Social reproduction: Feminist political economy
challenges neo-liberalism. McGill-Queen’s University Press.

Britwum, A., Jonah, K., & Tay, E D. (2001). Structural Adjustment Participatory
Review Initiative (SAPRI): Ghana country report. SAPRI Ghana.

Cagatay, N. (2003). Gender budgets and beyond: Feminist fiscal policy in the
context of globalisation. Gender and Development, 11(1), 15-24. https://doi.
org/10.1080/741954229

Carey, G., Dickinson, H., & Cox, E. M. (2018). Feminism, gender, and power rela-



WEE PROJECT

tions in policy: Starting a new conversation. Australian Journal of Public Admin-
istration, 77(4), 1-6. https://doi.org/10.1111/1467-8500.12376

Dei, H. (1997). Meeting the challenges of conversion: Ghana’s provident funds
becomes a pension scheme. International Social Security Review, 50(2), 63—71.
https://doi.org/10.1111/j.1468-246X.1997.th01084.x

Den Besten, J., Cornielje, M. T., Cornielje, H., & Botwey, D. N. (2016). Supporting
parents in caring for children with disability in Ghana. Disability, CBR & Inclu-
sive Development, 27(1), 87-101. https://doi.org/10.5463/DCID.v27i1.494

Duffy, M., Albelda, R., & Hammonds, C. (2013). Counting care work: The em-
pirical and policy implications of care theory. Social Problems, 60(2), 145-167.
https://doi.org/10.1525/sp.2013.60.2.145

Durano, M. (2012). Gender-equitable public policy: Challenges to policy design
amidst contestation in a multi-polar world. In K. Macdonald, S. Marshall, & S.
Pinto (Eds.), New visions for market governance: Crisis and renewal (pp. 123—
133). Routledge. https://doi.org/10.4324/9780203116050

Ehrenreich, B., & Hochschild, A. R. (Eds.). (2002). Global woman: Nannies, maids,
and sex workers in the new economy. Granta Books.

Folbre, N. (2021). Developing Care; The Care Economy and Economic Develop-
ment. In Grantham, K., Dowie, G & de Haan, A. (Eds) Women’s Economic
Empowerment. Routledge. Pp 102-125

Elson, D. (1991). Male bias in macroeconomics: The case of structural adjustment.
In D. Elson (Ed.), Male bias in the development process (pp. 164-190). Manches-
ter University Press.

Ghana Statistical Service. (2024). Maternal mortality in Ghana: Thematic brief.
Ghana Statistical Service. https://statsghana.gov.gh/gssmain/fileUpload/pressre-
lease/Maternal_mortality_submita.pdf

Haq, H. (2025, January 22). The global fight against the commodification of care.
Global Labour Column. https://globallabourcolumn.org/2025/01/22/the-global-
fight-against-the-commodification-of-care/

Hutchful, E. (1994). Smoke and mirrors: The World Bank’s Social Dimensions
of Adjustment (SDA) programme. Review of African Political Economy, 21(62),
569-584. https://doi.org/10.1080/03056249408704171

Hutchful, E. (2002). Ghana’s adjustment experience: The paradox of reform. United
Nations Research Institute for Social Development.

International Labour Organization. (2018). Care work and care jobs for the future
of decent work. International Labour Organization. https://www.ilo.org/re-
source/news/ilo-calls-urgent-action-prevent-looming-global-care-crisis



GENDER EQUITABLE CARE POLICIES IN GHANA: A CRITICAL FEMINIST REVIEW

International Labour Organization. (2024, March 7). Unpaid care work prevents
708 million women from participating in the labour market. International La-
bour Organization. https://www.ilo.org/resource/news/unpaid-care-work-pre-
vents-708-million-women-participating-labour-market

Kabeer, N. (1994). Reversed realities. Gender hierarchies in development thought. Ver-
s0.

Kanenberg, H., & Leal, R. (2019). Revising McPhails feminist policy analysis
framework: Updates for use in contemporary social policy research. Advances in
Social Work, 19(1), 1-22. https://doi.org/10.18060/22815

Kittay, E. E (1999). Love’s labour: Essays on women, equality and dependency. Rout-
ledge.

Konotey-Ahulu, E 1. D., Ocloo, E., Addy, P. M., Bamford, A. M., & Ennin, C.
(1970). Report of the committee appointed to investigate hospital fees. Ministry of
Health.

Lewis, J. (2006). Employment and care: The policy problem, gender equality
and the issue of choice. Journal of Comparative Policy Analysis, 8(2), 103-114.
https://doi.org/10.1080/13876980600682014

Lombardo, E., Meier, P, & Verloo, M. (2012). Policymaking and gender. FREIA
— Feminist Research Center in Aalborg, Institut for Kultur og Globale Studier
(FREIAs tekstserie No. 81). https://doi.org/10.5278/freia.70824168

Maestre, M., & Thorpe, J. (n.d.). Unpaid care work: Facilitating change towards wom-
en’s economic empowerment. BEAM Exchange. https://beamexchange.org/media/
filer_public/fa/73/fa73f0e0-f2de-4913-b409-fb6d575dbaad/unpaid_carework.
pdf

Mansfield, K. C., Welton, A. D., & Grogan, M. (2014). “Truth or consequences”:
A feminist critical policy analysis of the STEM crisis. International Journal of
Qualitative Studies in Education, 27(9), 1155-1182. https://doi.org/10.1080/095
18398.2014.916006

McCall, L. (2005). The complexity of intersectionality. Signs: Journal of Women in
Culture and Society, 30(3), 1771-1800. https://doi.org/10.1086/426800

McPhail, A. B. (2003). A feminist policy analysis framework: Through a gendered
lens. The Social Policy Journal, 2(2-3), 39-61.

Mkandawire, T. (2005). Transformative social policies and innovation in devel-
oping countries. The European Journal of Development Research, 19(1), 13-29.
https://doi.org/10.1080/09578810500066469

Nakano Glenn, E. (1992). From servitude to service work: Historical continuities
in the racial division of paid reproductive labor. Signs: Journal of Women in Cul-
ture and Society, 18(1);1-43.



WEE PROJECT

Nsiah-Boateng, E., Nonvignon, J., Aryeetey, G C., Salari, P, Tediosi, E, Akweongo,
P, & Aikins M. (2019). Sociodemographic determinants of health insurance
enrolment and dropout in urban district of Ghana: a cross-sectional study.
Health Econ Rev. 2019 Jul 6;9(1):23. doi: 10.1186/s13561-019-0241-y.

Organisation for Economic Co-operation and Development. (2019). Enabling
women’s economic empowerment. OECD. https://www.oecd.org/content/dam/
oecd/en/publications/reports/2019/06/enabling-women-s-economic-empower-
ment_7e05c98b/ec90d1bl-en.pdf

Orozco, M., Franco, J., Marchant, M., & Valdivia, R. (2022). The role of care
and the local economy in women’s labour force participation: Evidence from
Mexico and Colombia in the pandemic era. Gender & Development, 30(1-2),
145-175. https://doi.org/10.1080/13552074.2022.2066816

Parsons, W. (1995). Public policy: An introduction to the theory and practice of policy
analysis. Edward Elgar.

Plantwise. (2025, April 29). How men taking on unpaid care work can lead to wom-
en’s economic empowerment in Burundi. Plantwise. https://blog.plantwise.
org/2025/04/29/how-men-taking-on-unpaid-care-work-can-lead-to-womens-
economic-empowerment-in-burundi/

Randriamaro, Z. (2013). Women, social reproduction and the approaching preci-
pice. African Care. https://theoccupiedtimes.org/?p=11487

Razavi, S. (2020). What does the UN have to say about family policy? Reflections
on the ILO, UNICEE and UN Women. In R. Nieuwenhuis & W. Van Lancker
(Eds.), The Palgrave handbook of family policy (pp. 87—118). Palgrave Macmillan.

Office of the Planning Commission. (1964). Seven Year Plan for National Recon-
struction and Development1963/64 — 1969/70. Government of Ghana

Standing, Guy. 1999. Global Labour Flexibility: Seeking Distributive Justice. Pal-
grave Macmillan, Basingstoke.

Tsikata, D. (2001). The politics of policy-making: A gender perspective. In D.
Tsikata (Ed.), Gender training in Ghana: Politics, issues and tools (pp. 321-341).
Woeli Publishing Services.

UN Women Africa. (2023). Innovative solutions to recognize, reduce, and redistribute
the unpaid care work of rural women in Senegal. UN Women. https://africa.un-
women.org/sites/default/files/2023-06/20230320_UN%20Women_Policy%20
brief%20UNPAID%20CARE%203R%20innovation_ENG.pdf

UN Women Africa. (2024). Gender responsive unpaid care and domestic work. UN
Women. https://africa.unwomen.org/sites/default/files/2024-09/gender_respon-
sive_unpaid_care_and_domestic_work_final.pdf

UNDP (2009). Unpaid care work: Gender equality and poverty reduction. Retrieved



GENDER EQUITABLE CARE POLICIES IN GHANA: A CRITICAL FEMINIST REVIEW

from https://www.undp.org/sites/g/files/zskgke326/files/publications/Unpaid
care work English.pdf

UNECE. (2021). Women’s economic empowerment and the care economy. Retrieved
from https://unece.org/sites/default/files/2021-01/PBrief_Care EconomyCovid
response_08012021_1.pdf

UNICEF (...).Ghana Key Demographics Indicators. https://data.unicef.org/country/
gha/

Unterhalter, E., Robinson, L., & Ron Balsera, M. (2020). The politics, policies and
practices of intersectionality: Making gender equality inclusive and equita-
ble in and through education. In UNESCO, Global education monitoring report
2020 (Background paper). UNESCO. https://unesdoc.unesco.org/ark:/48223/
pf0000373718

Valiani, S. (2022). The African care economy index*. FEMNET. https://www.femnet.
org/wp-content/uploads/2022/08/The-Africa-Care-Economy-Index.pdf

Vyas-Doorgapersad, S., 2015, ‘Gender mainstreaming in policy and political
contexts:The case of South African government’, Administratio Publica 23(1),
121-138.

Wahab, H. (2008). Universal healthcare coverage: Assessing the implementation of
Ghana’s NHIS law. Paper presented at the Political Theory and Policy Analysis
Mini-Conference, Indiana University, Bloomington, IN, United States.

World Economic Forum. (2023, October 10). Investing in the care economy can
help achieve gender parity: Here’s how. World Economic Forum. https:/www.
weforum.org/stories/2023/10/experts-examine-how-developing-better-care-sys-
tems-can-close-gender-gaps/

Yates, S. (2018). Power, process, plumbing: Big G and small g gender in Victoria’s
family violence policy subsystem. Australian Journal of Public Administration,
7(4), 568-582. https://doi.org/10.1111/1467-8500.12382



WEE PROJECT

Appendix

List of Policies Reviewed

S/N  Policy and implemen- | Focus of the policy Development
tation period partners providing
technical and or
financial assistance
1 Seven-Year Development | Chapter on health espouses

Plan for National
Reconstruction
and Development
(1963-1970)

programmes and actions to
provide health care for the
population, including maternal

and child welfare and rural
health.

2 The Children’s Act
1998 (ACT 569), As

Act to reform and consolidate
the law relating to children

Amended by Labour Act | (rights, maintenance, adoption,
2003 (ACT 651). 2003 | labour and apprenticeship,
onwards etc.).
3 Child and Family Policy framework on a UNICEF
Welfare Policy 2015. well-structured child and
2015 onwards family welfare system that
promotes the well-being of
children, prevents abuse and
protects children from harm.
14 | National Inclusive The policy aims to recast the UNICEF
Education Policy delivery and management of
(2015). 2015 onwards | education services to respond
to the diverse needs of all
learners.
5 Under Five’s Child Policy framework for promot- | UNICEE WHO,

Health Policy 2007.
2007-2015

ing the survival, growth and
development of all children in
the country.

UNFPA, USAID,

6 Child Health Policy
and Strategy 2017.
2017-2025

Policy framework for promot-
ing the survival, growth and
development of children in the
country. Builds on the Under-
Five Policy.

UNICEE, WHO,
UNFPA, USAID,
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7 Adolescent Health Policy framework to enhance WHO, UNICEE
Service Policy and the health status and quality of | UKAID, UNFPA,
Strategy 2016. 2016 life of adolescents in Ghana. Palladium Group
- 2020

8 National Health Policy | Policy framework for health,

2007. 2007 — 2019 focusing on the physical,
social, and psychologi-
cal aspects of health care
provision.

9 National Health Policy; | It expounds the vision and DFID, UNICEE JICA
Revised Edition (2020). | strategy for a resilient health-

2020 onwards care delivery system, including
the promotion of a healthy
lifestyle and a healthy physical
environment.

10 | National Health Framework for financing min-
Insurance Policy imum healthcare benefits for
Framework; Revised persons who would otherwise
2004. 2004 onwards not be able to afford out-of-

pocket payment for healthcare.

11 | National Health This Act replaced Act 2003
Insurance Act: 2012 (Act 650), which has been
(Act 852). 2012 repealed. This is an Act of
onwards Parliament establishing the

NHIA and the scheme.

12 National Health Sector | Policy framework for contrib-

Gender Policy 2009. uting to better health for both

2010 onwards. men and women through pro-
grammes that give due consid-
eration to gender to promote
equity.

13 | National Nutrition Policy to address nutrition-re- | USAID, UNICEE,

Policy 2013. 2013
-2017

lated challenges, including
malnutrition among children
and women, as well as over
nutrition. Aim to promote
optimal nutrition of the
population.

WHO, FAO, WFP
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14 | National Social A comprehensive strategy UNICEE DFID
Protection Strategy, for social protection, includ-
2007. 2007 — 2015. ing LEAP as one of the
programmes.
15 The National Social Policy framework outlining UNICEE EU, World
Protection Policy 2016. | institutional provision of care | Bank
2016 - 2031 and social protection through
programmes such as LEAP,
LIPW, Capitation Grant, School
Feeding, and NHIS.
16 | The School Feeding Policy initiating intervention
Policy 2015. 2015 to feed schoolchildren and to
onwards improve enrolment and reten-
tion of children in school.
17 | Strategic Plan for the Expounds implementation USAID, UNICEF
Department of Social priorities and modalities of
Welfare 2019. 2019 achieving an operative welfare
-2023 system.
18 | National Ageing Policy | Policy framework for the aged | UNFPA
2010. 2010 onwards. to live with security and dig-
nity. Revised version of a draft
ageing policy prepared in 2002
that was never implemented.
19 | National Pensions An Act of Parliament to pro-
Act 2008 (Act 766) vide for pension reform in the
Amendment Act country. Pension is a key com-
2014 (Act 883). 2008 ponent of social welfare that
onwards provides retirement income
security for the aged.
20  Persons with Disability | Act of Parliament enumerating
Act 2006 (Act 715). rights, care and protection for
2006 onwards persons with disability.
22 | Labour Bill 2024







